ACCESS TO HEALTH CARE POLICY DIALOGUE

March 15, 2004: 1:30-3:15 p.m.

Moderator:  Paul Galligos

Panel:  Sandra Haldane, Principle Nurse at the Indian Health Services 

Ulonda Shamwell – Substance Abuse & Mental Health Services Admin-Office of the Administrator 

Jennifer Riggle – Associate Director of Office of Rural Health Policy  

Steve Wilhide – National Rural Health Association.  

Rural Realities  

· Two reasons SRDCs should be involved in health issues: 1) the need for access to health services, and 2) economic development.  

· A healthy community is a place where you can work and live and have all of the things it takes to raise a family and health care is an integral part of that.  

· Health care is a major econ development force- highest paying jobs and sometimes the largest employer.  

· There are also multipliers that you can take to determine how many other jobs are presented.  In urban IL 11% of the pop is employed in health care, rural IL over 16%.  

· Recruiting practitioners is difficult in rural areas; recruiting dental and mental health professionals is particularly difficult.  Sometimes the wait in rural areas is 6-8 months to see a psychiatrist.  

· Rural residents are less likely to have health insurance.  79% of uninsured rural Illinoisans have an adult family member who works.  

· Volunteer EMS is also a big issue in rural areas.  Volunteer units aren’t as forward about billing and there is a disparity between urban and rural reimbursement.  

· Transportation to the doctor is difficult in rural areas.  

· Emerging issues with the rural elderly – as the pop. ages, growing issues with the elderly.  

· Also limited options for special populations:  Native Americans, the disabled.  

· On top of that there is a high rate of substance abuse.  Meth labs are a problem in rural areas.  Especially areas where there a lot of layoffs, etc.

What are the federal policies and programs that relate to access to health care?

HHS-IHS

· Indian Health Service is in place because treaties were put in place mandating feds to provide health and educational services to Native Americans.  

· IHS funded at 60% ($13.9 billion) with a user population of 1.6 million; many Natives no longer live on reservations and IHS does not reach a significant population because they move to urban areas where there are no facilities and we end up rationing care.   

· IHS top issue is trying to increase the funding to better match the level of need.  

· 50% of our organizations are tribally operated—be aware that tribal organizations are sovereign entities and is a complicated gov’t to gov’t relationship.  

· Health Promotion and Disease Prevention is also very high on our agenda-Diabetes and esp behavioral health, are the big HPDP issues in the upcoming years.  

· IHS has 49 hospitals, 30+ are federal and the rest are tribally maintained.  Also have village and community ambulatory health clinics.  Large complement of public health nurses and community health aides are a large part of our programs.  

HHS-SAMHSA

· SAMHSA Objectives include access to care—increasing access and promoting program quality.  This is translated into many of our discretionary grant programs.  

· SAMHSA Access to Recovery (ATR) program-new discretionary grant program.  The fed register notice went out on March 4.  

· Individual consumers can get vouchers to apply to any facility that is approved by the state and allows them to pick out recovery programs that are best for them.  

· Gives capacity to faith based programs that may have been previously cut out, and it gives the consumer a fundamental role in the process.  

· $50 million dollars per year over the next three years available.  

· President’s Commission’s report on mental health emphasizes need to use technology to promote mental health.  

· Still a pronounced stigma about mental health in rural areas.  

· Need to do cross-training with rural primary care physicians and collocation so patients don’t need to go to a place that says mental health to get their treatments.  

· Targeted Capacity Expansion grant program asks how are mental health being used by certain groups and constituencies and we are hoping that this will develop new and exciting programs.  

· State Incentive Grants go to communities that have a really good model that we think should be shared.  

· www.samhsa.gov-National Registry of Effective Programs & facility locator

HHS-ORHP

· ORHP has $158 million in grant programs (including State Office of Rural Health prog). Two major initiatives:

· President’s Health Center expansion-seeks to double number of Community Health Center sites.  

· National Health Service Corps.  $35 million in additional funding available in the FY05 budget.  

· Additional resources are in HRSA’s Office of Rural Health Policy.  

· New rural EMS technical assistance center that should get at some of the billing issues Paul mentioned earlier.  

· Rural Assistance Center-www.raconline.org.  Evolved from the Secretary’s Rural Initiative that recognized there was no single resource that communities can go to get info on rural issues.  

· National Rural Recruitment and Retention Network (3Rnet) helps match rural communities with practitioners-46 states participate.

NRHA:

· A number of rural programs are eliminated in the FY05 budget

· FLEX, SHIP, Network, and Outreach programs (all grassroots) are getting axed.  They give communities the ability to identify their most pressing problems and then develop collaborative means to address them.  

· March 12-NRHA was successful in getting the Senate to pass a resolution saying that they support these programs.  

· Medicare bill has over $20 billion worth of rural provisions.  

· Challenge: Once passed, somebody has to pass the regulations to implement, and many times that somebody doesn’t know rural.  

· How regs are written has a lot of impact and you should all follow these and make sure they are done properly.  

· NRHA:  Community colleges are great resources for workforce development.  NRHA & DOL trying to ensure that community colleges have necessary resources to train health care professionals.  

· Many public health departments (20%) lack internet.  Rural public health infrastructure has been allowed to deteriorate and is incapable of handling rural outbreaks.  

· There is no coordinated rural policy-important that rural health care and econ communicate & work together.  

What things are going to happen that really impact the things that we talked to in terms of the rural reality, including personnel training?  What can 40 SRDCs do to help you make sure that the right information gets out to rural folks?
· SAMHSA has no regional presence-have to rely on the states to work with us.  75% of budget goes to state block grants to help states build infrastructure.  

· SAMHSA has many programs that are ideal for rural-Need help in promoting and providing technical assistance for applying to grants.  

· Substance abuse workforce is aging out and we really need more recruitment, esp in rural  

· Trying to recruit more people where they live & cross training, because there will always be a shortage 

· Mental health field isn’t quite as age sensitive, but for whatever reason they are not in rural America.  

· Biggest shortage: rural child psychiatrists.  Trying to encourage psychiatric training in rural America so we can get more to rotate out there.  

What about training?  A lot of med schools are all based in big hospitals and don’t prepare for the realities of rural practice.  Is there something like implemented rural residency programs for mental health professionals?

· SAMHSA tries to recruit people closer to the community college level, but doesn’t have any rural residency program.

· ORHP has several programs through Title VII of the Public Health Service Act that are administered by the Bureau of Health Professions.  

· Number of loan repayment programs and the Quentin Burdick program for rural interdisciplinary training.  

· ORHP is very interested in promoting rural residency programs and other training programs for rural practitioners.

· NRHA has group called the Rural Medical Educators.  I advise you to grab as many psychiatrists as possible.  The first thing to get cut in a residency program is the rural program because they don’t bring a lot of revenue for the hospitals.  An important impact of the MMA was the ability to have 10 bed psychiatric DPUs, so this will help a lot. 

· Another concern is the lack of pharmacies in rural areas.  In the new bill people are going to get a card, but the discount is only for Wal-Mart and other big pharmacies.  If people drive out of town to get there prescription filled they are going to buy their groceries out of town and it will destroy local economies.  

· MMA bill doubles telemedicine funding.  People need to be aware of this and make sure rural areas get their telemedicine dollars.

Lenders don’t want to make loans to rural health care providers to see them fail, many times due to poor management.  Are there training programs for hospital management?  

· ORHP has Delta Rural Hospital Performance Improvement Program - paid consultants to audit many small hospital’s finances and develop tools that help improve hospital management.  We would love to expand this beyond the delta commission eventually. 

· ORHP also has balanced scorecard initiatives that essentially help hospital administrators develop a balanced management agenda.  

· ORHP has several IT programs hospitals can provide for.  I understand your concern and right now we have some contracts for the smallest rural hospitals, but we would like to expand these programs.

· NRHA promotes health facilities that are appropriate for a given community.  

· Critical Access Hospital status is a tremendous opportunity for many hospitals, but sometimes communities aren’t prepared to transition into “downsizing.”  

· Also a demonstration authority in Medicare Bill for extended stay clinics that allow them to hold patients for 24 hours and be reimbursed—Very important for sparsely populated areas like Alaska. 

· ORHP:  Problem with psychiatric patients in rural communities is they end up in jail.  

· NRHA:  DPU will do something, but its not enough-still a problem with jail overflow.

Do you have any programs that work on the investment side of things?

· Within the last year SBA has taken a significant interest in the partnership and in working within rural.  This would be an interesting project to engage them on.  

· National Rural Funders Collaborative is also looking for opportunities to work very creatively in rural communities.  

· IHS is the paramount example of what happens when you give people a big job and not enough resources to do it with.  

· Community Health Aide Concept (AK) gives some communities an opportunity to provide a level of subsistence that they don’t have right now.  May be opportunity to expand, if we can shake off some of the guild issues and notion that health care can only be delivered in a certain way.

