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Project Objectives

This project aimed to compile best and promising practices and models of care for rural health in

the following four specialized areas: oral health, maternal and newborn health, behavioral and

mental health, and telemedicine and telehealth. The resulting compendium of evidence-based and

best practices will serve as a resource for implementing the recommendations of the Virginia State

wdzNI £ | SIfGK tfFysS AyOftdzZRAYy3a SFFSOUALBS ySg LINR
challenging health issues. This project will also serve as the foundation for a comprehensive

website managed by the Virginia Rural Health Resource Center to disseminate relevant health

information to a diverse audience of health professionals, local policy-makers, consumers, public

health professionals, and program administrators.

Methods
Working Definitions

Best and promising practice

For the purposes of this report, the United Nations Educational, Scientific, and Cultural
hNBFYATFTGA2YQa 6! b9{/ h0 RS mivhichdbastpshcti fusta 0 S& G LIN
exhibit the following four characteristics:*

1) Be innovative

2) Make a difference

3) Be sustainable

4) Have the potential to be replicated/serve as a model for other regions

The authors defined a promising practice as one that met at least 3 of the 4 above criteria. This
report will use this definition of promising practice, as well.

Rurality

The Virginia State Rural Health Plan defines rurality using four county geographical classifications:
(1) rural, (2) mixed rural, (3) mixed urban, and (4) urban.?

A rural county meets all of the following criteria:
1) has a population density less than 500 people/square mile
2) 90 percent of the population is in a rural area or the county has no urban area with
population of 10,000 or more

A mixed ruralcounty is one which:

1) meets neither the urban nor the rural county criteria
2) has a population density less than 320 people per square mile
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A mixed urbancounty is one which:
1) meets neither the urban nor the rural county criteria
2) has a population density of at least 320 people per square mile

An urban county is one which:
1) has a population density of at least 500 people per square mile
2)pn LISNOSYy G 2F (GKS O2dzyideée LRLz I GAz2zy tABSa A
urbanized areas is a least 50,000 or 90 percent of the county population

Systematic Literature Review

A series of literature reviews was conducted for each of the four focus areas for this report: oral
health, telemedicine and telehealth, maternal and newborn health, and behavioral and mental
health. Online search engines and research databases such as PubMed and the Rural Assistance
Center (RAC) were used to collect potential practices and models. Best and promising practices as
well as models of care were identified using the criteria and definitions provided above. Models
and practices from within Virginia, the United States, and select international locations were
considered for inclusion. No explicit limit was placed on the number of models and practices that
could be selected for inclusion, although a guideline of 8-10 practices/models per topic area was
used. Efforts were made to contact relevant project directors, clinical professionals and public
health professionals for most of the models considered; however, not all were available for
comment. Best practices and models of care appear in no particular order for each topic area.

Background: Status of and Challenges in Rural Health

Rural communities face significant challenges to providing quality healthcare to their residents.

Lack of practicing health providers, long distances to reach health facilities, lack of insurance

and/or providers who accept public insurance, poor education, and low economic status are just

some of the major obstacles to achieving positive health outcomes for rural communities. In

Virginia, almost two-thirds of all county and county equivalents are considered rural or mixed rural

according to the definition of ruralityF R2 LJ0 SR 06& GKS *ANHAYAL {dFGS v
Council (87 out of 135 counties).?

Clinical workforce recruitment and retention in rural and remote areas remains one of the biggest
challenges for ensuring access to quality health care for these populations. According to the Rural
Health Research and Policy Centers, 77% of all US rural counties are primary care health
professional shortage areas (HPSAs).® Today, only about 1 in 10 medical students are choosing
primary care, the specialty most needed in rural areas. Furthermore, only about 10% of those
primary care physicians are based in a rural location, according to a survey conducted by the
American Academy of Family Physicians.* For this reason, many programs around the country have
focused on building the capacity of the rural health workforce through continuing education,
residency training, and policy reform on practice restrictions for clinical providers.
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In addition, persons living in rural areas are more likely to be uninsured compared to those living in
metropolitan areas.’ Many Medicaid-eligible families do not have the necessary resources to
access affordable healthcare through Medicaid or SCHIP. Moreover, even those low-income
families that are enrolled in Medicaid face significant challenges in finding rural providers who
accept Medicaid patients due to poor provider reimbursement rates. Therefore, many practices
and models described in this report also address the issues of Medicaid eligibility and provider
reimbursement.

Innovative and effective programs are currently being implemented in small towns and rural states

across the country. The following is a handful of such programs, practices, and models most

I LILJX AOF o6t S G2 + A Nahdpglisids. Dhé rephodrdaBihyese progidnis i dagiieS &
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Oral Health

Oral health has been ranked consistently as one of the top five health priorities for rural areas by

state and local rural health leaders around the country.’! OO2 NRAy 3 (2 G(KS { dzZNBS?2
on Oral Health in America, the unmet dental care need in nonmetropolitan areas is estimated to

be 8.1%.° Moreover, rural residence and low socioeconomic status are strong indicators for poor

oral health.>®"®

In Virginia, almosttwo-0 KA NR& 2F (GKS aidl iSQa O2dzyiArasSa KIFJS
Professional Shortage Areas (DHPSAs), meaning the population to full-time dentist ratio is greater

than 5000:1 (or greater than 4000:1 with significant lack of particular dental services).? Because

this measure includes those full-time dentists who do not accept Medicaid-insured patients, the

number of areas in Virginia lacking adequate dental care for their communities is likely far greater.

In addition, good oral health has been shown to be integral to maintaining good general health.
For example, women with periodontal disease are 3 to 7 times more likely to give birth to a low-
birth weight baby compared to women with no periodontal disease.’® This illustrates the need to
develop an integrated framework for addressing health. Some of the practices and models
highlighted below attempt to incorporate oral health care into primary care and pediatrics.

Ly FTIFOGX OKAfRNBYyQa 2N} f KSIFIftUK A& ljdaoOolfte SYS
Healthy People 2010, more than half of all children under eight years of age experience dental

caries, making it the most common chronic health problem in this age group. Low socioeconomic

status often observed in rural residents is also associated with poor oral health; low-income

children are two times more likely to have dental caries than children from families of higher

income levels.®> Some of the models described below directly address this challenge through

innovative approaches such as school-based preventive oral health programs.

There exists a lengthy and interrelated list of the barriers associated with receiving adequate oral

health care for both children and adults in rural areas. The most significant systematic challenges
are outlined below.
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1) There is a lack of adequate dental workforce in rural areas. A solution many states have
proposed for this dearth of dental care providers is the loosening of restrictions on the
practice of dental hygienists. For example, New Mexico found that access to affordable
dental healthcare was increased after passing legislation allowing dental hygienists to
deliver preventive services and see patients under indirect supervision of a dentist.'® The

/I 2RS 2F +ANBAYAIlI adradsSa dKFG al tA0SyaSR RS

supervision of a licensed dentist... perform services that are educational, diagnostic,
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Southside, or Lenowisco Health Districts, which are designated as Virginia Dental Health
Professional Shortage Areas by the Virginia Department of Health, may provide educational
and preventive dental care in a less restricted fashion.™

2) The majority of dentists do not accept Medicaid patients due to low provider
reimbursement rates. In an effort to boost enroliment of dentists in the Medicaid Dental
Program, many states, such as Alabama, have authorized rate increases for reimbursement
to participating providers.* These rate increases have resulted in increases in the
percentage of dentists accepting Medicaid patients.

3) The socioeconomic make-up of most rural populations results in poor access to oral health
care. Families with income of at least 200% above the poverty level were significantly
more likely to have a dental visit for cleaning in the past year compared to families with
income below the poverty level (68% compared to 50%).*
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components of care for rural areas include:*
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e Preventive dental services including prophylaxis

e Appropriate use of fluorides, dental sealants, oral health education and oral health promotion
activities

e Basic restorative treatment (i.e. repair of cavities)

¢ Referral mechanisms to access more specialized treatment services

Maternal and Newborn Health

Maternal and newborn health have emerged as top health priorities in the United States. Due to
several factors such as increasing malpractice insurance premiums, there exists a decreasing trend
in the number of primary care physicians offering obstetric services. This growing gap in access to
prenatal and obstetric care is especially evident in rural areas of the country, since specialized care
is often not available within a reasonable distance.™

t NByFaGrf OFNB KlFha f2y3ISR 6SSy G2dziSR | a |
throughout and following pregnancy. Many social and economic factors such as low income and

Page 6 of 71

AA3Y



lack of education are associated with poor access to prenatal care. In turn, this lack of access to

early, regular, and appropriate prenatal care is associated with premature birth and low birth

weight babies, according to the National Survey of Family Growth.*® Premature birth is the leading

cause of newborn death and a major cause of lifelong disability;*’ therefore improving pregnant
Y20KSNERQ I O00S&aa G2 LINByYyFdFf OFNB AY NHz2NI f | NBI

Although Virginia ranks 16" in the country for the percentage of women receiving first trimester
prenatal care (85%), racial disparities are great with only 70% of pregnant Hispanic women
receiving care in the first trimester.®

Another challenge in Virginia and across the country is the large number of uninsured and

Medicaid-eligible women receiving inadequate prenatal care. With between 35,000 and 40,000

babies born each year in the state enrolled in Medicaid or FAMIS, the need to ensure high quality

care for low-income families is critical to maintaining each mother - y R OK A {“Av@réovek S| f (i K d
it is estimated that 2,600 women across the Commonwealth of Virginia could benefit each year

from increasing the Medicaid eligibility income. Currently, 39 states provide better Medicaid

eligibility than Virginia, which covers pregnant women up to 133% of Federal Poverty Level (FPL).%

One way in which some domestic programs have attempted to fill the gap in maternal and
newborn care is through midwifery. Midwifery is the primary method of maternity and childbirth
care around the world, particularly in remote and resource-poor areas. The use of midwives during
prenatal care and delivery is growing in popularity in the United States, for reasons ranging from
cost to emotional experience. Many studies have been conducted to examine the effectiveness
and safety of midwife care during childbirth. According to a study in the Cochrane Library, an
online resource for evidence-based research, midwife-led models of care for pregnant women
carried many more advantages and no adverse effects when compared to medical-led models of
care. Medical-led models of care involve the use of general physicians or obstetricians, while
midwives are the primary source of care in midwife-led models. The study examined 11 trials
including over 12,000 women.**

5dzS G2 GKS DSYySNIf !aasSvyoteQa NBOSyid FYSYRYSyl
Midwives (CNMs) to practice in collaboration with licensed physicians as opposed to under the

supervision of physicians, the state of Virginia is well-positioned to consider health care models

that involve midwives as a primary source of health care for pregnant women. In fact, in 2008, two

pilot freestanding birth centers became operational in the state.™® Following the Midwifery Care

Model, these collaborations between midwives and physicians are receiving growing attention

among policy makers seeking innovative approaches to rural obstetric care. In addition, one meta-

analysis of data collected on home-like birthing centers found that births conducted in these

settings resulted in reduced medical interventions and increased maternal satisfaction when

compared to more conventional hospital settings.
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Behavioral and Mental Health

Behavioral and mental health is a significant and often neglected I & LSOOG 2 F (K S
accounting for 15% of the total global burden of disease (as measured by disability-adjusted life
years, DALYs). It is estimated that one in five American adults will experience a mental illness or
mental health problem.? Behavioral health, involving issues such as substance abuse and other
destructive behavior patterns, is intimately linked with mental health in both iliness and care. For
example, 15 percent of all American adults with a mental illness also have a substance abuse
problem.?* Child psychiatry is also emerging as a critical specialty, since about 20% of children in
the US require mental health services at any given time.?®

Sixty percent of rural residents live in Mental Health Professional Shortage Areas, making access a
major issue. In a recent report, the Office of Rural Health Policy outlined six key barriers to
achieving positive mental health outcomes for rural populations:**

1) The Federal government lacks a consistently applied definition of rural America

2) There are critical gaps in accessibility to services

3) There are critical shortages in the availability of providers and programs

4) Acceptability of care is often impaired due to urban-based models and strategies

5) A clearly defined plan to address long standing rural mental health disparities does not exist
6) Mental health policy is routinely established without consideration of its rural impact

LJdzo t A
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service system is in place consisting of 16 state facilities and 40 locally-run community services
boards (CSBs), both of which serve children and adults with or at risk of mental illness and/or
behavioral health problems.” However, the state is undergoing significant transformations in the
way mental health care is delivered to its residents, focusing more on the development of an
integrated, collaborative, and community-based models of care.

As in the entire nation, there exists a wide range of service delivery systems for mental health in
Virginia, from hospitals and clinics to churches to social service agencies. Approximately one-third
of all adults seeking mental health services in the US, do so outside the health sector.? In addition,
those that look within the health sector for care are increasingly receiving care from primary care
and family physicians, who, in many cases, are not adequately equipped to deliver these services.
It is for these reasons that new approaches to mental healthcare, in Virginia and nationally, are
advocating the integration of mental and behavioral health, not only within the health sector, but
also with social service agencies and community organizations, where many suffering from mental
iliness look for support.

In a survey of 17 key informants in the healthcare field conducted in Virginia, a number of barriers
to mental and behavioral health care were identified: %

e Reimbursement

e Transportation
e Lack of mental health specialists
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e Primary care physicians as default mental health providers
e Lack of psychiatry specialty

e Lack of care for co-morbidities

e Lack of continuity of care

e Stigma towards mental illness

e Lack of education about mental iliness

Desired care, according to the Virginia State Rural Health Plan, includes the development and
improvement of integrated programs offering the following services:**

e Primary Behavioral Health

e Crisis intervention, diagnosis, primary outpatient treatment, prevention and referral,
including services for adults, children, adolescents, and families

¢ Referral mechanisms to inpatient mental health providers in other communities with
referrals back to local community outpatient providers

Telemedicine and Telehealth

The world is in the midst of a technological revolution. The use of mobile phones, the Internet, and
other technologies have not only made the transfer of knowledge easier and faster, but these
AYyy201F0A2ya KFEGS fta2 KIFEIR | AA3AYAFAOLY G AYLI O
remote communities arguably have the most to gain from these communication technologies, as
distance and poor access to resources are largely associated with poorer health outcomes. One
technology that has emerged as a promising means to increasing access to healthcare for rural
populations is telemedicine. Numerous telemedicine initiatives have been implemented in
communities across the United States, attempting to address a wide range of health issues, such
as diabetes, emergency care, mental health, and prenatal care for pregnant women. For example,
new practice guidelines were recently released in October 2009 by the American Telemedicine
Association regarding video-conferencing for telemental health.?’

Dellifraine and Dansky conducted a meta-analysis of the effectiveness of telehealth and found that
it positively affected health outcomes, especially in specific disease categories such as mental and
behavioral health.?® Current technologies being used are videoconferencing, the Internet, store-
and-forward imaging, streaming media, and terrestrial and wireless communications.? Programs
in telehealth are addressing a number of issues, including:

e Specialist referral services

e Patient consultations involving the remote examination of medical data
¢ Remote patient monitoring (e.g. home telehealth)

e Continuing medical education

e Consumer/patient medical and health education
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Virginia is making notable strides in its efforts to promote telemedicine networks throughout the
state. However, more can be done. For example, in the summer of 2009, Maine and New
Hampshire passed laws requiring insurance companies to pay for telemedicine services, bringing
the total number of states with similar legislation to 12 (Oregon, California, Colorado, Georgia,
Hawaii, Kansas, Kentucky, Louisiana, Texas, and Oklahoma).*° Virginia recently increased both the
types of telemedicine services as well as the types of spoke sites eligible to receive coverage
through the Department of Medical Assistance Services (DMAS), which had been providing limited
coverage for telemedicine services in the state since 2003. This change became effective on
November 1, 2009.%!
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Models of Care, Best Practices, and Promising Practices in Rural Health

Countless programs and practices in rural healthcare have been implemented around the country,
and many have had made significant progress towards achieving quality and affordable health care
for rural populations. As discussed

earlier, this report defines a best Framework for developing Best Practice for Rural Area
practice or model of care as that l

which demonstrates innovative “Rural Best Practice”

elements, makes a positive impact, it el

proves to be sustainable both resources and social context

financially and human resource-

wise, and can be replicated in other T

communities. In addition, these | | |
practices and models should take

into account both patient and Clinical experience Rural Context I Patient preferences
provider experiences in attempting
to affect positive change (Fig. 1).% T T T

Common elements are shared

across many effective rural health o taios dentiec

(using following 4 criteria)

programs. For example, to address 1. Innovative
the challenge of access to services 2. Positive impact
in rural areas, models have & maiene
. . 4. Reproducible
incorporated schemes to increase
provide participation in Medicaid, T
raise awareness among patients on
preventive health issues, provide HAY DES B aOOoeRnc:
direct connections between =0 show for dorint Ve
X K - high clinical staff turnover
community and providers through - obstetric care referral
outreach workers, and improve |- medication management. |
health th rough State pOI |Cy rEform . Adapted from a model published in Taylor J, Wilkinson D, Blue 1. Towards Evidence-Based
. . General Practice in Rural and Remote Australia: An Overview of Key Issues and a Model for
Itis the goa| of this report to Practice, Rural and Remote Heaith (online), 2001: no.106.

highlight some of these successful
practices and models of care, and provide more detailed information on the schemes and
elements of each.

It is important to reiterate that the models and practices described in this report do not represent
an exhaustive list of effective practices in rural health. Rather, this compendium serves as a
sampling of best practices and models in the four topic areas (oral health, maternal/newborn
health, behavioral/mental health, and telemedicine). There are numerous other resources
providing evidence-based practices and proven-effective models of care in rural health. The
following sources provide summaries of models of care, many of which are not included in this
report, but may still be appropriate for rural Virginia:

e Rural Assistance Center (RAC) (www.raconline.org)
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¢ Rural Healthy People 20{@ttp://www.srph.tamhsc.edu/centers/rhp2010/)
e HRSA Rural Health Outreach Grant Projects (_http://www.raconline.org/success/#docs)

Policy Issues

There are numerous issues to consider when examining existing state and federal policy related to
the four health areas discussed in this report. The following policy-related recommendations are a
selection of health reforms that surfaced repeatedly in states boasting successful programs,
models, and practices.

Medicaid Presumptive Eligibility (MPE) Program

The Medicaid Presumptive Eligibility (MPE) program, a bill enacted by Congress in 1989, is for
pregnant women. Under MPE, pregnant women can get immediate outpatient services for a
limited time. Eligibility for the program is based on a medically verified pregnancy and the
pregnant woman's statement of her family's gross monthly income. Only qualified providers can
determine eligibility for the MPE program. And in accordance with federal requirements, only
organizations that receive funding under one of the following programs can be a MPE provider:

e Federal community or migrant health programs

e Title V Maternal and Child Health Block Grant

e Title V of the Indian Health Improvement Act

e Title XIX (Medicaid) or Title XXI (SCHIP) for prenatal services

¢ The Indian Health Service or a health program operated by a tribal organization under the
Indian self-determination

According to Statehealthfacts.org, 14 states currently have Medicaid presumptive eligibility
programs for pregnant women. Virginia has yet to adopt the MPE Program.>

Medicaid and Medicare reimbursement rates for patients and providers

This challenge arises in nearly all areas of health service, and is generally a matter of individual
aGlrasSaQ FAYLFIYOALFf NBazdz2NOSad CSRSNI f & dzLILI2 NI
wealthier states receiving less support. Therefore, at the state level, policymakers must make this

issue a high priority by allocating the necessary funds to adequately reimburse Medicaid-accepting
providers. From the perspective of increased healthcare costs without accessible routine care for
low-income, rural residents, increasing provider reimbursement rates could increase the number

of participating rural physicians, thereby improving access to care and decreasing the rate of more

serious (and costly) health problems commonly associated with delayed care seeking.

In addition, the Medicare Improvements for Patients and Providers Act of 2008 (MIPPA) will

increase the Medicare share of payments for outpatient mental health services from 50% to 55%,
with additional increases expected in the future.** Although this change will enable more
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Medicare patients to access more affordable care, additional state and local interventions are
needed to complement the reforms at the federal level.

Malpractice insurance reform

Malpractice insurance has been a significant challenge for rural healthcare providers for several

reasons, including the high cost of insurance and the increasing number of claims. The main result

has been the elimination of high-risk services such as obstetrics from many rural primary care

LINE A RSNBEQ ASNIBAOS&D 5dz2S (2 (KA&A RS@NSriustS Ay &
now travel greater distances to seek such services. In response to these obstacles, 24 states

created legislation in 2007 focusing on such reforms as limits to non-economic damage awards,

the allocation of plaintiff attorney fees, strengthening of expert witness standards, and state-

controlled insurance premium rates.*

Dental hygienist practice regulations reform

States control the practice restrictions placed on dental hygienists, ranging from direct to indirect
supervision®Ly +*ANBAYAIlI X | fA0SyaSR RSyidGlf KeaaSyral
supervision of a licensed dentist...perform services that are educational, diagnostic, therapeutic, or
preventive. These services shall not include the establishment of a final diagnosis or treatment

LX Iy F2NJ | “RvBng stdtes havedhstated3eys destrictive requirements for dental

hygienists, allowing them to fill gaps in rural services.

Medicaid eligibility

As mentioned on page seven of this report, the current cutoff for Medicaid eligibility in Virginia is

133% of the Federal Poverty Level (FPL), although 39 states have a cutoff of 150% or higher.

Increasing the allowable income for families to qualify for Medicaid or another public insurance

option would increase utilization of health services, particularly in rural areas where the large

majority of families are low-income. The 2007 Annual Report on Obstetric, Prenatal, and Pediatric

Service delivered to the Virginia Joint Commission on Health Care suggests that pregnant women
FILftAy3a 0S06SSYy Moo FYR HAamE: Ct[ O2dAZ R 6S 02¢
version of SCHIP, thereby creating public insurance options for women up to 200% of FPL.*
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Workforce Implications

Provider recruitment, retention, and continuing education are critical issues for rural communities.
Without locally based providers, offering quality healthcare services in remote areas becomes a
significant challenge. For this reason, many efforts have focused on workforce issues as a means of
improving access. The following is a selection of promising programs and practices aimed at
increasing the health workforce in rural areas.

Oklahoma State University College of Osteopathic Medicine

The school, already committed to promoting rural health, has recently introduced a new program

to recruit medical students interested in practicing in rural areas of the state. Implemented

through the Center for Rural Health Medical Education, the rural health option program would

Fff2¢ addzRSyida (2 aLISYyR LINIG 2F GKSANI GKANR &S
medicine residency locations gaining firsthand experience working with rural populations and

understanding their unique needs.

Source:
Center for Rural Health Medical Education, Oklahoma State University. [Retrieved 2009 Nov 11].
Available at: http://www.healthsciences.okstate.edu/college/clinical/crh/index.cfm.

For more information, see the article in Tulsa World Repart
http://www.tulsaworld.com/news/article.aspx?subjectid=17&articleid=20091011_17 Al Charit9
97412&archive=yes

Volunteer Health Camp Model - Southwestern Virginia

A model seeking to address the lack of providers in rural areas, this annual camp in Southwestern
Virginia involves the use of volunteer practitioners to organize intermittent healthcare services in
the place of formal services not present in the area. The project is implemented in Wise, VA and
other locations through the Remote Area Medical (RAM). The clinic held in 2000 involved 980
volunteers and served over 2,000 patients; following years have had similar results.

Source:
Merwin E, Snyder A, Katz E. Differential Access to Quality Rural Healthcare: Professional and Policy
Challenges, Fam Community Health 2006:29(3);186-194.

Further information is provided at the following address:
http://www.ramusa.org

Rural Physician Associate Program (RPAP) - Minnesota

This program was initiated by the University of Minnesota School of Medicine to address the
shortage of primary care physicians in rural Minnesota. Third-year medical students accepted into
the program are placed in a rural community for a 36-week rotation during which they learn from
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the local provider and assist with services ranging from general care to obstetrics to emergency
YSRAOAYS® ¢KS I NIAOES NBEFSNBYOSR 0St2¢ RAaOdzaa
as challenges to sustainability.

Source:

Zink T, Halaas GW, Finstad D, Brooks KD. The Rural Physician Associate Program: The Value of
Immersion Learning for Third-Year Medical Students, J Rural Health 2008:24(4);353-359.

The RPAP website can be found at the following address:
http://www.med.umn.edu/RPAP/home.html

Visiting Specialist Model - Massachusetts

This model involves non-primary care physicians (who maintain an urban/semi-urban practice)
establishing a relationship with a rural health facility and traveling to this facility to provide
services on a regular basis to patients. The visiting specialist model attempts to address the lack of
access to specialty care in rural areas, and the article referenced examines provider perceptions of
the model as well as their motivations for maintaining a rural ancillary practice.

Source:
Drew J, Cashman SB, Savageau JA, Stenger, J. The Visiting Specialist Model of Rural Health Care
Delivery: A Survey in Massachusetts, J Rural Health 2006;22(4):294-300.

Practice-based Rural Health Fellowship - Texas

The rural health fellowship is intended for physicians who have completed a family practice
residency, and the model differs from others in that the fellowship attempts to keep the provider
in the rural facility for the majority of the fellowship, as opposed to splitting time between an
urban tertiary clinic and a rural facility (the way in which many programs currently operate). The
model is believed to be most appropriate for those rural areas in which funding for the fellow can
be locally provided, motivated physicians are established in the local health facilities, and a
supportive connection exists with a regional medical center.

Source

Crump WJ, Bersch RB. A practice-based rural health fellowship: an innovative approach to support
for rural care, Texas Med 1999;95(11):72-77.
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Oral Health
Common elements of best practices in and models of oral healthcare include:

e Presence of a dental champion (physician) in each rural area to provide necessary support
in the form of training, recruitment to Medicaid program, and/or community program
education

e Improved reimbursement rates for dentists participating in the Medicaid program

e Integration of services (into schools, social service agencies, or daycare centers)

e Focus on providing care to low-income and Medicaid/SCHIP-eligible families

Best Models and Practices

ForsythKids School-based Dental Health Program

Lead Agencythe Forsyth Institute

Location:Massachusetts

Objective(s)To provide dental treatment and prevention to all children, with a focus on dental
caries.

Model:

The ForsythKids program delivers dental services to children at their elementary schools in both
urban and rural settings in Massachusetts. The launch of the program involved six elementary
schools (four urban and two rural), although only children from first through third grade were
invited to participate in the first three years. Although existing data is from these initial 3 years,
due to measured impact, the program has expanded to include over 50 schools in many states
across the country. Today, approximately 50-60% of the program is located in rural areas of the
state. In addition, the Telluride Foundation, an oral health organization operating in a remote
region of Colorado, has adopted the model successfully.

Licensed dentists and dental hygienists now provide every enrolled child at participating schools
with a dental exam, treatment plan, toothbrush, toothpaste, oral health education, and preventive
care consisting of tooth cleaning, fluoride, sealants. Children are examined every six months and
spend no more than one hour out of class each year due to the receipt of these services. In
addition, the program is designed to be longitudinal, meaning children receive sustained annual
care throughout their enrollment in the participating school. In the initial years of the program,
over three-quarters of the children treated came from families with an income of 185% of the FPL
or lower, making this program a promising way to reach indigent populations.

In the school systems, the program now sees pre-K through 12. ForsythKids has also begun

working with senior citizens and the 0 to 3-year age group. In this way, the program is attempting
to span the life course in providing prevention and treatment for oral health problems.
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Impact:
In the first three years of the program in elementary schools, the following results were achieved:

e 52 and 39 percent reduction in dental caries in primary and permanent teeth, respectively

e an adverse event rate of 0.05 percent, making it a safe method of service provision

e 25.4 and 53.2 percent reduction in newly decayed or restored primary and permanent
teeth, respectively.

ForsythKids has also been recognized by many entities as a good model for rural oral healthcare
delivery, including the American Academy of Pediatrics. The program has also met or exceeded the
goals set forth by Healthy People 2010:

e Reduce cavities by 10%
e Reduce untreated decay by 5%
e Increase children with sealants by 23%

Challenges:
In many of the rural communities in which the program is operating there is a lack of dentists
GAGKAY | NBlFaz2ylroftS RAaAGIYyOS FNRBRY TFFLYAfASAQ K2

for examination and treatment at school, if they require further treatment, it is often difficult for
many families to find transportation to a dental clinic.

Policy Implications:
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undertaken to ensure that hygienists in Virginia can provide the necessary services to children in

schools in the context of this program model.

Funding:

Funded largely by billing public and private insurances, the program also receives support from a
free care pool for the uninsured. This pool of funds is maintained by the Forsyth Institute through
private grants and philanthropy.

Sources:
Niederman R, Gould E, Soncini J, Tavares M, Osborn V, Goodson JM. A model for extending the
reach of the traditional dental practice, JADA 2008;139:1040-1049.

ForsythKids [Internet]. The Forsyth Institute [Retrieved 2009 Oct 29]. Available from:
http://forsyth.org/kids/index.html.

For more information, contact:
Ellen Gould, RDH, MPA
Program Director of ForsythKids
617-892-8383
egould@forsyth.org

Page 17 of 71



Access to Baby and Child Dentistry (ABCD) Program

Lead Agencyniversity of Washington School of Dentistry

Collaborating Agencie$Vashington Dental Service Foundation, the Department of Social and
Health Services, the Washington State Dental Association, the Department of Health, local dental
societies, and local health jurisdictions.

Location Washington State

Objective(s)To provide early intervention by dentists in private practice to prevent and control
major dental problems and costs that otherwise could escalate in the future, with a focus on
Medicaid-eligible children under age six.

Model:

Begunin 1995,the ABCDLINR NI ¥ A& FRYAYAAGSNBR o0& St OK
jurisdiction. The program reaches many indigent families by integrating its services with those of
local Head Start, Early Head Start, and Women, Infant, and Child (WIC) Nutrition programs. The
premise of the model is that reaching more children at young ages will also involve parents more

in the process, thereby educating them on healthy practices. In addition, primary care medical
providerst pediatricians and family physicians ¢ were included in the program in 2008 to increase
the number of young children receiving preventive oral health services.

The ABCD program consists of four major components:

1) Outreach and case management
Local health jurisdictions are responsible for guiding ABCD-enrolled families through the
program, including matching them to an ABCD-certified dentist, educating them on the
need for early dental care, and informing them of the importance of showing up to all
dental appointments.

2) Training and certification of dentgrofessionals
A full-day training facilitated by University of Washington staff certifies dentists and dental
office staff to receive enhanced payments for Medicaid services. Training modules for
dentists include child management, preventive education, emergency care, and use of
fluoride varnish and fluoride-releasing glass ionomer fillings. In addition, a Dental
Champion is selected (usually a pediatric dentist) from the local area to identify, train and
mentor general dentists in the area of pediatric dentistry. Dental office staff receive
training in communication and follow-up with ABCD families as well as billing information
to expedite Medicaid reimbursements.

3) Enhanced dental benefits
ABCD-certified dentists were provided with an increase in Medicaid payments in order to
encourage more physicians to enroll in the program.

4) Enhanced dental fees

The ABCD program caters in large part to those families with Medicaid, making their dental
visits more affordable.
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Impact:
e The percentage of young Medicaid-eligible children receiving dental care in Washington
State has risen from 21% to 37% since 1998.
e Almost 17% of children under two years of age received dental care in the state compared
to only 3% in 1997.
e The program achieves a cost of $31.44 per child per initial lesion prevented.

Challenges:

Major obstacles to implementation include limited staff at the state Department of Social and
Health Services to work with dental office billing issues, under-staffing in local health departments
for ABCD outreach, enrollment, case management, work with dental practices, and the ability of
limited local health departments to continue administering the ABCD Program.

Policy Implications:

To gain the most benefit from this model, Virginia should consider increasing the income limit for
Medicaid eligibility, thereby allowing the most children to receive services from this program. In
addition, increases in Medicaid reimbursement rates for rural physicians are necessary.

Funding:
Significant support for this program was given by the Washington Dental Service Foundation.

Sources:

Kaakko T, Skaret E, Getz T, Hujoei P, Grembowski D, Moore CS, Milgrom P. An ABCD program to
increase access to dental care for children enrolled in Medicaid in a rural county, J Public Health
Dentistry 2002;62(1):45-50.

Access to Baby and Child Dentistry (ABCD) [Internet]. Washington Dental Service Foundation
[Retrieved 2009 Nov 3]. Available from: http://www.abcd-dental.org.
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Message to: Anjali Dotson.

For more information, contact:
YI K& B\Qmas | NI
Managing Director

Washington State ABCD Program
509-307-8929
kathyomw@aol.com
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New Mexico Community Voices (NMCV): A Health Commons Approach

Lead Agencyniversity of New Mexico Health Sciences Center

Location:select rural counties in New Mexico

Objective(s)To develop a responsive and adaptive oral health policy for financing and sustaining
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health workforce.
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Model:

The Community Voices initiative aimed to achieve these objectives by employing a health
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involves pooling resources (public and private) within a community in order to maximize the

efficiency and quality of care. This was accomplished in New Mexico through the integration of

dental, behavioral, and public health services at primary care sites in rural areas of the state.

In addition, NMCV chose an ecological framework to guide their program, believing that state and
federal level policy reform would be required first in order to affect positive change in oral health
at the community level. In recognizing the holistic nature of health, the program has reached out

to all levels of health care: individual, community, institutional, state, and national.

Key activities associated with the project include:

e Establishment of the New Mexico Oral Health Council to generate state and federal health
policy objectives, such as expanding coverage for underserved populations, enhancing
recruitment and retention incentives, and increasing access to specialty dental care for
rural residents)

¢ Initiation of health councils and commissions to coordinate and develop county health
policies

e Development of a rural oral health collaboration in one rural county to respond to local
gaps in services and bolster educational programs to sustain existing services

e Development of a collaborative practice initiative with dental hygienists

¢ |Initiated a statewide surveillance system for monitoring oral health among New Mexicans

e Creation of an Advanced Education in General Dentistry program at UNM for dental
residents wishing to practice in the state

e Formation of pre-dental clubs at four-year universities

Impact:
e Reimbursement rates for dentists under the Medicaid program were increased to 85% of
the usual and customary fee.
e Development of the State Coverage Initiative-A Medicaid Waiver for enrollment of
uninsured adults through an employer shared cost mechanism, which has resulted in
15,000 new enrollees
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e Development of a State Office for Community Health Workers within the Department of
Health and acknowledgment of community health workers as key components of the
Health Delivery System

e Initiation of a statewide 24-hr Nurse Advice Line currently serving 11-12,000 callers per
month, regardless of coverage status

e Development of a rural focused residency program in General Dentistry (72% retention
rate in Public/Rural practice post-residency)

Challenges:
NMCV sites that the primary challenge has been maintaining consistent public policy efforts in
changing political environments and shifting political agendas.

Policy Implications:
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through the establishment of task forces and health councils charged with addressing issues of
workforce and service delivery in rural areas. The successes achieved in Medicaid reimbursements,

for example, points to the potential areas of improvement within Virginia.

Funding:

The initiative is being supported primarily by the WK Kellogg Foundation as part of a larger
national demonstration program, Community Voices Healthcare for the Underserved. Funding was
also received from the Morehouse Center for Primary Care.

Sources:
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health for low-income populations in a rural state, Ethics and Public Health 2008:589-S90.

Powell W, Hollis C, de la Rosa M, Helitzer DL, Derksen D. New Mexico Community Voices: policy
reform to reduce oral health disparities, J Health Care for Poor and Underserved 2006;17:95-110.

Community Voices, Community Voices New Mexico [Internet]. Community Voices: Healthcare for
the Underserved; [Retrieved 2009 Oct 25]. Available from:
Www.communityvoices.org/SitePage.aspx?ID=4.

For more information, contact:

C. Wayne Powell

Associate Director

Office of the Vice President for Community Health
University of New Mexico Health Sciences Center
(505)-272-1198

wpowell@salud.unm.edu
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Smiles on Wheels Mobile Dental Program

Lead Agencythe Jackson County Health Department

Collaborating AgencieSounty School Boards, Early Childhood Services and Head Start programs,
and the four remaining County Health Departments

Location:Florida Panhandle

Objective(s)To provide community-based oral health education to low-income children and
pregnant women living in five rural counties in the Florida Panhandle (Jackson, Calhoun, Liberty,
Washington, and Holmes).

Model:

This program began offering services to clients in March 2002. The main services provided through
the mobile program include dental exams, fluoride treatments, and sealants. Children are
provided services with the mobile clinic making scheduled trips to local schools, childcare centers,
and Head Start facilities. Local county health departments were responsible for scheduling these
services. Early Childhood Services and Head Start programs in each county were responsible for
follow-up with families regarding appointments as well as overseeing completion of evaluations by
parents of children receiving services. Dental staff and site coordinators were monitored by the
lead agency, Jackson County Health Department. Because the program is a mobile service, it is
more likely to reach children and women not generally seeking out dental care due to low-income
and lack of resources. Patients requiring more advanced treatment services were referred to local
Medicaid-friendly dentists.

Impact:
e 124 pregnant women and over 6,000 children of low-income families have received dental
care through Smiles on Wheels
¢ financially sustainable through Medicaid billing within two years of start-up
e distributed more than 2,500 applications for KidCare (Florida State version of SCHIP)

Challenges:

The largest obstacle has been the dearth of local dentists willing to accept Medicaid patients upon
referral by the Smiles on Wheels program. dNo showse by pregnant women scheduled for services
has also been a challenge with only about half of all women showing up for their appointment.

Policy Implications:

Due to the lack of Medicaid-friendly providers in rural areas, reforming policy to increase Medicaid
reimbursement rates for providers would encourage more rural physicians to accept Medicaid
patients, thereby allowing for a more successful relationship between Mobile Referral Clinic and
rural dentists.

Funding:

The start-up funds were provided by a grant by the Office of Rural Health Policy in the Human
Resources and Services Administration.
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Sources:
The Outreach Sourcebook, Rural Health Demonstration Projects 2001-2004 (Vol.11), Health
Resources and Services Administration. Rockville, MD: 2005.

Rural Assistance Center [Internet], Available from: http://www.raconline.org/.

For more information, contact:

Lisa Lamar

Executive Director

Panhandle Area Health Network, Inc.
2863 Green Street, Suite 2B
Marianna, FL 32448

(850)-482-9088

Smile Alabama!

Lead AgencyAlabama Medicaid Agency

Collaborating Agencylabama Dental Association (ALDA)

Location:Alabama (statewide)

Objective(s)To enable full access to oral healthcare services for Medicaid-eligible children in
Alabama by 1) increasing the number of dental providers enrolled in Medicaid by 15% and 2)
increase the number of children receiving dental care annually by 5%.

Model:

In March 2000, the Alabama Medicaid Agency coordinated the establishment of the Dental
Partner Workgroup (DPW), a multidisciplinary panel consisting of dentists (both Medicaid and
non-Medicaid providers), generalist and specialist physicians, state government officials, and
representatives from local non-profits, insurance companies, and universities. The DPW was
charged with addressing the issue of access to dental care.

Developed by the DPW, the Smile Alabama! initiative began in the fall of 2000. The four-
component plan sought to address 1) claims processing; 2) dental reimbursement; 3) provider
outreach; and 4) patient outreach.

1) Claims processing
Collaboration with insurers allowed for the standardization of the claims submission
process. In addition, the Alabama Medicaid Agency spearheaded an outreach effort to
communicate directly with dentists in order to understand their challenges to claims
processing. Quick-reference guides were developed to assist with the submission process.

2) Dental reimbursement
A joint resolution was passed with the DPW and state legislature to recommend dental rate
increases. In response, the Alabama Medicaid Agency committed $6.5 million in 2000 to
raise the dental reimbursement rate to 100% of the current average regional rates for Blue
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Cross Blue Shield of Alabama. An earlier increase of just 10% in 1999 resulted in a decrease
of Medicaid dentists in the state; therefore, this generous increase was deemed critical to
increasing the number of enrolled dentists.

Provider outreach

Focusing on activities and materials to assist Medicaid-enrolled dentists, the initiative
began dental case management to address lack of provider participation as well as missed
appointments. Statewide dental workshops, dental newsletters, and establishment of a
dental ambassador were also begun in 2001. Dental ambassadors, a unique component of
Smile Alabamal, are participating dentists supporting efforts to recruit, retain, and assist
Medicaid-enrolled providers. These ambassadors also serve as a bridge between providers
and consumers, giving interviews for newspapers and television to raise awareness of oral
health.

Patient outreach

Targeting Medicaid-eligible children and their parents/caregivers, a statewide awareness
campaign was launched focusing on issues such as early intervention and keeping
appointments. Radio and television announcements were broadcast and videos on oral
health education were distributed to providers for use with clients. Smile Alabama! is also
in the initial stages of collaboration with early childhood care services such as Head Start to
develop educational materials.

Impact:

Average time between date of service and claims receipt decreased from 32 to 18 days
Providers enrolled in the Medicaid Dental Program increased 38.7% from 1999 to 2002
Number of counties with one or no Medicaid-participating dentist dropped from 19 in 1999
to 10 in 2002. And of those 10 counties, 8 now have utilization rates higher than the state
average.

Enrollment of Medicaid-eligible children increased 32.7% from 1999 to 2002, and there
was a 57% increase in the number of children receiving dental services in the same period.

Challenges:

Due to increases in dental reimbursement rates, the state has had difficulty remaining financially
sustainable, as dental expenditures more than tripled in the initial years of the program. Securing
continued support to afford the dental rate increases will be a challenge for Smile Alabama!.

Policy Implications:

Increasing Medicaid reimbursement rates for rural providers in Virginia would result in more rural
physicians enrolling in Medicaid programs and thereby increase access to health services for rural
residents of the state.
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Funding:

Smile Alabama! has operated with contributions from public and private partners, federal support,
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Century Challenge Fund.

Souces:
Greene-Mclintyre M, Finch MH, Searcy J. Smile Alabamal! Initiative: interim results from a program
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Community Dental Center

Lead AgencyBouthern Illinois University, Carbondale (SIUC)

Collaborating Agencie8ural Affairs Council, SIUC Public Policy Institute, Illinois Department of
Public Health, and the Rotary Club of Carbondale

Location:Carbondale, Illinois

Objective(s)To provide comprehensive oral healthcare to underserved populations while
preparing dental students to serve as providers in these regions.

Model:

A collaborative effort between the SIUC dental hygienists and dental technology students, the
Community Dental Center (formerly the Heartland Dental Clinic) was established in 2001 within
the educational facility of SIUC. Dental hygiene students provide preventive and diagnostic care as
well as oral health education to Medicaid-eligible children and their families. Adults, ineligible for
preventive dental care through the state Medicaid rules, are able to receive these services through
the Center in a fee-for-service arrangement. Because the Center is housed in a SIUC facility and
makes use of dental students to help provide care, overhead costs remain low.

Children receive preventative and restorative care, including cleanings, fluoride, sealants,
restorations, crowns and extractions. Adults receive restorative care and prosthetics, including full
dentures and crowns. The center also refers patients for more advanced dental services when
necessary.

Impact:
¢ The clinic sees 40-50 patients per week
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supervision of a dentist
¢ Enhanced educational experiences for dental students have collectively boosted interest in
LINE GARAY3A OFNB F2N GKS &adlFiSQa dzyRSNBESNIISR

Challenges:

Continuity of care is difficult to maintain in an academic setting, as university breaks are generally
longer than just national holidays. In addition, because the Center is located in a larger town,
transportation for more rurally located clients remains a challenge.
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Funding:

A grant from the state of Illinois supported start-up costs for this initiative, and the Rotary Club
provides volunteers for administrative work as well as purchases educational materials. Additional
grants have since been awarded by the lllinois Department of Public Health and the SIUC Rural
Health Initiative.

Policy Imfications:

A loosening of the practice restrictions placed on dental hygienists to allow greater range of
service provision in Virginia may improve access to care for Medicaid-eligible families through a
program similar to the Community Dental Center.

Sources:
Community Dental Center [Internet]. School of Allied Health, Southern Illinois University,
Carbondale [Retrieved 2009 Nov 18]. Available from: http://www.sah.siuc.edu/DH/hdchome.html.

New Name, Extended Hours for CASA Dental Center [Internet]. College of Applied Sciences and
Arts, Southern lllinois University Carbondale [Retrieved 2009 Nov 18]. Available from:
http://www.asa.siuc.edu/enews6/stories/dentalclinic.htm.

Maurizio SJ, DeMattei R, Meyer J, Cotner D. A public aid clinic prototype: utilizing a dental hygiene
educational facility to increase access to care, J Dental Hygiene 2003;77(111):185-190.

For more information, contact:
SIUC Community Dental Center
(618)-453-2353

Promising Practices and Models

Pika Wiya Health Service Incorporated Aboriginal Community

Through a collaboration with South Australian Dental Service, the University of Adelaide Dental
School. and the South Australian Center for Rural and Remote Health, Pika Wiya Health Service,
Inc launched the first stage of their oral health program for the aboriginal community in southern
Australia in the summer of 2001. The program aims to provide culturally sensitive and quality
dental services to the local rural community. Services are offered through a clinic housed in the
same building as an existing primary care clinic. One innovative aspect of the program was the
recruitment of an Aboriginal Health Worker from the local community, whose responsibilities
include reception duties, research assistance, health promotion, client recruitment, and home
follow-up. Current challenges include reducing the rate of éno-showsg.

Source:

Parker EJ, Misan G, Richards LC, Russell A. Planning and implementing the first stage of tan oral
health program for the Pika Wiya Health Service Incorporated in Port Augusta, South Australia,
Rural and Remote Health 5 2005;254:0nline.
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Oral Health Improvement through Outreach (OHIO) Project

This initiative, begun in 2002, is led by the Ohio State University College of Dentistry through a
$1.5 million grant from the Robert Wood Johnson Foundation. The aim of the OHIO project is to
increase access to oral healthcare for underserved populations by 1) increasing recruitment and
retention of minority and low-income students, 2) revising the curriculum to prepare more
culturally competent dentists, and 3) expanding community-based clinical experiences. Added to
the OSU College of Dentistry curriculum were courses such as Cultural Competence, Patient
Management and Ethical Considerations, and Early Clinical Experience, a course designed to
expose students as early as freshman year to clinics serving low-income clients.

Source

Thind A, Hewlett ER, Andersen RM. The Pipeline Program at the Ohio State University College of
Dentistry: Oral Health Improvement through Outreach (OHIO) Project, J Dental Education
2009;73(2S):596-S107.

Dental Education for Osteopathic Medical Students

The University of Kentucky College of Dentistry and the Pikeville College School of Osteopathic

Medicine developed an oral health curriculum for third-year osteopathic medical students. The
traininginvolvesa2-RI & LINRANI Y | AYSR | @érstahdihydftRe@elatiorshipa ( dzR Sy |
between oral and systemic disease, ability to detect oral disease, and knowledge of treatment and

prevention practices. Given that general health care is more common than dental care among the

target population, this curriculum was proposed as a way to integrate oral health into other areas

of medical practice, thereby allowing for the provision of dental services to more people.

Source:
Skelton J, Smith TA, Betz WT, Heaton LJ, Lillich TT. Improving the Oral health Knowledge of
Osteopathic Medical Students, J Dental Education 2002;66(11):1289-1296.

Inter-Lake Dental Clinic

In 2003, the Inter-Lakes Dental Clinic opened in order to provide services to 15 rural towns in the
Adirondacks. The clinic serves all; however, emphasis is placed on providing care for the indigent
currently on Medicaid or SCHIP. One innovative aspect of the program is the two-pronged way in
which the challenge of no-shows has been addressed. First, the receptionist calls patients the night
before a scheduled appointment thereby reducing no-shows by more than 40 percent. Second, a
policy was introduced stating that patients who scheduled and missed two appointments were not
allowed to schedule a third appointment at the clinic. The project still contacted them in the
event of a cancellation or another no-show, but if they failed to keep that appointment, the clinic
would not see them. This policy further reduced no-shows by about 70 percent.

Source:

The Outreach Sourcebook, Rural Health Demonstration Projects 2002-2005 (Vol.12), Health
Resources and Services Administration. Rockville, MD: 2006.
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Rural Assistance Center [Internet], Available from: http://www.raconline.org/.

Service-Learning Centers for Dentistry Students

The East Carolina University School of Dentistry has established a service-learning component to

GKS 5Syidlt {OK22ftQa YSRAOIf OdzNNA Odzt dzY Ay 2NRS
I F NBfAYl Q& dzy RSNESNIISR Ti@prygMudaétupielg Servidzldaming 3 NI R dzl
Centers (SLCs) in medically underserved areas of the state, and gives students the opportunity to

spend 24 weeks on site gaining experience in the challenges to providing dental care to rural and

low-income communities.

Source:

Chadwick DG & Hupp JR. East Caroline University School of Dentistry: impact on access disparities,
J American College Dentists 2008;75(4):35-41.
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Maternal and Newborn Health
Common elements of best practices in and models of maternal and newborn healthcare include:

e Use of midwives in prenatal care and delivery

e Regionalization: obstetric services for low-risk women available in rural areas, and
coordination with tertiary facility for transfer of high-risk cases

¢ Training of female community health workers for outreach and education

e Focus on increasing access to prenatal and obstetric services for Medicaid-eligible mothers
and children

Best Models and Practices

Nurse Midwife and Family Physician Co-Practice

Lead Agencygt. Claire Medical Center (Morehead, KY)

Location:Northeastern Kentucky

Objective(s)To meet the obstetric needs of a large indigent rural population using a collaborative
model of nurse midwives and family physicians.

Model:
This Maternity Center uses a three-tier model of care (Fig. 2):

Tier 1. Certified nurse midwives (CNMs) based in the clinic provide routine obstetric and newborn
care, perform normal deliveries, and assist with more complicated deliveries.

Tier 2. Family physicians (based in the clinic) perform instrument deliveries and care for sick
newborns, and respond to complicated deliveries and emergency situations.

Tier 3. Obstetricians (on a contract basis) care for high-risk deliveries, such as Cesarean sections,
and give consultations. Obstetricians are only called after consultation is first conducted with
family physicians and CNMs.

There are currently six rural delivery locations throughout the state, with most prenatal care
200dzNNAY3I Ay GKS LI GASYydQa O2dzyie 2F NBAARSYOS
all patients in the Maternity Center. This is facilitated by monthly Maternity Care Rounds involving

both CNMs and family physicians. The model allowed the center to provide care to almost all

patients without the need for an obstetrician on staff. Having OB/GYN specialists on call allowed

the facility to cost-effectively care for high-risk patients in need of advanced services. In addition,

the program is creating a Medical Director of Family-Centered Maternity Care position to help

provide clinical leadership to the collaboration.
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Hueston WJ & Murry M. A three-tier model for the delivery of rural
obstetrical care using a nurse midwife and family physician co-practice,
JRural Health 1992;8(4):283-290.

Figure 2. A Three-Tier Model for the Delivery of Rural Obstetrical Care

This clinic is also a designated CenteringPregnancy® site. A popular new idea in maternity care,
CenteringPregnancy® is a multifaceted model of group care that integrates health assessment,
education, and support. A group of eight to twelve women with similar gestational ages meet
together, develop bonds, and discuss prenatal care. The provider facilitating the group sessions
also conducts examinations of each woman.

Impact:
e lower rate of low birth weight babies and neonatal mortality in the service area
e increased number of overall deliveries and deliveries for indigent women in the rural clinic
e 12% primary C-Section rate for this practice (compared to national average of about 30%)
e decrease in the percentage of women receiving no prenatal care from 3% to 0.3% in the
first five years after clinic opened
e physician retention is good and provider satisfaction is high

Challenges:

The two biggest challenges to this program are a poor reimbursement rate from Medicaid, which
does not cover the costs of operation, and rising malpractice insurance premiums discouraging
family physicians from adopting the same model.

Policy Implicatios:

This model will succeed in an environment that encourages primary care physicians to offer
obstetric services in their general practice. Control of malpractice insurance premiums and higher
reimbursement rates for Medicaid providers may create such an environment.
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Funding:

The program is funded as a rural hospital owned practice, with four locations designated as state
Rural Clinics. There are no FQHCs, and there is limited external funding with an outside grant for
the CenteringPregnancy® component of care.

Sources:
Hueston WJ & Murry M. A three-tier model for the delivery of rural obstetrical care using a nurse
midwife and family physician copractice, J Rural Health 1992;8(4):283-290.

Melahn WL, VP Medical Affairs, St. Claire Regional Hospital. Nurse Midwife and Family Physician
Co-Practice [email]. Message to: Anjali Dotson: 2009 Nov 11.

CenteringPregnancy® [Internet]. Centering Healthcare Institute [Retrieved 2009 Nov 12]. Available
from: http://www.centeringhealthcare.org/index.php.

For more information, contact:
William L. Melahn, MD FAAFP
VP, Medical Affairs

St. Claire Regional

Morehead, Kentucky 40351
(606)-783-6899
wilmelahn@st-claire.org

Gadsden Woman-to-Woman Project (Family Health Advocacy Model)

Lead AgencyElorida State Maternal and Child Health Program

Collaborating Agencie$he Center for Health Equity

Location:Florida (statewide)

Objective(s)To reduce infant mortality and improve overall health and well-being of the mother
and her family, by utilizing an empowerment approach to provide multi-faceted interventions.

Model:

Begun in 2001, this program targets African American rural women; however, the model could
easily apply to a more broad demographic of women in rural areas. High-risk pregnant women and
infants as well as mothers of children under two are identified by Healthy Start using risk screening
practices and case management. Because the program primarily serves African American women
aged 14-44, fitness and healthy eating before and during pregnancy are major goals of the
program. The priority is placed on those pregnant women with outdated contact information
and/or significant obstacles to seeking care. These families are then referred to the Gadsden
Woman-to-Woman project for further care. Family health advocates (FHAs) are women recruited
from the local community and given regular trainings. All FHAs in this program had earned their
high school diploma or GED. These local advocates build trust with high-risk pregnant women form
a bridge to other social services, provide education on child spacing and nutrition, and screen
women for stress and depression (providing counseling or referrals as necessary). Among the
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specific duties of the FHAs are cultural mediation, peer health education, direct services, social
support from shared experiences, and informal counseling.

The Gadsden Woman-to-Woman project consists of three main components:

1) Creative outreach and recruitment strategies
Because FHAs are local community members, they are more knowledgeable on the
potential whereabouts of a given client. FHAs also conduct informal outreach through
grocery stores, local contacts, and door-to-door canvassing. Once located, these women
are encouraged to attend group prenatal care classes and are referred to the Gadsden
Health Department for case management services.

2) Linkages to professional case management services
Many women in need of case management services are also worried that seeking public
assistance will result in their children being taken away by social services. The role of the
FHA is to serve as a bridge between the client and the professional case managers, build
trust, and through an informal relationship with the women, reassure them that the
services are safe to accept.

3) Health education
Once the FHAs are able to locate a group of women living in the same neighborhood, she
schedules group health education sessions in local churches, schools, community centers,
YR RIFI2OFNB OSYiSNER® ¢KS OflaasSa INBE 3ISYySNI
home and are held weekly for 12 weeks.

In 2007, Woman-to-Woman transitioned from a paraprofessional model (with FHASs) to a
professional model (certified social workers) due to the overwhelming number of mental and
other negative health issues observed in the target families. A future model containing both
paraprofessionals and professionals is being considered, in which certified social workers would
manage high-risk cases, and FHAs would manage low risk cases. In its present form, the program
serves an average of 125 women and 200 children annually.

Impact:

e Case managers include an exercise component in their visit the home their session and this
has resulted in a reduction in the number of obese and overweight women involved in the
program

e 95% of women in the program are practicing good child spacing (not having a second baby
within the recommended 18-month window)

e Adecrease in infant mortality in the county

Challenges:

Receiving community buy-in was a challenge in the initial phase of the program. To address this
issue, Woman-to-Woman traveled to local churches and schools to provide education and
outreach, which increased trust within the community. In addition, collaboration was a challenge,
since there are many social service and maternal health organizations working in the same
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community. In order to bring together all the partners, Woman-to-Woman coordinated the
establishment of the Collaborative Management Team, which identified all home visiting partners
within the target community and assured there was no duplication of services.

Funding:

Gadsden Federal Healthy Start Project, The Maternal and Child Health Bureau, and the Office of
Minority Health at the Department of Health and Human Services provided the financial support
for this project.

Sources:

Baffour TD, Jones MA, Contreras LK. Family Health Advocacy: an empowerment model for
pregnant and parenting African American women in rural communities, Fam Community Health
2006;29(3):221-228.

Maternal Infant Health Outreach Worker (MIHOW) Program

Lead Agencyanderbilt University Center for Health Services

Location:Tennessee, West Virginia, Kentucky, Louisiana, Mississippi

Objective(s)To stimulate the birth and growth of low-cost, parent-to-parent interventions that
improve health and child development for low-income families.

Model:

¢KS alLlh2 LINRBINIY Aada oFlaSR 2y (KS 02y OSLi
responsibilities include helping women and families realize and exercise those strengths while
educating them on proper prenatal and infant health care. Outreach workers have no eligibility
requirements and receive no payment; they are simply required to be invested in their

O 2 Y'Y dzywelibeing Rrovided with trainings and obstetric and infant educational curriculum,
these paraprofessional workers make home visits to local women and families with young children
up to three years of age, developing personal connections, building trust, promote healthy living
and self-sufficiency, and educating on issues such as nutrition, child development, and positive
parenting practices. These outreach workers are also instrumental in serving as a link to other
medical and social services in the area.

Outreach workers undergo significant training prior to placement and receive ongoing support and
monitoring as they make home visits. Each year, site leaders and outreach workers participate in a
3-day conference including interactive workshops, networking, and team building activities. In
addition, MIHOW regional consultants organize three annual trainings per region to provide
individual feedback and consultation.

Impact:
e 90% MIHOW mothers began prenatal care in the first trimester, compared to 75% of all
pregnant women in Mississippi
e 81% of MIHOW mothers received adequate prenatal care, compared to 69% of Mississippi
women
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e 7.7% of MIHOW mothers gave birth to a low birth weight infant, compared to 14.3%
statewide

e 95.3% of MIHOW participants eligible for WIC enrolled, compared to 75% statewide

e almost 90% of MIHOW infants were on schedule with recommended well-child visits at six
and nine months

e 98.5% secured some form of health insurance, compared to the national rate of 81.6%

Challenges:

Because all partner community organizations must fund their own participation in MIHOW, some
small and rural organizations drop out of the program due to financial constraints. In addition,
MIHOW is a voluntary program founded on the idea of empowering women to become good
parents; therefore, the model is only effective for those women who are already motivated to
make positive changes in their lives.

Funding:

The MIHOW program is funded by Vanderbilt University, Whitley County Kentucky Department of
Health, and a number of private foundations, including the Robert Wood Johnson Foundation,
W.K. Kellogg Foundation, and David and Lucile Packard Foundation.

Source(s):
Maternal Infant Health Outreach Worker Program [Internet]. [Retrieved 2009 Nov 12]. Available
from: www.mihow.org.

Elkins TJ. Director, Maternal and Infant Health Outreach Worker (MIHOW) Program [Phone]. 2009
Nov 16.

For more information, contact:
Tonya Elkins

MIHOW Director
tonya.j.elkins@vanderbilt.edu
(615)-322-4184

Antenatal and Neonatal Guidelines, Education, and Learning System (ANGELS) Perinatal
Regionalization Program

Lead Agencydniversity of Arkansas for Medical Sciences

Collaborating Agenciesrkansas Medicaid Program, Arkansas physicians

Location:Arkansas (statewide)

Objective(s)To improve the process of perinatal regionalization by providing access to expertise,
education, and support of maternal-fetal medicine specialists.
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Model:
The AN

GELS program, focused on regionalization of obstetric and perinatal services, consists of 5

main components:

1)

2)

3)

4)

5)

Statewide telemedicine clinic network

ANGELS has utilized and expanded the existing videoconferencing equipment installed in
the Area Health Education Centers (AHECS) in the state. Priority locations for telemedicine
services are those rural areas with large Medicaid-eligible populations. In addition to the
videoconferencing tools, a real-time portable ultrasound device and an ultrasound storage
system are also included. The services link rural hospitals and clinics to Level Il facilities for
consultation. There are currently over 20 fully-equipped and 20 more partially-equipped
telemedicine sites across the state.

An education and support program for obstetrical providers

Through videoconferencing, physicians located in remote areas are able to receive
education, professional support, and the opportunity to develop evidence-based obstetric
and neonatal guidelines. In addition, the teleconferencing capabilities allow physicians in
different locations to collaborate and review case studies. The services also provide
support with billing and Medicaid eligibility issues.

Case management services

With the help of the new ANGELS call center, nurses are able to follow-up with patients by
phone (postpartum within 72 hours of discharge and antepartum emergencies within 24
hours of discharge). Additional calls to the center by clients seeking case management
services account for the large majority of care provided by nurses in the ANGELS program.

A 24-hr call center

Operated by maternal-fetal medicine registered nurses, the triage hotline offers services
ranging from advice based on evidence-based guidelines, physician referral, scheduling
appointments, disease and wellness management, and education. The call center also
facilitates emergency transport from regional facilities to Level Ill centers.

An evidence-based guidelines development and distribution network

Through the teleconferencing network, roundtable discussions are held with physicians
across the state to develop, revise, and adapt obstetric and neonatal guidelines for care.
Currently, almost 100 evidence-based guidelines have been developed and distributed to
Arkansas providers. The guidelines include reasons for consultation, referral criteria,
emergency care, and even uniform billing codes.

Impact:

Increase in the percentage of infants weighing less than 1000g born in a Level Il tertiary
clinic compared to Level I or Il clinic (47% vs. 41%)

Increase in the number of rural pregnant women accessing prenatal care

Increase from no telemedicine consultations in 1998 to over 600 annually by 2006
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e Selection by the Agency for Healthcare Research and Quality as a core member of the
Medicaid Care Management Learning Network in 2005 (based on program reproducibility)

Challenges:

One challenge to note is the potential for existing rural hospital administrators to feel threatened
08 UKS LINREINI YQA -rSkkases thdiher fadilRies. NaSveVdr, s t0ei goakok tHeK
program is to encourage more low-risk women to seek services from these rural clinics instead of
traveling to advance care facilities in urban and semi-urban areas; therefore, the program has

been able to overcome this challenge thus far.

Policy Implications:
Increasing the number of telemedicine services that can be covered by Medicaid or SCHIP would
increase the number of women receiving telehealth care during and after their pregnancy.

Funding:
Support was given by the Arkansas Department of Human Services, with an additional grant
provided by the federal Medicaid program.

Source(s):

Lowry C, Bronstein J, McGhee J, Ott R, Reece A, Mays GP. ANGELS and University of Arkansas for
Medical Sciences paradigm for distant obstetrical care delivery, Am J Obstetrics and Gynecology
2007 June:534.e1-534.e10.

Antenatal and Neonatal Guidelines, Education and Learning System (ANGELS) [Internet]. University
of Arkansas for Medical Sciences [Retrieved 2009 Oct 16]. Available from:
http://www.uams.edu/angels/.

Los Angeles Mommy and Baby (LAMB) Project

Lead AgencyCounty of Los Angeles Public Health

Location:Los Angeles County, CA

Objective(s)To improve maternal health during pregnancy and to prevent babies from being born
too early or too small. The goals of the project include:

e To better understand the causes of poor birth outcomes in Los Angeles County.

¢ Toidentify areas where help and resources are needed the most.

e To improve the health and human services of future mothers and babies in Los Angeles
County.

Model:

This project consists of a population-based surveillance tool and a community outreach
component. The surveillance tool is in the form of a survey distributed to mothers who recently
delivered a baby, asking about events that happened before, during, and after their pregnancy.
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Due to recall concerns, only women who have delivered within the last 6 months are eligible to
participate.

The results of this mail-in survey are used for assessing health needs of the target population,
program and policy development, and program evaluation. The relatively large sample size allows
application of data to large demographic subgroups and across geographic regions. Given the large
Hispanic population, surveys are conducted in English and Spanish and topics include but are not
limited to:

e Access to health care

Alcohol, drug, and tobacco use

Birth control and pregnancy intention
Breastfeeding

Environmental exposures

Intimate partner violence

Maternal medical conditions and obstetrical history
Physical activity
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Risk Assessment Monitoring System (PRAMS). Selected women are sent the survey by mail. Those

that do not respond are sent a second packet and then followed up with by phone. A $20 gift

certificate to a local grocery store is also offered as incentive for completing the survey. Although

the survey is being conducted in an urban area, the concept of an assessment tool for vulnerable

women can directly apply to rural populations.

Impact:

Several annual reports have been presented at the CDC as well as national public health
conferences, and the results of the surveys have been instrumental in efforts to inform policy and
programs surrounding infant and maternal health.

Challenges:

A representative population must be surveyed in order to guarantee valid results and inform
policy changes. There may be a bias in the type of women responding to the survey compared to
those that choose not to respond.

Policy Implications:
This survey has the potential to inform policy on maternal and infant care in order to reduce the
incidence of low birth weight and premature babies in Virginia.

Funding:
The project is sponsored by the Los Angeles County Department of Health.
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Source(s):
The Los Angeles Mommy and Baby Project (LAMB) [Internet]. County of Los Angeles Public Health
[Retrieved 2009 Nov 10]. Available from: http://publichealth.lacounty.gov/mch/LAMB/LAMB.html.

Rural Assistance Center [Internet], Available from: http://www.raconline.org/.
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Lead Agency:owcountry Health System (LHS)

Location:Allendale County, South Carolina

Objective(s)To increase access to and convenience of healthcare services for rural residents by
offering free transportation to health facilities in the area.

Model:
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offering free transportation to rural residents for their healthcare appointments. Currently, LHS

owns one van that shuttles patients back and forth from home to clinic free of charge. One

organization in the area offers similar services to Medicaid patients but charges an average of $6-8

per person per ride. LHS seeks to make healthcare more affordable for rural communities in

Allendale County not only by offering their services free but also distributing vouchers to Medicaid

patients who use the transportation services offered by the other organization. Patients can

reserve a spot in the van the same day of their appointment, unlike the other service, which

requires a 3-4 day advance reservation.

Most advertisement of the van services is by word of mouth, although LHS also uses radio and
posters to inform the local community.

Impact:
The van serves about 14 people daily in their healthcare transportation needs.

Challenges:
Currently, LHS absorbs all the costs of the transportation project; however, van upkeep and
project expansion would likely require outside funding for the project to remain sustainable.

Funding:
LHS provides all funds for the cost of van repair, fuel, driver salary, vouchers, and advertising.

Source(s):
The Outreach Sourcebook, Rural Health Demonstration Projects 2001-2004 (Vol.11), Health
Resources and Services Administration. Rockville, MD: 2005.

Rural Assistance Center [Internet], Available from: http://www.raconline.org/.
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For more information, contact:
David Hayden

Executive Director
Lowcountry Health System
333 Revolutionary Rd.

Fairfax, SC 29827
(803)-632-2533

Promising Practices and Models

Rural Maternal Child Health Program at Alaska Native Medical Center

While this program was designed specifically to serve indigenous populations (Native American
tribal communities) in remote areas, many components of the program are applicable to
communities in rural Virginia. The core of the program involves the training of Community Health
Aides (CHAs), selected from within the local community. Following 16 weeks of intensive training,
CHAs are certified to perform medical assessments and provide emergency medical treatment.
CHAs practice in an ambulatory care clinic located in their own village, and are supervised directly
by family physicians residing in more urban locations (who make on-site visits twice annually). In
the case of prenatal and obstetric care, CHAs work closely with CNMs based in more urban
centers, assessing risk levels for each pregnant woman and developing a plan of care
collaboratively. Patients identified as high-risk were transported at between 32 and 36 weeks
gestation (by plane) to the urban center to await delivery in a tertiary care facility. While Baldwin
and Stevenson (2001) reported an impressive increase in the percentage of women initiating
prenatal care within the first trimester (from 31% to 91%) after the implementation of this
program, several other indicators showed either no improvement or exacerbation of poor health
habits.

Source:
Baldwin M & Stevenson Y. A model for providing prenatal health care to indigenous women living
in remote areas, IntJ Circumpolar Health 2001;60(4):623-631.

Rural Obstetric Training Network, University of Missouri-based Residency Program

This program aims to increase the number of deliveries for obstetric residents and increase the
number of medical graduates choosing to practice in rural locations. Funded by federal residency
training grants, this pilot program placed residents in one of two rural communities on rotation
with family physicians and obstetricians practicing in these sites. Although the program did not
note a change in the percentage of residents electing to practice in rural areas, an increase was
observed in the number of residents choosing to include obstetrics in their practice.

Source:

Delzell JE & Ringdahl EN. The University of Missouri Rural Obstetric Network: creating rural
obstetric training sites for a university-based residency program, Fam Med 2003;35(4):243-245.

Page 39 of 71



Preterm Birth Prevention Program

This program was a public-private partnership established to contribute to the care already being
provided through ambulatory care clinics in rural areas. Perinatal nurses and obstetricians
oversaw the program in each clinic with the assistance of a data analyst. A tool was developed to
assess the risk of preterm birth for all women visiting the participating clinic, with a protocol for
providing education for those women identified to be medium or high-risk. The Preterm Birth
Prevention Program noted a significant decrease in the percentage of low-birth weight babies
born to women in the program compared to women in the same region not enrolled in the
program. Although the data from this program is over 20 years old, the program is a potentially
valuable practice as it employs the use of written protocols in determining clinical care and
ensuring patient safety, a method which has proven effective in hospital and clinic settings and
grown in popularity in recent years.

Source:

Moore ML, Buescher PA, Meis PJ, Michielutte R, Ernest JM, Sharp P. The effect of a Preterm Birth
Prevention Program in 17 rural and three urban counties in northwest North Carolina, J Rural
Health 1989;5(4):361-371.

The Family Maternity Center of the Northern Neck, Inc.

This freestanding birthing center is a pilot project of Virginia State, and is expected to become fully
operational in the spring of 2010. Currently, the center is offering prenatal (group and individual)
care to women in the region through a certified nurse midwife (CNM). The Family Maternity Care
Center consists of two clinical spaces. The medical clinic located within the maternity center has
been registered as a Rural Health Clinic; therefore, no one will be turned away due to inability to
pay for services. The center also houses an accredited birth center, in which low-risk women can
elect to deliver their baby. The Family Maternity Center is a unique collaboration between
physicians and CNMs that will give women the opportunity to choose their delivery site at 36-38
weeks gestation.

Source:
Dodson-McAdoo S, The Family Maternity Center of the Northern Neck, Inc. [Email]. Message to:
Anjali Dotson: 2009 Nov 5.

For more information, contact:

Shirley Dodson-McAdoo shirleymcadoo@hotmail.com

President

The Family Maternity Center of the Northern Jessica Jordan

Neck Certified Nurse Midwife

P.0.Box 1866 The Family Maternity Center of the Northern
Kilmarnock, Va 22482 Neck

Personal office: (804)-435-3504 (804)-677-5442

General office: (804)-435-0023 jordancnm@gmail.com
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Behavioral and Mental Health

Common elements of best practices in and models of mental and behavioral healthcare include:
e Model of integration and/or collaboration between behavioral, mental, and primary care
providers
e System of medical records sharing between mental/behavioral and primary care providers
¢ Global funding stream for mental health services reimbursement

Best Models and Practices

Program of All-Inclusive Care for the Elderly (PACE) Model

Lead AgencyCenters for Medicare and Medicaid Services
Locations in Virginia:
¢ AlICAREfor Seniors Cedar Bluff (began 5/08)
e Centra PACE Lynchburg (began 2/09)
e Mountain Empire PACE Big Stone Gap (began 4/08)
e Riverside PACE Hampton and Richmond (began 2/08)
Objective(s)To provide elderly residents, families, caregivers, and professional health care
providers flexibility to meet the health care needs through community-based care.

Model:

Under the PACE program, a registered team of health professionals assess participant needs,
develop treatment and management plans, and provide medical, social, and rehabilitative
services. This provider team includes primary care physicians and nurses, physical, occupational,
and recreational therapists, social workers, personal care attendants, dieticians, and drivers.

Residents over the age of 55 living in an area serviced by a PACE center and certified to need
nursing home-level care are eligible for the program. In addition to all services normally covered
under Medicare and Medicaid, the PACE program covers services such as prescription drugs,
occupational and physical therapy, transportation, home care, dentistry, nutritional counseling,
hospital visits, and nursing home stays when necessary. In the case of most patients, the
comprehensive services provided through PACE allow them to continue living at home, rather than
be institutionalized.

Currently existing in 30 states, PACE centers meet state and Federal safety requirements and
include adult day programs, medical clinics, activities, and occupational and physical therapy
facilities. The amount that individuals pay to enroll in PACE depends on their eligibility for
Medicaid.
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Impact:

e PACE participants have lower rates of in-patient utilization, higher utilization of ambulatory
services, lower hospitalization rates, and a lower mortality rate when compared to
"traditional” Medicare/Medicaid enrollees

e PACE providers receive capitated payments from Medicare, Medicaid and private pay
participants as payment for all covered benefits

Challenges:
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currently implementing the program (see above for listing). Difficulty in disseminating the

necessary information to other rural areas in the state may be a challenge.

Policy ImplicationsXone

Funding:
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effective.

Source(s):

National Registry of Evidence-based Programs and Practices (NREPP) [Internet] Substance Abuse
and Mental Health Services Administration (SAMHSA) [Retrieved 2009 Dec 4]. Available from:
http://www.nrepp.samhsa.gov/find.asp.

Quick Facts about Programs of All-inclusive, Centers for Medicare and Medicaid Services Care for
the Elderly (PACE). CMS Publication No. 11341; 2008 Jan.

What can PACE do for your state? [Internet]. National PACE Association, [Retrieved 2009 Dec 7]
Available from: http://www.npaonline.org/website/article.asp?id=203.

Telemedicine-Based Collaborative Care Model

Lead Agencyniversity of Arkansas for Medical Sciences (UAMS)

Collaborating Agencygentral Arkansas Veterans Health Care System

Location:Arkansas

Objective(s)To improve depression outcomes (response and remission) in rural primary care
practices that lack on-site mental health specialists.

Model:

Begun in 2003, implementation of the model has taken place in 19 clinics, including 12 Veterans
Affairs Community-Based Outpatient Clinics and 7 Federally Qualified Health Centers around the
state of Arkansas. To date, over 763 patients have received care through this model.

The intervention requires at least three types of providers: 1) on-site primary care providers; 2)
off-site telephone nurse care managers (CM); and 3) off-site tele-psychiatrists. On-site primary
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care providers screen, diagnose, and prescribe antidepressants to patients. CMs conduct biweekly
telephone encounters using a web-based decision support system. CM activities include:
education, assessment of barriers, preferences and co-morbidities, patient self-management, and
monitoring of symptoms, adherence and side-effects. Tele-psychiatrists provide clinical
supervision for CMs during weekly meetings to discuss new patients and recommendations for
patients failing treatment with primary care providers, as well as consultations with patients via
interactive video.

Impact:

e 31% of patients receiving telemedicine-based collaborative care during a study of
Community-based Outpatient Clinics in Arkansas experienced a 50% reduction in
depression symptom severity

e Patients receiving collaborative care through teleconferencing showed an increase in
Quality Adjusted Life Years (QALYs), improvement in medication adherence, and lower
likelihood of remission after 12 months

e The model has been shown to be cost-effective

Challenges:

Finding an entity to host the off-site depression care team (nurse care manager, psychiatrist,
psychologist) and a mechanism to pay the off-site care team were the biggest challenges to
implementation. Third party payers typically do not reimburse for care manager telephone calls to
patients in their homes. The psychiatric supervision of the depression care team (including
recommendations to the primary care providers) is also difficult to reimburse.

Policy Implications:
Policy reform efforts should address reimbursement for telemental health services using a
capitation method rather than the per-patient per-encounter method.

Funding:
Funding for program implementation was provided by the US Department for Veteran Affairs and
the National Institute of Mental Health (NIMH).

Source(s):

Fortney JC, Pyne JM, Edlund MJ, Williams DK, Robinson DE, Mittal D, Henderson KL. A randomized
trial of telemedicine-based collaborative care for depression. Journal of General Internal Medicine.
2007 Aug 1; 22(8):1086-93.

Mittal D, Fortney JC, Pyne JM. Impact of co-morbid anxiety disorders on health-related quality of
life among patients with major depressive disorder. Psychiatric Services. 2006; 57(12):1731-7.

Fortney JC, Pyne JM, Edlund MJ, Robinson DE, Mittal D, Henderson KL. Design and implementation
of the telemedicine-enhanced antidepressant management study. General Hospital Psychiatry.
2006; 28(1):18-26.

Pyne JM, Fortney JC, Tripathi S, Maciejewski ML, Edlund MJ, Williams DK, Cost Effectiveness
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Analysis of a Rural Telemedicine Collaborative Care Intervention for Depression, resubmitted to
Archives of General Psychiat?2909.

For more information, contact:

John Fortney

Research Health Scientist and Professor

Central Arkansas Veterans Health Care System and UAMS, Department of Psychiatry
4301 West Markham, Little Rock, AK 72205

(501)-257-1726 or (501)-526-8131

fortneyjohnc@uams.edu or John.Fortney@va.gov

Integrative Behavioral Healthcare Program

Lead AgencyBouthwest Virginia Community Health Systems (SVCHS)

Location:Southwest Virginia

Objective(s)To detect and address the broad spectrum of behavioral health needs among primary
care patients and to provide a service philosophy of improving health and behavioral health
outcomes for patients with acute and chronic/recurrent medical and psychological conditions.

Model:

SVCHS features 6 community health centers that offer integrated primary care and behavioral
health services, 4 of which offer co-located services and 2 of which have initiated telemental
health conferencing due to remote location of the facility. The primary care provider (PCP) and the
Behavioral Health Consultant (BHC) work together through referral using both face to face
encountersandthee-Of A YA Ol f &a@aidSYy 69awd SyO2dzy i SNA
issues. The BHC provides medical management services for both acute and chronic problems, such
as depression, diabetes, cardiovascular problems, and asthma/COPD, through evidence-based
behavioral assessments and interventions. The BHC then provides feedback to the PCP after the
referral is made regarding treatment plans and interventions used. If it is determined that a
patient requires more advanced mental health care, the BHC refers him/her to the local public
sector mental health system.

SVCHS also offers NCHS loan repayment for behavioral health providers as a mechanism for
recruitment and retention.

Impact:

¢ Six behavioral health consultants/providers have been recruited

e PCP-BHC relationships are strong and functional within the integrative model

¢ Maintenance of common medical records available to both PCP and BHC enables better
overall care

¢ Nearly half of 250 clinically depressed patients participating in an evaluative study
experienced an improvement of 50% or more in PHQ scores following participation in
{£/ 1 {Q LINRINIY
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Challenges:

Establishing a healthy working relationship between PCP and BHC is challenging, as it requires an
understanding for the differences in practice culture of the two professions. In addition, the
shortage of behavioral health providers in the rural catchment areas as well as the need to retrain
psychotherapists to be BHCs have both been challenges to implementation.

Policy Implications:

The introduction by the Virginia Medicaid and Medicare insurance regulatory system of
management codes for bundling primary care and behavioral health services reimbursement
would contribute greatly to making integrated and collaborative care models more efficient and
cost-effective.

Funding:
One-third of program costs are funded through federal grants. Additionally, revenue is generated
by third-party reimbursements and support from VRHF.

Source(s):
McFeature B. Preliminary Analyses of Pilot Data Integrated Behavioral Health Care Study at
Southwest Virginia Community Health Systems, Inc (submitted 2009 Sep).

For more information, contact:

Bill McFeature

Director

Integrative Behavioral Health Care Services
SVCHS, Inc.

(276)-669-5179

bmcfeature@svchs.com

Intermountain Healthcare- Mental Health Integration (MHI) Model

Lead Agencyintermountain Healthcare

Location:Utah and Southern Idaho

Objective(s)To provide comprehensive mental health and substance abuse services for all
populations, from toddlers to seniors.

Model:

Introduced by Intermountain Healthcare in 2003, the MHI model is based on the concept of

comprehensive mental healthcare for patients and families. Based on categorization of problem

complexity calculated from a comprehensive assessment survey completed by the patient, the
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patients generally have mild enough conditions that they can continue to receive care from their
primary care physician; however 20% of patients assessed using this tool are referred to
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making it easier to develop a comprehensive and effective treatment plan. The program was

o<
[a=N
~
N (D)

Page 45 of 71


mailto:bmcfeature@svchs.com

determined to be cost-neutral; therefore, the assessment system was introduced as part of the
oridAyYylf YSRAOFt GSIYQa LINF OGAOS:E Ay 2NRSNJ G2 Yl
program due to lack of cost-savings.

Intermountain Healthcare is currently working with community health center clinics in Oregon,
Mississippi, and Maine to implement the MHI model, and projected over 120 clinics to be using
MHI by the end of 2009.

Impact:

e As of 2008 there are 68 clinics using the MHI model

¢ High provider and patient satisfaction with care and treatment
Challenges:

In addition to the potentially incongruous cultures of primary care and mental healthcare, such
issues as billing, scheduling, and credentialing for the clinics remain challenges through this model
due to poor reimbursement rates for mental and behavioral health services.

Policy Implications:
Improving mental health provider reimbursement rates would enable more providers to accept
Medicaid patients.

Funding:
Grants from the Robert Wood Johnson Foundation and MacArthur Foundation funded the trial
implementation of the MHI model in 2003.

Source(s):

Butler M, Kane RL, McAlpine D, Kathol, RG, Fu SS, Hagedorn H, Wilt TJ. Integration of Mental
Health/Substance Abuse and Primary Care No. 173 (Prepared by the Minnesota Evidence-based
Practice Center under Contract No. 290-02-0009.) AHRQ Publication No. 09- E003. Rockville, MD.
Agency for Healthcare Research and Quality. October 2008.

Cherokee Health Systems (CHS) Integrated Health Model

Lead AgencyCherokee Health Systems

Location:Tennessee

Objective(s)To improve the quality of life for our patients through the blending of primary care,
behavioral health and prevention services.

Model:

CHS began integrated health operations in 1984. CHS currently operates 14 integrated clinics in 11
East Tennessee counties, providing an array of comprehensive primary care and mental health
programs for adults and children. The clinics are designated as both Community Mental Health
Clinics and Federally Qualified Health Centers. There are over 50,000 clients served annually by
CHS. The model includes a Behavioral Health Consultant (BHC), generally a licensed clinical
psychologist of social worker, embedded in the primary care team. Psychiatric consultation is also
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available to the primary care team. These teams deliver integrated care, with shared decision-
making and equal partnership in clinical matters and management. Weekly team meetings are
held in each clinic, and cross-specialty training often occurs between clinical providers.

A unique aspect of the CHS model is the medical recordst patients consent to allowing all
members of the provider team view the medical reports in an effort to provide the best integrated
care possible. Extensive training is conducted to ensure only medically necessary information is
recorded in the patient files.
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companies in Tennessee, contracts are negotiated between CHS and these companies to
reimburse providers for their services.

Impact:
e Decreased number of medical visits to specialty mental health and primary health care
providers, and fewer hospital admissions
e Lower cost per patient for service

Challenges:

The program faces reimbursement challenges for providers accepting Medicaid and TennCare
(state version) patients, who account for almost half of all clients served. In addition, selecting the
right providers to work together in teams is crucial to the success of the integration model, as
primary care and mental health care have different styles of practice.

Policy Implications:
CHS has been very involved in advocating for the switch from fee-for-service reimbursement to
capitation or another global funding stream, which will greatly benefit integrated care programs.

Funding:
85-90% funding comes from patient services. The remaining support is provided by small grants
and gifts from foundations.

Source(s):

Butler M, Kane RL, McAlpine D, Kathol, RG, Fu SS, Hagedorn H, Wilt TJ. Integration of Mental
Health/Substance Abuse and Primary Care No. 173 (Prepared by the Minnesota Evidence-based
Practice Center under Contract No. 290-02-0009.) AHRQ Publication No. 09- E003. Rockville, MD.
Agency for Healthcare Research and Quality. October 2008.

Freeman, D. CEO, Cherokee Health Systems, [Phone] 2009 Dec 7.

For more information, contact:

Dennis Freeman

CEO, Cherokee Health Systems
(865)-934-6711
dennis.freeman@cherokeehealth.com
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Promising Practices and Models

Adolescent Behavioral Health Project

The objective of this project was to help build self-esteem, develop healthy decision-making
capabilities, and prevent the onset of chronic health problems in adolescents and young children.
Services provided by Hana Community Health Center to young children and adolescents include
behavioral health evaluations, diagnostic testing, individual and group therapy, psychoeducational
and skills-building groups, psychopharmacological consultation, medication monitoring, and crisis
counseling. The Adolescent Behavioral Health Project provided employment opportunities for
local adolescents to foster confidence and prevent the onset of behavioral and/or mental health
problems. Activities include growing and gathering food, cooking, exercising, and participating in
GKS f20Ff St RSNAQ -yixdeidbidks hatepayticipaitidindiétoNipbneft FO Sy (i &
the project, for a total of 11,000 days. Due to the early success of the youth employment project,
the farming and nutrition components have been expanded to establish a small farm that also
serves as a recovery setting for adults with substance-abuse problems. Furthermore, the food
grown on the farm accounts for more than half of the produce supplied in the nutrition center.
External sale of produce also help fund the farm operations.

Obstacles to ideal implementation included some resistance and distrust on the part of teachers,
counselors, and care coordinators at the start of school-based behavioral health services delivery,
and difficulty in scheduling meetings due to travel logistics for those collaborators located in urban
settings outside of Hana District.

Source(s):
The Outreach Sourcebook, Rural Health Demonstration Projects 2005-2008 (Vol.12), Health
Resources and Services Administration. Rockville, MD: 2008.

Hana Health Community Center [Internet] Hana District Health, [Retrieved 2009 Dec 3] Available
at: http://www.hanahealth.org/index.html.

Community Connections

Community Connections was an integrated behavioral and primary care program striving to
provide services to adolescents and elderly individuals living in resource poor, rural communities
of West Virginia. The program received a 3-year grant from 1998 to 2001, during which the project
established a collaborative network of local social service agencies in order to connect clients with
the most appropriate services. Elderly people needing mental health services were referred to
Elkins Family Counseling Center, and young people were referred to Youth Health Services. After
purchasing a 15-passenger van, the project was able to provide transportation to and from
appointments for those in need. The project also led awareness campaigns to educate the
community on issues of mental health. Due to funding constraints, the project as transitioned to
include only referral services, and today an estimated 2,000 patients are referred to mental health
providers annually. Challenges for the consortium include dealing with laws that restrict mental
health-related medical records from being reviewed in full by primary care providers. In addition,
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the largest mental health provider in the area does not take Medicaid. The sliding fee scale for
mental health services has resulted in difficulties associated with provider reimbursement for
those providers who do accept Medicaid patients.

Sources:
Hinchman GM. Chief Executive Officer, Valley Healthcare, Inc. [Phone]. 2009 Dec 7.

Rural Assistance Center [Internet], Available from: http://www.raconline.org/.

Butte Silver-Bow Primary Care Clinic

Focusing on providing integrated primary, behavioral, and mental health services to indigent

populations in rural Montana, the majority of the Butte Silver-. 2 6 t NA Yl NB / | NB

uninsured and/or from low-income households. The following are the three main objectives of the
clinic:
1) Promote positive behavior change and improve the physical and mental health of residents
2) Encourage collaboration among key health and social service agencies in providing
comprehensive services and reducing duplication of effort
3) Raise awareness among the community about options for care

The program accomplished this through the establishment of a care team, consisting of a case
manager, a licensed mental health therapist, an addiction counselor, a parenting coach, and other
service providers. The team works with family units as well as individuals to develop a proactive
living plan stating the service needs and behavior change goals of the client each month. The team
rewarded clients with $50 food or clothing vouchers for achieving their monthly goals. The model
of care was a collaborative effort among dozens of social service agencies, health departments,
and private organizations in the area, and annual trainings and communication allowed for
efficient and effective service provision. To date, 1,467 clients have been served over a 3-year
period, and more than 200 families received services. In addition, two-thirds of clients were
uninsured and 84% were low-income.

Although the program achieved moderate to significant improvement in 68% of its clients in the
third year, the clinic has been plagued by financial instability due to the high overhead costs of
maintaining a low client to case manager ratio. Other obstacles include poor reimbursement for
behavioral health services, resource-intense nature of the program/model, and the need to retain
families for care for long periods of time.

Source(s):
Rural Assistance Center [Internet], Available from: http://www.raconline.org/.

For more information, contact:

Michelle Miller Butte, MT 59701
Butte Community Health Center (406)-496-6013
445 Centennial Avenue Mmiller@buttechc.com
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Family Physician Training on Child and Adolescent Mental Healthcare- Ontario, Canada

A collaborative team of hospitals, universities, and private organizations has developed a half-day

curriculum for rural family practice physicians to provide guidance and training on issues related to

diagnosis and management of child mental health problems. A needs assessment showed poor

confidence and perceived knowledgeanR & { A f € & adzZNNRB dzy RAy3d OKAf RNBY
child psychiatrists and family physicians facilitated trainings, which included didactic teaching,

observation of standardized videos demonstrating interviewing skills, and interactive discussion.

Family physicians participating in the training cited increased confidence and knowledge about

diagnosis and treatment of ADHD and developmental and behavioral disorders in children and

adolescents. Although many barriers to mental health care still exist for children such as parental

fears and lack of availability of family counseling and other social services, this training model may
KSt LI N}AasS gl NBySaa y2y3 FlLYAfe LINIOGAOS LKe
areas.

Source

Stretch N, Steele M, Davidson B, Andreychuk R, Silvester H, Rourke J, and Dickie G., Teaching

OKAf RNByQa YSyidlt KSFHfGK (G2 FlLYAfe LKeaAOAlya
2009;14(3):96-100.

North Central Washington Mental Health Project

The objective of this program is to increase and improve access to appropriate mental health and
chemical dependency services, particularly for low-income residents and Hispanics in rural
Washington. Aiming to offer affordable and quality mental health and substance abuse services to
all residents regardless of income status, the project adopted a training and educational approach
to improving mental health in its target population. The project provides trainings for
schoolteachers, students, medical professionals, and assisted-living and nursing home personnel,
in order to raise awareness on issues related to behavioral and mental health.

Current challenges include the high turnover rate for project leadership positions, unexpected
budget cuts, recruitment and retention of mental health care providers, and the stigma associated
with seeking services for mental health and chemical dependency problems.

Source(s):
The Outreach Sourcebook, Rural Health Demonstration Projects 2005-2008 (Vol.12), Health
Resources and Services Administration. Rockville, MD: 2008.

Rural Assistance Center [Internet], Available from: http://www.raconline.org/.

For more information, contact:

Larry Peterson PO Box 908
Chief Executive Officer and Project Director Chelan, WA 98816
Lake Chelan Community Hospital (509)-682-3300
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Telemedicine and Telehealth
Common elements of best practices and models of telehealth include:

e Presence of a Physician Champion at rural participating sites to encourage involvement

e Strong technical and administrative support by hub (urban) facilities including training and
technical assistance services for spoke (rural) sites

e Steady funding stream, since many states have yet to include telemedicine services in the
list of reimbursable services by Medicaid or private insurance companies

e Experienced and invested site coordination

Several additional factors must be considered when developing a telemedicine program for rural
areas. As important as maintaining the physical link between provider consultants and specialists,
rural providers, and patients, is the need to ensure healthy connections between program
implementers, insurance companies, and public health authorities. Collaboration and shared
objectives are key to making any telemedicine program successful.

Best Models and Practices

Maine Telemedicine System (MTS)

Lead AgencyealthWays/Regional Medical Center at Lubec (RMCL)

Location:Maine (statewide)

Objective(s)To addressthesti I 1 SQa KSIFf K RA&ALI NARGASE o0& AYyONB
health, social services, and distance education throughout Maine using telemedicine technology.

Model:

MTS is composed of a number of regional telemedicine networks in the state, including Downeast
Telecommunications Services, Maine Telemedicine Services, Northern Maine Telehealth Network,

I NRP2a022] *AaA0AY3 bdzNBS ! 3a20A10A2YyZ YR 9l ad
Telemedicine System. Because of the large number of partners and telemedicine sites, MTS is now

considered a statewide program.

The major applications of MTS are mental health, diabetes, primary care, pediatrics, genetics, and

dermatology. Primary care is provided through MTS in the form of mobile telemedicine boat

service to small islands off the coast. The directors of MTS identify two reasons the project is

unique: 1) the system is mainly organized as an open, collaborative alliance of independent

healthcare organizations; and 2) MTS does not follow the common hub and spoke model- instead,

I KSIfGK OSYGdSNI owa/ [0 Ay 2yS 2F GKS aidlrasSqQa v
network activities.

Currently over 200 sites, ranging from Indian health centers to state social service agencies,

participate in telemedicine activities through the network. All 16 counties in Maine have at least
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to the network includes telemedicine demonstrations for providers, training of local site
coordinators, protocol development, quality assurance, and continuing medical education
planning.

Impact:

e Inasurvey conducted in 2000 with 65 telemedicine sessions, 95% of patients, site
coordinators, referring providers, and consulting providers found the telehealth sessions
moderately or highly satisfactory.

¢ In 2,619 home health televisits, 95% of patients and 98% of staff found the technology
GOSNE al GAaTE Ol2NE dE

e Total estimated savings for a single clinical session, educational session, and administrative
session are $491, $496, and $386, respectively.

e Between 1998 and 2002, the network had over 1,000 telemedicine sessions and over 800
home health televisits.

Challenges:

As with most telemedicine networks, financial sustainability will rely on the volume of usage by all
participating sites, as well as current state policies on Medicaid reimbursement. MTS is optimistic
that the network will become sustainable due to the cost savings observed from transportation
and travel of patients and providers.

Policy Implications:
Policy establishing the reimbursement of all telemedicine services in Virginia would create an
environment primed for the introduction of a network similar to MTS throughout the state.

Funding:

To initiate MTS, grants were awarded from the Office for the Advancement of Telehealth, the
Department of Agriculture Rural Utilities Service, the Department of Commerce Technology
Opportunities Program, the Office of Rural Health Policy, and the Robert Wood Johnson
Foundation. Network fees for participating members also contribute to the sustainability of MTS,
although grants and service contracts are expected to remain the main source of funding in the
near future.

Sources:
Edwards MA, Patel AC. Telemedicine in the state of Maine: a model for growth driven by rural
needs, Telemedicine Journal and e-Health 2003;9(1):25-39

Maine Telemedicine Services [Internet]. State of Maine [Retrieved 2009 Oct 11]. Available from:
http://www.state.me.us/newsletter/july aug 2004/maine_telemedicine_services.htm.

Upper Peninsula Telehealth Network (UPTN)

Lead AgencyMarquette General Health System (MGHS)
Collaborating Agenciegipper Great Lakes Educational Technologies, Inc.
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Location:Upper Peninsula, Michigan

Objective(s):

To improve access to health care, continuing education for health professionals, health education
for the community, and to increase organizational efficiencies through telehealth technologies.
UPTN aims to achieve this by 1) Expanding programming and utilization of health education for
professionals and residents within each UPTN community; 2) Maximizing efficiencies of each UPTN
site through the use of telehealth technologies for administrative purposes; and 3) Increasing the
access to health care for residents of each community through the application of telehealth
technologies.

Model:

The UPTN is a hub and spoke system consisting of 46 sites. These sites include 10 Critical Access
Hospitals, 4 community hospitals, a regional referral center, a tribal health center, a health care
network, a health plan, a summer camp for handicapped children, and several medical clinics. The
network provides core services in clinical telemedicine, professional education and administrative
meetings to residents of the Upper Peninsula and Northern Great Lakes Region.

The UPTN has become renowned for its telepathology, home health, and teleradiology work.
Currently, over 60 specialists have participated in consultations using UPTN. Regarding technology,
the network uses a wide range of connection methods from POTS-based home health care to IP-
based specialty consults.

Following efforts to increase reimbursements rates for telemedicine, in 2006 the State of Michigan
increased coverage of Medicaid to include Telemedicine Services. As a result, about 95% of all
telemedicine services are reimbursable by third-party payers.

Sustainability of UPTN has been achieved through infrastructure collaboration with the regional
health information network, membership fees, and fee-for-service opportunities available to non-
network organizations in the region.

Impact:
e Over 7,000 videoconferencing events since the inception of UPTN in 1994
e High satisfaction among home health patients and nurses
¢ Increased access to and convenience of health care services for patients based in the home
(according to a survey conducted in 2003 among 49 home health patients)

Challenges:

During an evaluation conducted in 2002, hospital CEOs reported site-specific challenges to the use
of the telehealth technology. For example, some cited inadequate local staff support, equipment
cost and line charges, and physician acceptance of the technology as obstacles to ideal utilization.

Policy Implications:
As mentioned above, the success of UPTN is due in large part to the fact that 95% of telemedicine
services provided by the network are reimbursed by the state.
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Funding:

The program has been funded by a mix of federal, state, and private sources. Grants have been
awarded by the Rural Electrification Agency, the Office of Rural Health Policy, Rural Utilities
Services, the Office for the Advancement of Telehealth, and the State of Michigan.

Sources:
Upper Peninsula Telehealth Network of Michigan [Internet]. Marquette General Health System
[Retrieved 2009 Nov 14]. Available from: http://www.mgh.org/telehealth/.

Whitten P, Adams I, Davis S. A success model: Marquette General Health System, Telemedicine
Journal and e-Health 2003;9(1):41-48.

Integris TeleStroke Network

Lead Agencyintegris Health

Collaborating Agenciesegional and tertiary hospitals

Location:Oklahoma

Objective(s)To rapidly and effectively evaluate and treat potential acute stroke patients in rural
areas.

Model:

Oklahoma State Department of Health recently mandated that all health facilities provide 24/7

neurological consultative services to stroke patients. Although this change indicates an increase in

access to health services, many rural facilities have found it difficult to staff the appropriate
ALISOAlIfAAGAD LYGSAINRAEAQ ¢SESadNR]1S ySig2N] o6SOl
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provides 24/7 real-time neurological support and assessment services for patients presenting with
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patients to be evaluated to determine the need for transfer to a more advanced care center or the
immediate administration of Activase (tPA), a life saving drug for stroke patients.

Currently, there are four active originating sites throughout the state, all of which are located in
rural areas. By June 2010, seven additional sites in rural areas will become active. To begin
participating in telemedicine consultations through the TeleStroke network, originating sites must
receive a 12-week implementation training from Integris Health. This training involves technology
assessments and acquisition, introduction to the standardized, evidence-based protocols used for
stroke care by Integris, credentialing hub-site neurologists to provide services to clients in
originating sites, and training of facility clinical and administrative staff.

In this network, stroke neurology specialists located in the two hub hospitals in Oklahoma City use

videoconferencing technology to remotely examine the patient, confirm the diagnosis, interpret
the brain images and provide recommendations to the originating site physicians. The network is
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designed to be a collaborative program, therefore, consulting specialists and on-site physicians

work together to decide on a plan of care for each stroke patient. The evaluation findings and
recommendations of the strokey SdzNRB f 2 3Aad NBE aG§2NBR 2y GKS ySi
F2N) GKS 201t K2aLWAGlLt FT2NJ AyOftdzarazy Ay (GKS LI
can be guaranteed to each patient. Both the hub and spoke facilities have strict protocols for when

and how patients should be stabilized and transferred to another facility.

Impact:
e 9 consults have been conducted via the TeleStroke network to date, high satisfaction
among originating site providers
e Increased the numberofrural ¥ OAf AGASE Ay hlflFK2Yl 6K2 KI @
facilities, meaning able to evaluate and treat stroke patients

Challenges:

Securing physicianbuy-A Y FNRY 2NAIAYI GAy3 ariaSa Kra o6SSy |
a physician and many physicians who support the network are very well respected, this obstacle

has been largely overcome. In addition, the process of credentialing neurologists in the network is

tedious and may take weeks to complete. Each consulting specialist, however, must be

credentialed at every originating site in which they may provide services. Although the Joint

Commission recommended loosening restrictions on credentialing for the purpose of

telemedicine, the necessary policy reforms have not been made.

Policy Implicabns:

Reform of credentialing requirements in Virginia may ease the transition of facilities to
telemedicine technology in that specialists can provide consultative care to rural facilities without
the need to secure a license from each facility.

Funding:

Funding is exclusively from Integris Health, currently no network fees, but are in dialogue to begin
charging originating and hub sites for participation in the network. Integris is not currently billing
Medicaid for reimbursements, although the telemedicine services provided through Telestroke
could be reimbursed by Medicaid if the network chose to begin this practice.

Sources:

Integris TeleStroke Network [Internet]. Integris Telehealth [Retrieved 2009 Oct 28]. Available from:
http://www.integris-health.com/INTEGRIS/en-US/Specialties/P-
Z/Telehealth/Programs/TeleStroke/intropage.htm.

For more information, contact:
Pam Forducey

Director of Applications

3500 N.W. 56th Street

Suite 200

Oklahoma City, OK 73112 |
(405)-713-4433
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Informatics Diabetes Education and Telemedicine (IDEATel)

Lead AgencyColumbia University

Collaborating Agenciesitew York Presbyterian Hospital, the Joslin Diabetes Center of SUNY
Upstate Medical University, the American Diabetes Association (ADA), Harlem Hospital Center, the
Harlem Renaissance Network, Arnot Ogden Hospital in Elmira, Olean General Hospital in Olean,
Samaritan Medical Center in Watertown, the Hebrew Home for the Aged at Riverdale, and the
Healthcare Financing Administration (HCFA)

Location:New York City and rural upstate and northern New York

Objective(s)To empower inner city and rural residents living with diabetes to take control of the
disease by bringing healthcare into the home.

Model:

The IDEATel project uses web-based computing and telecommunications networks in both urban
and rural economically disadvantaged areas within New York State to assist diabetes patients in
better controlling their disease and caring for their health. Project developers believe that
telemedicine will allow managed care organizations serving chronically ill people to maintain a
high quality of service while reducing costs. Designed to be a pilot project for delivering affordable
and reimbursable telemedicine services to chronically ill patients, IDEATel may be adopted at the
national level as a model for telehealth. The project ran from 2000 to 2007, covering over 30,000
contiguous square miles of upstate New York.

In the program, about 350 patients received a computer in their home, which allowed for

videoconferencing as well as electronic transfer of glucose and insulin readings. Two to three case

managers, 1 dietician and 1-2 Certified Diabetes Educators (nurses with 2000 hours of specific

diabetes training), scheduled visits with each patient every 4 to 6 weeks to monitor their health.

Case managers and an endocrinologist based in Syracuse would meet daily to review the 25-30

cases seen that day. Each patient received 30-45 minute consultations with the endocrinologist to
RA&Odzaa KAa 2NJ KSNJ KSFfGOK adliddzas yR YSSiAy3
provider.

Impact:
e Provider satisfaction and participation was high
e Glycemic control, blood pressure levels, and total and LDL cholesterol levels improved at
one year follow-up

Challenges:

All challenges for this project were on the technical side, including issues with rural connectivity

and inefficiencies due to the large number of independent telephone companies providing service

in target areas. The study used POTS technology, which was limited in terms of information

density and consistency of connectiz Y ® a2 NS 2 OSNE A &aadzSa 27F Sl dzi LIYS
homes was complicated further by the need to deal with multiple phone companies, depending on

the service each patient was using. Furthermore, the target population was older, therefore

challenges with technology use were present and exacerbated by conditions such as poor eyesight

and poor short-term memory.
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Policy Implications:

Use of electronic records needs to be expanded before telemedicine can be introduced as a
reliable method of delivering care. Currently in New York, only 25% of providers are using some
form of electronic records, and very few have the degree of inter-operability necessary to sustain a
telemedicine component. It is likely that figures are similar for rural areas of Virginia.

Funding:
HCFA provided a $28 million grant to fund the start-up of the project in 2000. The grant was
extended in 2003 for an additional 4 years.

Sources:
IDEATel [Internet]. IDEATel Project [Retrieved 2009 Oct 24]. Available from: www.ideatel.org.

Morin P., Project Manager, IDEATel, Upstate New York. [Phone]. 2009 Dec 1.

Shea S, Weinstock RS, Starren J, Teresi J, Palmas W, Field L, Morin P, Goland R, Izquierdo RE, Wolff
LT, Ashraf M, Hilliman C, Silver S, Meyer S, Holmes D, Petkova E, Capps L, Lantigua RA. A
randomized trial comparing telemedicine case management with usual care in older, ethnically
diverse, medically underserved patients with diabetes mellitus. ) Am Med Inform Assoc.
2006;1340-51.

For more information, contact:
Steven Shea

Principal Investigator
Columbia University

630 W 168th Street

PH 9 E Room 105

New York, NY 10032
ss35@columbia.edu

Minnesota Telehealth Network (MTN)

Lead Agencyiri-County Hospital

Collaborating Agenciestorth Region Health Alliance (NRHA), SISU Medical Systems, and the
University of Minnesota

Location:Minnesota and North Dakota

Objective(s)To provide medical specialty consultation services to rural Minnesotans via
telemedicine.

Model:

Initiated in 1995, MTN now consists of 32 rural sites and at least 3 hub centers. Although
dermatology and child psychiatry are the two most common applications of the network, the
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specialist services offered througn MTNarecl § SNBER (2 SIF OK FIFOAftAG& RSLX
needs. All rural participating sites are Critical Access Hospitals.

MTN offers several support services for rural sites in Northern Minnesota and Eastern North
Dakota, including training on telemedicine and telehealth applications, providing and scheduling
medical specialist consultants, assisting physicians with issues related to reimbursement, billing,
coding, medical records, coordinating telemedicine session scheduling, and making on-site visits to
trouble-shoot and set up equipment as necessary. In addition, participating telemedicine site
physicians, staff, and nurses complete a 10-12 hour training facilitated by Tri-County Hospital on
the following topics:

Peripheral equipment used for presenting patient online
Specialty protocols

Patient screening and handling during visit

Consult preparation/follow-up

Medical record preparation, consents, physician orders
Document security

Communication protocols

Billing, coding

Practice online nurse-to-nurse

e Proficiency and competency

In addition, a waiver from the Minnesota Board of Pharmacy has allowed for the creation of the
telepharmacy component of MTN, involving verification of prescriptions and one-on-one
counseling for new prescriptions.

Impact:
e 99% of claims submitted by providers for telemedicine services are reimbursed by
insurance
¢ Notincluding teleradiology and telehome healthcare visits, MTN conducts over 1,200 visits
annually

e Patient satisfaction rate is over 99%

Challenges:

Reimbursements by insurance companies for telemedicine visits was a major challenge during the
initial years of the program; however, MTN now boasts a 99% reimbursement rate for provider
claims. The current pressing challenge is rural physician buy-in. To address this issue, MTN has
begun identifying Physician Champions in each rural site to encourage participation and train
other physicians and staff on the use of the technology.

Policy Implications:

Policy reform in Virginia to increase coverage of telemedicine services to include telepharmacy
and other types of telehealth services would result in an increase in the access to services for
many rural residents.
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Funding:

The Office for the Advancement of Telehealth has provided significant financial support for this
project, awarding grants in 1994, 1997, 2003, and 2006 to support the expansion of MTN to
include additional rural sites in both Minnesota and North Dakota. Additional support is being
provided by the Federal Communication Commission (FCC) to increase the bandwidth for all
facilities receiving telemedicine services through MTN.

Sources:
Minnesota Telehealth Network FACTS SHEET [Internet]. Minnesota Telehealth Network [Retrieved
2009 Nov 13]. Available from: http://www.mntelehealthnetwork.org/facts.html.

For more information, contact:
Robin Klemek

RN Manager, Telemedicine Project
Tri-County Hospital

Wadena, MN
robin.klemek@tricountyhospital.org

Promising Practices and Models

22YSyQa | SFHfGK vdzSSyatlyR 2ARS oAultralia 0 adzf GALRA

In 2000, WHQW introduced multipoint videoconferencing into their array of activities aimed at

LINE OARAY3I KSIFfGK SRdzOF GA2y (G2 GKS ¢2YSy 2F GKA
year durations, 14 multipoint conferences were organized in the region and attended by 871

women in 64 rural sites. Each conference featured clinical and non-clinical speakers addressing a

single reproductive health topic. The majority of the session was allocated for question and

answer. In addition, a local health worker,somS 2y S NB ONHzA § SR FNRY SI OK &aahi
facilitated each event by advertising, recruiting the audience, and liaisoning with WHQW and the
videoconferencing technicians. WHQW found that the multipoint conferencing increased

awareness of reproductive health issues in the region, as well as increased social capital in each

host community by improving 1) bonding between friends and family; 2) bridging to support

groups and wider networks; and 3) linking to institutions and local government.

Source

McClelland L, Faulkner K, Gale J, Johnstone K. A partnership model for the delivery of health
education to rural and remote communities using multi-point videoconferencing, J Telemedicine
and Telecare 2003;9(Suppl 2):30-32.

Videoconferencing for Abused Children

The objective of this project is to meet the need for rapid medical evaluation of child abuse
allegations in rural areas and the paucity of trained professionals to provide these evaluations.
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This telemedicine project was piloted in Florida to facilitate child abuse and neglect assessments
by Child Protection Teams (CPTs) comprised of nurses, pediatricians, and other health
professionals located in urban areas of the state. Two hub sites at major health facilities were
coordinated to provide consultation and assessment on patients from three spoke sites in rural
areas; these sites were a hospital emergency room, county health department, and child advocacy
center. Preliminary evidence suggests that children are not adversely affected by the use of
teleconferencing in their assessments. One concern by older children was the confidentiality and
privacy of their broadcast. Due to the initial success of the project, it was replicated in a rural
county in Alabama.

Source

Whitworth JM, Mullins HC, Morse K. Design and Implementation of an urban/rural telehealth
network for the evaluation of abused children: implications for global primary care applications,
Studies in Health Technology and Informatics 2001;84(1):863-865.

School-based Telehealth model

To provide services to low-income children, a telemedicine project was coordinated in urban and
rural elementary schools in Kentucky. A full-time school nurse and part-time mental health
specialist conducted the telehealth sessions from the spoke sites, with psychiatrists and physicians
providing consultations. Using POTS technology, consultations were provided to students aged 6-
12 years and satisfactions among students, parents, and clinicians was high. Telemedicine
protocols were developed to aid nurses in delivering the proper care. In additions, it was found
that the average family savings per telehealth event was 3.4 hours of parent work time (about
$43) and $177 in emergency department or $54 in physician costs. In addition the cost of travel for
parents decreased, resulting in a total cost savings of $101 to $224 per event.

Sources:

Young TL, Ireson C. Effectiveness of school-based telehealh care in urban and rural elementary
schools, Pediatrics 2003;112(5):1088-1094.
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Appendix

Table 1. Models of Care and Best Practices in Rural Oral Health

Program Lead Service Key need Program Overview Key Successes Challenges Policy and Primary Program
Name Agency Area addressed Workforce Funding Website
Implications
ForsythKids The MA High rate of Licensed dentists and dental - Met or surpassed Lack of dentists | Loosen Billing of http://forsyth.
School-based | Forsyth dental caries hygienists visit elementary schools all child dental health inrural areas to | practice public and org/kids/ind
Dental Institute in children (now over 50 participating) to goals from Healthy meet referral restrictions private ex.html
Health conduct dental exams (including People 2010 demand for dental insurances
Program cleaning, fluoride, and sealants), - 52% and 39% hygienists
develop treatment plans, provide reduction in caries in
oral health education, and make primary and permanent
referrals if advanced care is teeth, respectively
required. Children are examined
every 6 months free of charge.
Access to Univ. of WA Poor access to | Begunin 1995, ABCD caters largely - Increase in % of Limited staff for | Increase Washington http://www.a
Baby and WA, dental care to Medicaid families through 4 young Medicaid-eligible | dental office Medicaid Dental bed-
Child School of for children components: children receiving billing issues eligibility for Service dental.org
Dentistry Dentistry under 6 1) Outreach and case dental care in WA (21% | and patients and Foundation
(ABCD) management to 37%) understaffing in | Medicaid
2)  Training and certification of local health reimburseme
dental professionals departments nt rates for
3)  Enhanced dental benefits providers
4)  Enhanced dental fees
New Mexico Univ. of NM Lack of Employing a health commons - Increase of Maintaining Improve WK Kellogg www.commu
Community NM, diverse oral approach, NMCV aims to integrate Medicaid consistent collaboration Foundation nityvoices.o
Voices Health health dental care with primary care sites. reimbursement rates to | public policy between rq
(NMCV) Sciences workforce in Also, the program addresses access 85% of usual and efforts in sectors and
Center rural areas to dental health from the individual, | customary fee changing increase
community, institutional, state,and | - 72% retention political Medicaid
national levels through policy rate for Primary environments reimburseme
reform initiatives, establishment of physicians in new rural and agendas nt rates for
health councils, and promotion of residency program providers
dentistry in high schools and
universities.
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Program Lead Service Key need Program Overview Key Successes Challenges Policy and Primary Program
Name Agency Area addressed Workforce Funding Website
Implications
Smiles on Jackson FL Lack of oral Begun in 2002, the mobile van services | - 124 pregnant | 50% no-show | Increase Office of Rural | http://www.
Wheels County Panhandle health 5 rural counties providing dental women and over rate by Medicaid Health Policy, doh.state.f
Mobile Health awareness exams, fluoride treatments, and 6,000 children of pregnant reimburseme HRSA, Dept. l.us/chdJac
Dental Dept. and sealants. The program schedules visits low-income families | women, and nt rates for of Health and kson/dent
Program prevention to childcare centers and schools to have received care difficulty in providers Human al.htm
practices provide care to children. For more from the mobile finding local Services
among advanced dental care, patients are services referral
pregnant referred to Medicaid participating - achieved dentists who
women and dentists in the area. financial accept
children sustainability by Medicaid
2004 through patients
Medicaid billing
Smile! Alabama AL Poor access Begun in 2000, the program consists of | - Providers State financial | Increase Robert Wood http://www.
Alabama Medicaid to child oral 4 main elements: enrolled in hardship due Medicaid Johnson medicaid.s
Agency healthcare 1) Claims processing- Collaboration Medicaid Dental to increased reimburseme C2dzy Rl (| tate.al.us/
for low- with insurers resulted in Program increased reimburseme nt rates for 21 Century programs/
income standardization of claims 38.7% from 1999 to | nts for providers Challenge dental/de
families submission process 2002 Medicaid Fund ntal_smile
2)  Dental reimbursement- Program - 57% increase _alabama.
task force worked with state in number of aspx?tab=
legislature to recommend dental Medicaid-eligible 4
reimbursement rate increases children receiving
3)  Provider outreach- Identified dental services in
Dental Ambassadors, Medicaid the state from 1999
participating dentists to raise to 2002
awareness on oral health in low-
income communities
4)  Patient outreach- Initiated oral
health awareness campaign
Community Southern Carbondale | Access to Established in 2001, the clinic provides | - enhanced Continuity of Loosen lllinois Dept. http://www.
Dental lllinois ,IL oral services to Medicaid families in a fee- educational care (due to practice of Public sah.siuc.ed
Center Univ., healthcare for-service arrangement. Led by SIUC experience for SIUC vacation restrictions on | Health and u/DH/hdc
Carbondale and, rural- faculty, dental hygiene and dental dental students in sessions); and | dental the State of home.html
(SIUC) based technology students from SIUC assist in | caring for transportation | hygienists lllinois
education running the clinic and provide select underserved for rural
for dental services for clients, including populations residents
students preventive and diagnostic care.

Page 65 of 71



Table 2. Models of Care and Best Practices in Rural Maternal and Newborn Health

compared to 14.3%
statewide

participation

Program Name | Lead Service Key need Program Overview Key Successes Challenges Policy and Primary Program
Agency Area addressed Workforce Funding Website/Program
Implications Contact
Nurse Midwife St. Claire North- Poor access Nurse midwives and family practice - Increased - Poor Improve Funded as Dr. William
and Family Medical eastern to obstetric physicians share practice in this number of deliveries reimburseme Medicaid a State Melahn
Physician Co- Center KY care for rural Maternity Center, in local maternity nt rate for provider Rural VP, Medical
Practice: The indigent, Tier 1: Nurse midwives provide clinic and number of Medicaid reimburseme Health Affairs
Maternity rural routine obstetric and newborn care, | indigent women - Rising nt rates; and Clinic St. Claire Regional
Center population perform normal deliveries. served malpractice Institute Morehead, KY
Tier 2: General physicians perform - 12% C-section insurance malpractice 40351
instrument deliveries and care for rate (compared to premiums for reform to (606)-783-6899
sick newborns. 30% nationwide) obstetric care | encourage wimelahn@st-
Tier 3: Obstetricians (on contract - Decrease in % of general claire.org
basis) care for high-risk deliveries women receiving no physicians to
(e.g. C-sections) and give prenatal care from 3% offer obstetric
consultation. t0 0.3% services
Gadsden Florida FL High infant The project partners with Healthy -95% of women in Community None Office of http://www.cente
Woman-to- State mortality Start Program, who provides names the program are buy-in and Minority rforhealthequity
Woman Project | Maternal and of patients identified as high-risk but practicing good child | collaboration Health, .com/abt/projec
and Child maternal with no valid contact information. spacing (not having of local HHS; and ts3.asp
Health and infant Social workers build trust with high- a second baby service Gadsden
Program morbidity risk pregnant women and connect within the organizations Federal
rates them to the necessary social and recommended 18- Healthy
clinical services. The Family Health month window) Start
Advocacy Model includes the - A decrease in Program
following dimensions: cultural infant mortality in the
mediation, peer health education, county
direct services, social support, and
informal counseling.
Maternal and Vanderbilt | TN, WV, Poor Outreach workers are women - 90% of MIHOW Financial None Whitley www.mihow.org
Infant Health Univ. KY, LA, developmen | recruited from the local community mothers begin sustainability County
Outreach Center for and MS tal health and trained to provide social prenatal care in first due to the Kentucky
Worker Health outcomes support and health education to trimester, compared fact that all Dept of
(MIHOW) Services for children pregnant women and new mothers to 75% statewide partner Health and
Program of low- through home visitation. Workers - 7.7% of MIHOW | organizations private
income receive no compensation. mothers gave birthto | fund their foundation
families LBW infants, own S
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Program Lead Service Key need Program Overview Key Successes Challenges Policy and Primary Program
Name Agency Area addressed Workforce Funding Website/P
Implications rogram
Contact

Antenataland | Univ. of AR Educational The program consists of 5 - Percentage of - Rural Increase the Arkansas Www.uams.e
Neonatal Arkansas and capacity elements in efforts to regionalize | infants weighing less hospital buy- number of Medicaid du/angels/
Guidelines, for building perinatal care: than 1000g born in Level inand telemedicine Program
Education, and | Medical challenges to 1) Statewide Telemedicine and Il tertiary clinic ensuring fair services covered
Learning Sciences perinatal clinic network compared to Level | or Il distribution of | by public
System (UAMS) regionalizatio 2) Education and support clinic significantly client volume insurance
(ANGELS)- n program for obstetrical providers | increased from 41 to 47%
Perinatal 3) Case management services - Increase in the
Regionalizatio 4) 24-hr call center number of rural pregnant
n Program 5) Evidence-based guidelines women accessing

development and distribution prenatal care

center
Los Angeles Los Los Poor birth This project is a population-based | - Several annual reports Preventing Results of the Los http://public
Mommy and Angeles Angeles outcomes, surveillance tool and community presented at CDC and responder survey could Angeles health.lac
Baby (LAMB) County County, including low outreach initiative. Surveys are national public health bias to the inform policy County ounty.gov/
Project Departme | CA birth weight conducted with mothers who conferences to raise surveys reform Dept. of mch/LAM

nt of and have delivered in the past 6 awareness on causes of Health B/LAMB.ht
Health prematurity months, obtaining information LBW and prematurity ml

from pregnancy periods on issues

such as access, substance abuse,

breastfeeding, environmental

exposures, and intimate partner

violence. Results of the survey

are used to affect policy change

at the local and state levels.
Allendale Lowcount | Allendale | Pooraccessto | ! & LJ- NIi 2F & KS | -The mobilevan serves - Uncertainty | None Internally | http://www.|
2 2 Y Sy Q4| ryHealth County, healthcare Health Project, LHS began about 14 daily in their of financial funded owcountry
Health System SC offering free transportation to healthcare sustainability healthcare
Project- (LHS) rural residents for healthcare transportation needs without system.co
Lowcountry appointments. Patients may outside grants m/
Regional reserve a seat in the van the
Transportation same day of their appointment.
Dispatch
System
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Table 3. Models of care and best practices in rural mental and behavioral health

Program Name Lead Service Key need Program Overview Key Successes Challenges Policy and Primary Program
Agency Area addressed Workforce Funding Website/Progr
Implications am Contact
Program for All- | Center for National lack of A registered team of health -lower rates of in- - Difficul State http://www.np
Inclusive Care Medicare community- professionals assess participant needs, patient utilization, | tyin Medicare aonline.org/
for the Elderly and based, develop treatment and management higher utilization disseminatin and website/articl
(PACE) Model Medicaid comprehensi | plans, and provide medical, social, and of ambulatory g necessary Medicaid e.asp?id=203
Services, ve care for rehabilitative services. In addition to all services, and a information program
DHHS the rural services normally covered under lower mortality to other
elderly Medicare and Medicaid, the PACE rate compared to rural areas in
program covers services for people over non-PACE patients | Virginia
55 such as prescription drugs, - providers receive (already in 4
occupational and physical therapy, capitated facilities)
transportation, and home care. payments for
reimbursements
Telemedicine- Univ. of AR poor access Model uses three types of providers: 1) - 31% patients Finding an States should VA and John Fortney
based Arkansas to mental on-site primary care providers (PCP); 2) with depression entity to use a NIHM 4301 West
Collaborative for Medical and off-site telephone nurse care managers showed significant host the off- | reimburseme Markham, Little
Care Model Sciences behavioral (CM); and 3) off-site tele-psychiatrists. improvements site provider | nt method Rock, AR 72205
(UAMS) health On-site PCPs screen, diagnose, and - program is team that uses a (501)-257-1726
services in prescribe antidepressants to patients. cost-effective members capitation fortneyjohnc@
rural areas CMs conduct biweekly telephone - Quiality of life and a method uams.edu or
encounters using a web-based decision and medication mechanism instead of a John.Fortney@
support system to assess barriers and adherence to pay them per-patient va.gov
monitor symptoms, adherence and side- | improved per-encounter
effects. Tele-psychiatrists provide clinical method
supervision for CMs during weekly
meetings to discuss with PCPs new
patients and recommendations for those
failing treatment, as well as video
consultations with patients.
Integrated Southern VA lack of The primary care provider (PCP) and the | -6 behavioral Shortage of need for Federal Bill McFeature
Behavioral Virginia mental Behavioral Health Consultant (BHC) health providers behavioral management | grants and SVCHS, Inc.
Healthcare Central healthcare work together through referral using recruited health codes for third-party (276)-669-5179
Program Health providers to both face to face encounters and e- -PCP-BHC providers bundling reimbursem bmcfeature@sv
Services address clinical system (EMR) encounters to relationships are and need to primary care ents chs.com
acute and RAaOdzaa GKS LI GheSy strongand retrain and
chronic BHC provides medical management functional psychologist | behavioral
psychologica | services and then provides feedback to -Shared medical stobeBHCs | health
| conditions the PCP regarding treatment plans and records services

interventions used.

reimburseme
nts
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Program Name Lead Service Key need Program Overview Key Successes Challenges Policy and Primary Program
Agency Area addressed Workforce Funding Website/Progra
Implications m Contact
Intermountain Intermount | UTandID | lack of Based on categorization of problem -The number of - billing, Improve the Robert www.intermount
Healthcare ain mental complexity calculated from a clinics using the scheduling, reimburseme Wood ainhealthcare.
Mental Health Healthcare health and comprehensive assessment survey MHI model has and nt rates for Johnson and org
Integration substance completed by the patient, the grown to 68 in credentialing | mental and MacArthur
(MHI) Model abuse appropriate services are provided to 2008 for the behavioral Foundations
service for GNBFdG FyR YIyl 3$8 {-Highprovider clinicsdue to | health
all ages LINEO6f SYoaoad LyOf dzf andpatient poor services
profile/medical record is information on satisfaction with reimbursem
KAakKSNI FF YAt &Qa { careand ent rates for
coping with stress, making it easier to treatment mental
develop a comprehensive and effective health
treatment plan. services
Cherokee Cherokee TN poor quality | The clinics are designated as both - Decreased Poor Introduce a 85-90% from | Dennis Freeman
Health Systems | Health of life due to | Community Mental Health Clinics and number of reimbursem | global funding | patient Cherokee Health
Integrated Systems lack of Federally Qualified Health Centers. The medical visits to entrates for | stream services. The | Systems
Health Model mental model includes a Behavioral Health specialty mental Medicaid- method for remaining (865)-934-6711
health Consultant (BHC), generally a licensed health and accepting reimburseme | support is dennis.freeman
services in clinical psychologist of social worker, primary health providers nt that is provided by @cherokeehealt
rural areas embedded in the primary care team. care providers, more small grants h.com
Psychiatric consultation is also available and fewer compatible and gifts
to the primary care team. These teams hospital with from
deliver integrated care, with shared admissions integrated foundations.
decision-making and equal partnership -Lower cost per care
in clinical matters and management. patient for
Weekly team meetings are held in each service

clinic, and cross-specialty training often
occurs between clinical providers.
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Table 4. Models of Care and Best Practices in Rural Telemedicine

Program Lead Agency | Service Number Key need Program Overview Key Successes Challenges Policy and | Funding Source
Name Area of addressed Workforc
participati e
ng sites Implicatio
ns
Maine HealthWays/ | ME over 200 Poor access Composed of a number of - In 2,619 home Financial Office for the www.state.
Telemedicine Regional to health regional telemedicine health televisits, 95% | sustainability Advancement me.us/ne
System (MTS) Medical services for networks, MTS is unique to of patients and 98% of Telehealth, wsletter/ju
Center at rural areas; other telemedicine networks of staff found the Office of Rural ly aug 20
Lubec and large in two ways: 1) the system is i SOKy2f 238 Health Policy, 04/maine
(RMCL) health organized as an open aldaratl Odg and Robert telemedici
disparitiesin | collaboration of independent - Estimated cost Wood ne_service
the state health organizations; and 2) savings per clinical, Johnson s.htm
the network is coordinated not | educational, and Foundation
0é |y dzNBI Yy aHf administrative tele-
I NHzNJ £ & aLJ2 ] 9 sessionare $491,
$496, and $386,
respectively
Upper Marquette Upper 46 Access to Known for its cutting edge - 95% of all - Some Increase Federal, state, | www.mgh.or
Peninsula General Peninsula health work in telepathology, home telemedicine services | rural sites Medicaid and private g/telehealt
Telehealth Health and services for health, and teleradiology, are reimbursable by reported reimburse | grants h/
Network System Northern rural areas; UPTN uses a wide range of third-party payers inadequate ment for including the
(UPTN) (MGHS) Great Lakes and connection technology (POTS - Over 7,000 local staff telemedici | Office of Rural
Region, Ml continuing to IP-based) depending on the | videoconferencing support, high ne Health Policy
education type of session (educational, events since 1994 equipment services and Rural
for rural home healthcare, specialty cost, and low Utilities
providers consults, etc). physician Services
acceptance
Integris Integris oK 6 poor time- Stroke neurology specialists - Increase in - Physicia Internal
TeleStroke Health to-treatment | located in the two hub number of rural n buy-in from (Integris
Network for rural hospitals use a{ GNRB1S w9 spokesites Health)
acute stroke | videoconferencing technology | facilities - Tedious
patients to remotely examine acute - 9 successful process of

stroke patients, confirm the
diagnosis, interpret the brain
images and give
recommendations to the
originating site physicians. The
service is provided 24/7, and a
12-week training for rural sites
is provided by Integris Health.

consults completed
with high provider
and patient
satisfaction

credentialing
neurologists
for all rural
sites
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Program Lead Service Number of Key need Program Overview Key Successes Challenges Policy and Funding Source
Name Agency Area participating | addressed Workforce
sites Implications
Informatics Columbia NYC and homehealth | poor access Patients received a computer | - High Technical - Increase the | Healthcare www.idea
Diabetes University rural care (about to in their home, which allowed | provider challenges number of Financing tel.org
Education upstate 350 patients) | healthcare for videoconferencing as well | satisfaction and such as rural providers Administrati
and and and case as electronic transfer of participation connectivity using inter- on (HCFA)
Telemedicine northern managemen | glucose and insulin readings. - Glycemic (with POTS), operable
(IDEATel) New York tservices for | Case managers, scheduled control, blood as well as electronic
rural visits with each patient every | pressure levels, obstacles to medical
diabetes 4 to 6 weeks to monitor their | and total and use by an record
patients health. Each patient received | LDL cholesterol older systems to
30-45 minute consultations levels improved population ease the
with the endocrinologistand | at one year transition to
case manager, and meeting follow-up telemedicine
summaries were sent to the
LI GASY G Q& LINA
provider.
Minnesota Tri-County Northern 35 Lack of TCH trains rural telemedicine | - Not Rural The Office http://ww
Telehealth Hospital Minnesota specialist sites on telehealth including physician buy- for the w.mntel
Network (TCH) and Eastern care inrural applications (10-12hr training | teleradiology in can be poor Advancemen ehealth
(MTN) North communities | module), provides and and telehome in some sites. t of networ
Dakota schedules specialist consults, | healthcare visits, | To address Telehealth k.org/fa
assists physicians with MTN conducts this problem, and the cts.html
reimbursement issues, billing, | over 1,200 visits | TCH has Federal
coding, and medical records, annually identified Communicat
coordinates telehealth - 99% of Physician ion
session scheduling, and claims submitted | Champions at Commission
makes on-site visits to by providers for each site to (FCC)
troubleshoot and set up telemedicine encourage use
equipment. All participating services are of the
sites are Critical Access reimbursed by technology.
Hospitals. Most common insurance

applications are dermatology
and child psychiatry.
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