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Enhancing Health Care Delivery to the Medically Underserved
and Indigent of Nashville and Davidson County

Travis County Healthcare District
University Medical Center Brackenridge

Community Health System Network of Travis County
Austin, Texas MSA

OPERATIONAL

Travis County Healthcare District

m In 2004, City of Austin transferred oversight authotd Travis County Healthcare District as a
limited-purpose taxing district (primary funder alonghwBBureau of Primary Health Care) for
providing health care to indigent persons residinfravis County. The district contracts with area
providers to provide health care to the community'slioadly indigent and underserved residents.

m  Majority of its budget is dedicated to contracting with otiatities to deliver and manage direct
health care services, including those provided through Uniyérisidical Center Brackenridge,
Austin Women's Hospital, Seton Shoal Creek Hospital GordmUnityCare’s 16 Federally
Qualified Health Centers.

m A separate political subdivision of the State of Texas andtia part of Travis County
Government. The boundaries of its health care serviceasg@@ntiguous with Travis County.

m Led by a nine-member volunteer Board of Managers: Fauagpointed by the Austin City
Council and four are appointed by the Travis County Commissideurt. Both governmental
bodies jointly appoint the ninth member. The statute enatiim®istrict requires that the Board
of Managers adoptlaudgeteach year and that the Travis County Commissioners Getitie
tax rate associated with the annual budget.

m The District owndUniversity Medical Center BrackenridggMCB)

m Part of the District’s efforts include developing the rssegy infrastructure, reaching out to
existing and potential partners, informing the communitshefneed for various restructuring
initiatives, and performing the necessary analysisfawm and direct changes in the health care
system and associated programs.

— The Travis County Healthcare District developedatefjic plan to guide all of these efforts.
The plan is reviewed and revised annually by staff hed'CHD Board.
University Medical Center Brackenridge

Leased by the city of Austin (now by the Health Distriot}he Seton Hospital Network (private,
faith-based nonprofit) since 1995. Lease revenue goes todkis TQounty Healthcare District

Seton is a member of Ascension Health, the largest nohpeafith network in the nation. Seton
runs other hospitals and CHCs.

SHN includes other urban hospitals, clinics (including raral mental health)—4 of 10 Central
Texas (11 counties) inpatients are served by a SHNtyacil

Trains physicians and nurses from the University of Texadidéal Branch at Galveston

. ...
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AREAS OF EMPHASIS/SERVICES OFFERED

m Only Level Il Trauma Facility serving the Central Texasaa A Level-l designation is expected
in the fall of 2009.

m Fourth-busiest emergency department in the state.
m Nationally renowned Brain & Spine Center.

m Certified Stroke Center
Conducted 111+ research studies on topics such as spinahjooyd heart failure and stroke.

Hospital-specific data not readily available on:
m Licensed Hospital Beds
m Inpatient Admissions
m Emergency Department visits
CommUnityCare (not under purview of Seton)
m Under contract with the Travis County Healthcare District
m Formerly known as the Community Care Services Departofahe City of Austin.

m 16 locations in Travis County—inpatient affiliations wBhackenridge and Austin
Women'’s Hospital.

m Served 50,000+ patients in 2008.

Services offered (CommUnityCare)
Primary care, dental, mental health, pharmacy

Personnel (Seton System only)

B Number of EMpPIOYEES ......cooeviiiiiiiiiiiiiiceeee e 9,700
B NewJobs Created ... 900
Statistics
Total ADMISSIONS ...cviie e e e e 63,678
Emergency Department (Treat and Release)...........232,703
m Total Outpatient VisitS ..........cooevieiiiiiieie e, 515,121
m Inpatient Surgical VisitS........ccccooeviiiiiiiiiiieeee, 17,233
m  Outpatient Surgical ViSitS .............ccoovermrimmmmmeeeeeeeeennns 22,958
B Babies DeliVered.........oovveiiiei et 9,983
B Babies Cared for ... 1,265
in Neonatal Intensive Care
B Open Heart SUMgEriesS ........couuviiiiiiiiiiii e 448
B Heart TransplantS..........oov oo 8
m Patients Served at Seton’'s Community Health Centers2,712
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m  Psychiatry (Inpatient Stays).........ccooevevveirreeeeiineeeeeennnnn. 3,889
m Management team structure

FINANCIALS

Travis County Health District

Health Care delivery expenses ..................ccceeeeee. $83 million
B Ad valorem tax revVenue ..........ccceevvvenniiicceeeeneeenn. $58 million
m Seton Lease including program DS .................... $20 million
m Other revenue (net tobacco settlement): ............... $3 million

includes University Texas Medical Branch $58, 740
B Primary Care EXPenses .......cooovevuiiiiiiiiiieceeeeeeeie e 50%
m Hospital Care EXPenses. ........ooovuiivieiiiiieceeeeeeee e 40%
B Mental Health ... 3%
B PharmMacCy ......ooouuiiiiii e e 1%
B OOher .o 6%

Financing mechanisms

Travis County Health District

m Ad Valorem Tax: 2008-2009-.0679 per $100 valuation decreased from 2004—2005-.0779 per
$100 valuation

University Medical Center Brackenridge
m Part of Seton Network, which is part of Ascension Healt

m Hospital-specific financial data is not available.

CommUnityCare:

Payer mix:
B UNINSUred ... 42%
B MediCaid.....cooeeieeee e 32%
Y =T [ Tor= T T 7%
m Medical Assistance Program (MAP) .................. 19%

MAP is funded by the Travis County Healthcare District. The Medical Assistance Program
(MAP) provides access to health care through a network of established providers for those Travis
County residents who meet enrollment criteria.
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SIMILARITIES TO NASHVILLE

m Teaching hospital.
m Strong CHCs.

DIFFERENCES FROM NASHVILLE

m Has voter-approved health district with taxing authority.

m Has robust Information Technology infrastructure.

m University-affiliate is part of larger national network.

OTHER NOTABLE FACTS/ISSUES

m Magnet designation.

m Project Access and the Indigent Care Collaboration.

PROJECT ACCESS

The Travis County Medical Society, working with the geht Care Collaboration, has initiated Project
Access, a coordinated system of volunteer physician baspital care, diagnostic services, and
medications assistance for the low-income, uninsuredadi§ County.

The mission of Project Access is to provide ready adoesgpropriate health care services for
uninsured people in Travis County whose incomes arelalow 200% of the federal poverty level
and to improve the overall health of our community. (200% of é&averty Level Guidelines are
based on gross income.)

Project Access is a highly visible example of physic&auérship in action with 870 area physicians
providing volunteer services. Since commencing operatioearly 2003, Project Access has enrolled
over 1,600 patients and provided over 8,000 patient encountersingesubver $6.5 million in
donated care.

Indigent Care Collaboration

The Project Access staff assigns patients to a mduhoae, then coordinates and tracks referrals to
specialists. The staff manages the referral processequhlysicians will not be assigned more patients
than their commitment pledge, thus effectively removinggshed of disproportional referrals as a barrier
to physicians' good faith participation.

The Integrated Care Collaboration (ICC) is a nonprofijonal collaborative of 24 hospital system,
nonprofit clinic, FQHC, MHMR, medical society, health depaant, university, healthcare district, and
other providers who arrange for or provide care for unimsareinderinsured individuals. The ICC is
responsible for the ongoing development and management of tleedgiem, a nationally recognized
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Enhancing Health Care Delivery to the Medically Underserved
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health information exchange unique in the scope of dataninsured patients available for research,
program analysis, and treatment support at the poiraref ¢Care currently contains patient specific
demographic, encounter, and medication data for over 700,000imalsiwith over 4 million encounters
at 60 locations throughout the region. Individuals sign auttioizs compliant with HIPAA and state
privacy laws to view their individually identifiable data.

The ICC is unique in Texas, and one of a relatively smatiber of sustainable health information
exchanges in the country. According to the Fifth Annual/®&uof Health Information Exchange at
the State, Regional, and Community Levels, by eHealtlativigs, only 42 health information
exchanges are fully operational in the country, with mgmbrting difficulties in developing a
sustainable business model.
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Enhancing Health Care Delivery to the Medically Underserved
and Indigent of Nashville and Davidson County

Boston Medical Center (BMC)
Boston MSA

OPERATIONAL

Organizational Structure and Affiliations
m Private nonprofit with mission to serve medically underserved and indigent

m BMC is primary teaching affiliate of Boston University School of Medicine

m Founding member of Boston HealthNet Plan (1997), including 15 community health centers in
Boston, Dorchester, Mattapan, Quincy, Roslindale, and Roxbury.

— Overseen by BMC CEO and VP, but also has an Executive Director.

— HealthNet manages healthcare coverage for over 240,000 Massachusetts residents participating
in MassHealth (Medicaid), and Commonwealth Care (enacted in 2006 to extend coverage to
other low-income individuals)—subsidized health insurance programs for low-income
individuals.

— Includes thousands of specialists and primary care doctors affiliated with 54 acute care
hospitals, more than 2,600 primary care physicians, and nearly 11,000 specialists and ancillary
providers. Members have access to more than 1,000 pharmacies throughout Massachusetts,
including all major chains and most independent drug stores.

Services

m Largest 24-hour Level 1 trauma center in New England.
Boston Center for Refugee Health and Human Rights
Boston University Alzheimer's Disease Center
Boston University Center for Cosmetic and Laser Surgery
Otolaryngology Head and Neck Surgery Center for Voice and Swallowing Disorders
Center of Excellence in Women's Health
Center for HIV/AIDS Care and Research
Center for Sexual Medicine
Center for Thoracic Oncology
Cancer Research Center
Minority Physician Recruitment Program
Adult Day Health
Parkinson’s Disease and Movemement Disorders Center
Stroke and Cerebrovascular Center

Cyberknife Robot-assisted radiosurgery
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Patient Volume (FY 2008)

Licensed Beds 626:
B MediCINE/SUIGEIY ...t mmmmmm e 350
B Obstetrics/GYNecology..........cuvuiiiieiiiiiiiiimmme e 20
B Intensive and Coronary Care..........ccccvvvvviieeeeieeeniinnneeenn 62
B Neonatal Intensive Care ..........cooovevvies e 15
B Pediatric Intensive Care .........coo.oiveiiiceeen e 6
LI =0 1= 11 (o 34
B Rehabilitation ... 24**
B ChroniC Care........cooivieiiieee e e 100*
B PSYChIALIY ... 15*

*=Qut of service
**=12 beds out of service

Annual patient Visits ..................c..cccveiiiiiiiiiieiiiee e, 803,725
AdMUSSIONS .........coeeeeeieiieee e 29,411
Emergency Department Visits ..................cccccoeeeeiiiiiiieiiienennnnn. 129,169
Interpreter interactions .....................ccocoeeiiiiii i 197,406
Community Health Center patients served ........................... 231,151
BMC admissions from Community Health Centers................. 32.4%
Average Length of Stay
m Medical/Surgical ACUte............oovviiiiiiiiiiieeeee e 5.42 days
m  Acute Rehabilitation ..., 18.79 days
m Newborn (includes NICU) ..o 4.94 days
Occupancy Rate (of staffed beds).........cccoovvviiiiiiiiiiimmmmn e 76.5%
DiSCRAIges...........cccovuiieieeiiei et 29,411
Outpatient Activity
m Outpatient Clinic VISItS.........ccooiviiiiiiii e 524,200
m  Outpatient Ancillary VISitS..........ccoooeeiiiiicmmmneeiiiiiininnn. 279,525
m Emergency Department VIisitS.................ovv ... 129,169
B AMDUIAOrY SUIgErY.......vviiiiieiiiieiiii e 24,441
m  Outpatient Observation .............ccoevveviiisicmemmm e 6,695
PRYSICIANS ...........ccveeieeieii e eree et eaeans 1,232
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Residents and Fellows.....................ccc.coouvveeiiiiiiniiiiiiiiee e, 652
L0 = 1,621
Employees

Full-time equivalent employees .............ovveeemciii e, 4,765

2008 FINANCIALS

A summarized statement of revenues and expenses (in thousands) for the year ended September 30, 2008:

Operating Revenue FY 2008

Net Patient REVENUE ........ovee e e $ 965,875
Grants & Contract ReVeNUEe ..........covevveevsenennennn. $ 77,115
OthEr REVENUE .....ceeeeeeeee e s e e e aenns $ 34,912
Total Operating Revenue ...........ccccceeeevmmmmmmneeeeeeeennn. $ 1,077,902

Operating Expenses

Salaries, Wages and Benefits ................mmmmm e eeeeeenennn. $ 423,941
Supplies and EXPENSES .......ccooveiieeiiiiiii e $ 405,273
Depreciation and Amortization ...........cccoovvcceeeceeveiiiieenenn. $ 50,249
INEreSt EXPENSES .....vvvvvrrviriiriiiniiniiaeaaeaeeeeeeeeerseeereereeeeees $ 11,062
Provision for Bad Debt .......ooeuivenieeee e $ 28,390
Research, Sponsored Programs

and Community Health Services ..........ccooovceeceeciiiinees $ 89,665
Total Operating EXpenses ........ccooovevoiiieceneiiiieeeennnn. $ 1,008,580

Excess Revenue Over Expenses/Loss from Operations $.69,322
Monies Allocated to Capital Expenditures ..........oee..... $ 94,189

SIMILARITIES TO NASHVILLE

m Academically affiliated hospital system, including adaly dhealth services.

m Mission is similar to that of Nashville General: toeéor all regardless of ability to pay.
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DIFFERENCES FROM NASHVILLE

m  Much larger, higher volume urban system serving a more digerag of needs.
m Includes more prestigious medical school.

m Founded a managed care organization that runs the stalieadvtl program and its extender
(Commonwealth Care).

m Linked to a managed care system, but the BMC systeon iedre generalized population of
low-income patients, rather than linked to an employer-spedssystem.

m Linked to a network of community health centers.

OTHER NOTABLE FACTS/ISSUES

m CEO has announced January 2010 retirement.
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Enhancing Health Care Delivery to the Medically Underserved
and Indigent of Nashville and Davidson County

Dallas County Hospital District dba

Parkland Health and Hospital System
Dallas, Texas MSA

OPERATIONAL

Organizational Structure

Parkland Health and Hospital System includes:

— Parkland Memorial Hospital: 717 beds, 65 neonatal beds,r@8Rydpatient clinics (with 10
community-oriented primary care clinics and one mobil@@)i

— Parkland Foundation—currently conducting a $150 million cagatadpaign.
— Parkland Community Health Plan—participating in Texas’ hdiand SCHIP programs.

Manages Dallas County jail health system (direct cafigeafacilities and contracts for services
at four juvenile detention facilities) for ~7,000 inmates.

Annually Parkland provides nearly $477 million in uncompensates car
Serves as the primary teaching hospital for the Univeo§ifiexas Southwestern Medical Center.
UTSMC is paid (~$100 million in 2008) for services to Parklpatients.

More than 60 percent of the doctors in the Dallas area tiadergone formal training
at Parkland.

Governance

Board of Managers appointed by Dallas County Commissiorarg,Gvho also approve the ad
valorem tax rate and annual budget

Dallas County neither holds title to Parkland assetssnemtitled to any of Parkland’s
budget surpluses.

SPECIAL AREAS OF FOCUS

10 Centers of Excellence with the most skilled healthgsibnals and state-of-the-art tools
and equipment:
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Trauma m Women & Infants
Burns m Epilepsy

Spinal Cord Injuries m Gastroenterology
Cancer m Cardiology
Endocrinology m Orthopedics
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Workforce
B ACtiVE PhySICIANS.......ooiiiii i e 1,330
B Registered NUISES .......ocvveiiiiieiiie e 2,351
B Fellows and ReSIdentsS........cooveviieiiiei e 1,201
B OVOIUNTEEIS ...t e 800
B Total employees........coo o 8,140

Patient Volume

m Inpatient volumes.............ccooeiiiiiiiiiieeee. 41,474 (—3%, 2007)

m Emergency Department ViSitS...................... 130,020 (-2%7)

m Combined outpatient clinics............. 973, 3901 (+6% from 2007)

2008 Patient Demographics

LI o 1] 0= U o PR 51.5%

B AfTICaN AMEIICAN ....oeeiii e e 29.1%

[ O T (o= 1] - o [P 15.4%

B OASIAN e 2.7%

B Other 1.3%

FINANCIALS

m Ad valorem tax .254 assessed per $100 assessed valuat®2@00, levied by Parkland and
collected for Parkland by Dallas County.

m Comprised % of ~29% of revenues in both 2007 and 2008.

m November 2008 tax increase of up to 2.5 cents per $100 assaksdbn was approved to
allow Parkland to issue up to $747 million in revenue and geolgligation bonds toward
hospital replacement costs estimated to be $1.3 billiorklgia practices ‘pay as you go’ for
capital improvements).

FY 2008 Expense Budget: $996 million

B SUPPES ..o $214 million
B Purchased ServiCes ...........cccoeiievieiiniimcceeec e $139 million
B Pharmaceuticals.............ocoovviiiiiiiis s e $68 million
B Benefits ... $57 million
m Depreciation & interest............ccccceevvvvv e eeeeee.. $38 miillion
m FY 2008 Revenue Budget............eeeveeeeeeeeen. $861 million*

B Property TaXeS.......cceeevieeiiiiiiiiiiiie e eeeeeeeeeeeeeenens $408 million
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B Patient REVENUE ... s $359 million
[T O 11 o 1= SR $94 million

* Revenues include tobacco settlement dollars aswell as DSH funding

2008 Payer Mix
B Self-Pay* ... 12.3%
B Charity™ ... 30.4%
Y =T [ Tor= T P 14.4%
T =T [ Tox= 1o P 32.6%
B Commercial INSUranCe ..........cc.ooveeeieiieiicmmee e 10.3%

* Self-pay patients have no identified third-party payerrs® and do not qualify for the Parkland HEALJIHS program.

** Charity patients are Dallas County residents whalify for Parkland HEALTHbIUS program or other charitable payer sources.

SIMILARITIES TO NASHVILLE

m Southern, academic affiliation, and run by county government.

DIFFERENCES FROM NASHVILLE

m Receives 1/3 of funding through tax district.

m Lower self-pay as percentage of total payer mix.
m Receives DSH funds.

m Runs CHCs.
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Denver Health and Hospital Authority (DHHA)
Denver, Colorado MSA

OPERATIONAL

Organizational Structure/Background

m In 1950 Denver General Hospital and health department mergedaityoznd county
government (DHHA).

m DHHA began developing a system of community health cebtgmning in the 60s.
m In 1989, with DH $34 million in debt, the manager was firediwal improprieties
— In 1990s, Dr. Patty Gabow became CEO/Medical Direodpirts to Board of Directors:

» Establishes DHHA as an independent health and hospitalsriggithith approval by city
council and public. Mayor appoints governing board (1997).

» Undertakes numerous services-, quality-, information teolgyel and public relations
improvement campaigns.

Denver Health is a comprehensive, integrated organization with multiple
components including:
m 500-bed main hospital (Denver Health Medical Center).

m Houses the Rocky Mountain Regional Level 1 Trauma Centegrily academic level 1 trauma
center in the area.

m 911 medical response system for the City and County of DeResponded to more than 84,000
calls in 2008

Runs Denver Public Health Department.

Eight-clinic network of Family Health Centers throughoutchg.
12-clinic network of school-based health centers in Denvergsitiiools.
Rocky Mountain Poison and Drug Center.

NurseLine, a telephone advice line that offersstessie to patients 24 hours a day, seven dayska wee

Denver CARES, 100-bed, nonmedical facility community detoxifocasiervices for public
inebriates.

— Correctional Care Denver Health provides inpatient and tetpaervices to correctional care
facilities in Denver, Adams, Arapahoe, Jefferson, Lariarel Douglas counties, and the
Colorado Department of Corrections prison intake facility

» Denver Health also uses for minor injuries and illnesses
m Denver Health Paramedic School.
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m Rocky Mountain Center for Medical Response to Terrqgridiass Casualties and Epidemics.
m Rita Bass Trauma & EMS Education Institute.

m Colorado Biological, Nuclear, Incendiary, Chemical and Esipkn(BNICE) Training Center,
a statewide initiative to educate Colorado's healthaadepublic safety work force on the
principles of preparing for, and responding to, a weaponsast destruction event.

m Clinical training programs for medical residents anckdlhealth professionals in many
different specialties.

m Denver Health Medical Plan, Inc. (Managed Care Division).
m Denver Health and Hospitals Foundation.

All Denver Health staff physicians are on the faculty eftmiversity of Colorado School of Medicine,
and have teaching and research responsibilities.

Denver Health physicians are salaried employees wha i@tademic appointments on the University of
Colorado Denver School of Medicine faculty. Denver Healtersffuture health care providers training
in 28 medical specialties.

2008 Denver Health Patient Volume Data

Highlights:

m Denver Health’s Community Health Services (8 Family HeGkhters, 12 School Based Health
Centers) manages more than 350,000 outpatient visits, ases $ere-third of Denver’s
population annually.

m Twenty-five percent of all Denver residents, or approxaiyal 50,000 individuals receive their
health care at Denver Health.

m One of every three children in Denver is cared for by DeRalth physicians.

Denver Health Medical Center Admissions
m Behavioral Health Services .......ccoovvvviiiieeee e, 1,402
B Medical/Surgical ICU ..o 245
B NON-ICU.... 2,358
[ O] 015 (=] | (5= TR 4,172
I =0 1= 11 [ S 651
B Rehabilitation ... 220
B NUMSEIY e e oo e e e e e 3,544
B ONUSErY ICU e 240
B COMF - 175
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Operating Room Holdings ...................ccccoevvvveevvvviiiiiaeaeeaann, 1,242
B Total AdMISSIONS ....iniiiii i e e 25,592
B Babies DeliVered. ..o, 3,655
B Total Inpatient SUIgeries ..........ccoovvviiiiiiinieeeeeii e 4,911
B Total Outpatient SUrgeries.............ooevvvvieeemmmrneeeeeeeennnnnnn 3,693
Emergency Medical Services Patient Visits
m Responded to 911 medical emergency calls ............. 84,837
m Patients Transported to Area Hospitals (12)............... 50,883
m Emergency Department Encounters...............cceeeeeen.. 51,096
m Pediatric Urgent Care Clinic VIiSitS...........ccocccceeiveeeennnn. 17,754
m  Adult Urgent Care CliniC ViSitS .............oves e eeeeennn. 29,024
Total Emergency/Urgent Care Visits.......cccevcrrisnersisnnsssansssnees 97,874
m Admissions from Outpatient Emergency Department ....... 12,163
m Admissions from Inpatient Emergency Department.......... 11,343
Rocky Mountain Regional Trauma Center Patient Visits
B PediatriC Trauma.......ccooiiiiiiiieee e 211
B AU TraUMA. ... 1,775
B ED OBS .. 105
Total Trauma AdMISSIONS ......ccoriirrereeeiiceiiiineeneesiieeeneeeeennnnsenes 1,986
m Trauma Patients Treated and Released .................... 14,069
Occupational Health and Safety Patient Visits
B Workers’ Compensation..........cooovveuiieiiiiiceeee e 6,498
m  Non-worker's Compensation...........c.oevevveieicceemmeeennnn. 13,987
Total Patient Visits .....cccceecciieeiiiiiieieniiccinniineececccceeneneencennnen 20,485
DIA Clinic Patient Visits
B Workers’ Compensation .........c.oooeeuiiieiiiiiccceeee e 2,157

m Non-job related

I I = AV = 311

B FlU ShOtS.. e 110

Total Patient Visits .....cccceeciieiiiiiiiiienniicinniineeiecccceeneeeennennnnns 10,098
Rocky Mountain Poison and Drug Center Calls

Total HUMan EXPOSUIES......cccciiiiiiiiiiisiissssissssssssssssssssssssssssnas 123,989

B Workers’ Compensation .........c.oooeeuiieiiiiiccceeee e 2,157
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Human Exposures Involving Children Ag&9................ 75,781
Human Exposures Involving Children Agb.................. 61,092
Human Exposures Managed Onsite/
Non-health Care Facility ............c.ooviiiii e 90,786
Total Calls...cceeeeeeiciiiiiiiiiicceerrrrrreesee e s e ereenessssseeeeseeennnnssnns 239,699
Denver Health Nurseline Calls
B e & 1 -] | £ UU 94,707
Community Health Services Patient Visits
B DENtal .o 31,794
B Family PractiCe.........cooiiiiiiiiie e 78,482
m Denver Health Medical Plan Clinic ............... coeuuun....... 9,506
m General Internal MediCine..........coooveviiiiieeeieeans 93,346
[ T Yo [\ (o 78,586
B OWOMEN'S CaAlC..ueieiii e 43,363
m School-based Health Centers..........ccoovvivicumememeneennenn 17,103
B Total Patient VISItS.....c..ove i 352,180
Specialty Care Clinics Patient Visits
Medical Specialty DIVISION ............ouuviiiiiieemeeeeeieennnns 21,320
B SUrgery CliNIC......oovuuieiiiiieeeiiee e 7,785
B Orthopedic CliNIC.........ccuiiiiiiii e 18,678
B EYe CliNIC...oo e 15,590
m Ear, Nose and Throat CliniC .........oeevviiiiiiiiiiiiieeens 4,268
Total Denver Health Specialty Care Patient Visits.................. 67,641
m Physical Therapy Encounters ............ccccvvvviiineeiiinnnnns 93,993
B NUtrition and WIC ..o 16,634
Denver Public Health Clinics Patient Visits
B IMMUNIZALIONS . ooenieieie et et e e e eneens 11,056
m Infectious Disease/AIDS CliNiC.........covvvvivieemceeneineennen, 13,946
m Metro Health (STD) CliNiC...........ccovvimiiiimmmm e 18,126
B TuberculosisS ClNIC ......c.coviiiii oo 14,577
B Total Patient VISIES......c.ooiv i, 57,705
Denver CARES Community Detoxification
m Detoxification EpiSOAes ...........ccoveveiiiies o 24,337
B DUI EPISOUES. ......iiiiiiiiiiiiii et 1,596

John Snow, Inc.
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Additional Denver Health Figures

Birth Certificate Copies Issued.............cocceeeeiierinnnnn.n. 38,842
Death Certificate Copies Issued...........coceccceeneevennnnnnn. 30,692
Clinical Social Work Patient Care and Consult Hours 39,027

Inpatient Meals Served...........ccooooiiiiiiccoci e 819,058
Laboratory Tests Performed.................c. ... 1,396,558
Medical Imaging Diagnostic Exams (X-rays)............ 173,791

Outpatient Prescriptions Filled ............ccccoooeiiieeneennn. 720,694
Pounds of Laundry Processed .........ccccoovvevceeeeeen.. 2,689,377
VOIUNTEEN HOUIS ...ttt e e a e 12,766

Personnel data not readily available.

FINANCIALS

Financing mechanisms (e.g., health district, managed care provider, etc.)

Denver Health Medical Plan, In@perates under Denver Health’'s Managed Care Division.
Membership Comprised of employees and retirees of the Deleadth and Hospital Authority
and the City and County of Denver (16,000 members in 2007).

Also offers Medicaid Managed Care (36,000 members in 2007).

A commercial plan offered to Denver Health and City ehizer employees Child Health Plan
Plus (CHP+) (4,000+ members in 2007).

Medicaid Choice allows members to have prescriptions fdtetb cost and provides a group of
over-the-counter medications, also at no cost.

Denver Health Medicaid Choice is a group of doctors, clitiospitals, pharmacies, and other
providers.

Individuals who are eligible for Medicaid and live in Adamsapahoe, Denver, or Jefferson
County can enroll in Medicaid Choice.

Two Medicare Advantage plans—Choice and Medicare Seleceradie for the senior and
disabled populations (2,000 Medicare Choice members in 2007).

Denver Health Net Revenues 2007—Audited

(@] 1S oTo] g LYo =T o HN 4%
City PaymMeNnt ... e 6%
Disproportionate Share Revenue..................commmneeeeen.... 10%
MEAICAIE. ...ttt et e e e e enees 10%
MEAICAUD. ......vveie e 27%
Other Operating & Nonoperating .............cccoevuemmmmmeeeeeeennne 8%
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B Upper Payment Limit..........c.ooooiiiiiiiccce e 2%
B OPIIVALE e 18%
B Other Safety Net ..o 3%
B Restricted Grants/Contracts.............cuuiceecceeieeeeeiineeeeiinnnn. 7%
B City Funded ServiCes .......oouuiiiiiiiii e e e 3%

2007 Financials (2006)

Operating revenues

m Net patient service revenue ...........cccceeeeeeeeeeeens $219,350,931............. ($228,441,411)
B Premiums €arned ........oouveeeeeeeeeeee e $124,357,149............... ($85,299,471)
m Medicaid disproportionate share and

other safety net reimbursement.................. e $69,576,019 ... ($76,861,901)
B Primary care funds.........cccccooiiiiiiiiiiiie e $6,744,468................. ($7,015,549)
m City of Denver payment for hospital services ........... S27TAD.............. ($27,270,000)
m Federal and state grants....................commmmmmeeeo.... $31,394,162 ... ($28,702,884)
B Other grantS......coooooviiiiiiii e $16,868,654............... ($14,550,503)
m City of Denver purchased services ................... $16,175,257............... ($15,423,491)
m Poison and drug center contracts...................... $21,551,811 ............... ($17,603,769)
m  Other operating revenue...........cccvvveeeieeevvennnnnnn. $17,258,931............... ($13,383,912)
m Total operating revenues.............ccooeveeveemccnnees $550,820,082............. ($514,552,891)

Operating expenses

m Salaries and benefits ........coovvvviiiiiiiiiiieeeeee e, $311,009,466............. ($282,452,840)
m Contracted services and nonmedical supplies ........... $98,006,225......($91,705,418)
m Medical supplies and pharmaceuticals............... $51,582,508............... ($48,383,821)
m Managed care administration and claims............ $55,503,804............... ($45,782,128)
m Depreciation and amortization..................cceeeee... $29,297,932................ ($24,433,715)
m Total operating eXpenses..........ccocevevvevnieeneeacees $545,399,935.............. ($492,757,922)

SIMILARITIES TO NASHVILLE

m Hospital has ties (historical) to city/county government
m Has employer-sponsored program that provides care taftsetirees.
m Provides care to inmates.

iI
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DIFFERENCES FROM NASHVILLE

Is now an entity independent from city/county government.
Includes FQHCs under its ownership.
Inmate care is at its own facility or done via telehealth

Heavy use of health informatics, including its health eent

Has strong links to regional premiere medical trainingygams. Gets DSH dollars and has a
variety of other public sources of funding other than the goeent—including its own managed
care division. Strong, clear, and visionary leadershipceéeti solely to the success of DHHA.

OTHER NOTABLE FACTS/ISSUES

m State’s largest Medicaid provider.

m Denver Health’s charges for medical services are lowertti®average for metropolitan Denver
peer hospitals in all 35 DRGs (reported by the Coloradsphial Association).

m Denver Health has been undergoing LEAN initiatives, based ohaymta model with many
examples of success.

m Denver Health is trying to be more green.

m Denver Health Health’s charges were the lowest of anymet&n Denver hospital in 25 of the
35 categories.

]
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Fulton-Dekalb Hospital Authority and

Grady Memorial Hospital Corporation
Atlanta, Georgia MSA

OPERATIONAL

Organizational structure

In January 2008 a coalition of state and community leadeeg@gp create the Grady Memorial Hospital
Corporation (GMHC), a nonprofit corporation charged waittministering the hospital. In March,
members of a new 17-member board were announced.

The GMHC oversees the day-to-day operations of GradittH8gstem, through an agreement with the
Fulton-DeKalb Hospital Authority.

The 10-member Fulton-DeKalb Hospital Authority Board ovessbe operations of the Grady Health
System. Fulton County Commissioners appoint seven menamner§eKalb County Commissioners
appoint three.

Grady Health System consists of:

m  Grady Memorial Hospital

m Henry W. Grady Health System Foundation (501c3) improvegquakty of health care services
for metro Atlanta's indigent, uninsured, and criticakgaatients through education, capital
renovation, research and development, and advanced nmtedicablogy and support.

m A network of eight Neighborhood Health Centers (17,000+svisi2008) and one Primary Care
Center at Grady Memorial Hospital (30,000+ visits in 2008)
Academic Affiliation

Grady Memorial Hospital (Grady) is the teaching ha@dgdr the Emory University School of Medicine
and the Morehouse School of Medicine, and is staffed exclydiyethese doctors. Appears to be via
contract in which the medical schools are paid.

In addition, Grady sponsors The School of Radiologic Technotbgyoldest in Georgia.

25 percent of all doctors practicing medicine in Georgia heseived some or all of their training
at Grady.

SERVICES OFFERED/AREAS OF EMPHASIS

m Only Level One Trauma Center within a 100-mile radius.

m Nationally certified Stroke Center of Excellence—buildengew Neuro Intensive Care Unit.
Grady’'s Neuro ICU will provide cutting-edge acute emergemacy tor traumatic brain injury
and stroke patients.

]
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One of only two Burn Units in the state.

Georgia Cancer Center for Excellence.

Renowned Diabetes Detection & Control Center.
One of the nation's top Infectious Disease Programs.
Regional Perinatal Center/Neonatal Intensive Care Unit.
The ambulance provider for the city of Atlanta.
Primary Care Center.

Eight Neighborhood Health Centers.

Crestview Health & Rehabilitation Center.

First Comprehensive Sickle Cell Center in the world.
Teen Services & Rape Crisis Center.

24-hour Advice Nurse Line.

Dedicated 60 Plus service line for older adults.

2008 Patient Volume:

Licensed Hospital Beds.............cooiviiiiicceeemrcieeee e 953+
Annual outpatient Visits....................... 600,000+ oudpatvisits
Inpatient Discharges................. (~2,250 in Decer?b6B alone)

Emergency Department visits.....(9,600 in December 2008 alone)

Personnel
| ] Management team structure

m Hospital Authority

FINANCIALS

Financing mechanisms
County payments, Hospital Foundation, Indigent Care Truisdl F

Payer mix
UNINSUred ......ocoiiiiiiiiieeie e e 29-34% (Outpatient 43-51%)
Medicaid Pending ..........cccoooeveiiiiieniinnnnnnn. 12-15% (Outpatient 4—7%)
Private INSUranCe ............covvviiiiiisiieeeeeen e 14-18% (8—-10%)
[T [ Tor= T = 15-19% (17—20%)
Medicaid Managed Care .............cccceveevscommmeneceeeeennnn... 5—-8% (5-6%)

]
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................................................................ 12-16% (11-18%)

2008 revenue and sources (Unaudited from annual report)

Revenue
Net patient Service revenue ..........cccceeeveeeeeeeeeeneeeeennn. $357.6 ($336.0)
Indigent Care Trust Fund revenue .................commmmmeeenn... $75.3 ($74.6)
Grant and other operating revenue............cccceeeeevve. $94.4 ($83.1)
Total REVENUE.........cooviiiiiiiieieeeeeeeeeeeeeeeeeees $527.3 ($493.7)
Expenses
Labor COSES ......vvviiiiiiiiiie e, $319.5 ($334.0)
Physician ServiCes...........coovvuiriiiiiieeme e $74.9 ($74.0)

Supplies and purchased services...............commmm..... $172.0 ($175.6)

Other operating eXPeNSEe........cuuuvevieieieeeceemeeie e eeeinnee $63.7 ($37.8)
DEPIECIALION ....uvvviiiiieeee ettt e e $30.9 ($31.0)
INEEIESE. ittt emmmmmr e e e e e e $5.2 ($12.8)
Total Operating EXPENSES .........vvvvvuiiriiiiereraeeeeeeeeenn, $665.9 ($665.2)
Contributions to or from others:
FDHA ..t $-1.6 ($0.0)
CHOA* & SEAt.....ciiiiiiiiiiieee et e e e $3.2 ($5.2)
Operating loss before contributions from counties........ $O1F#166.3)
Contributions from counties..............ccoiiiiccieeeeeeeeennnnnn. $90.4 ($126.1)
Operating LOSS........cccccuuviiiiiiieee e $-46.6 ($-40.2)
Non-Operating Income
INVeStMENt INCOME........uiiiiiiiiiiiiiiii e $-0.5 ($0.6)
OhEI et $13.6 ($4.3)

Deficiency of revenue over expenses.............cccc...... $-33.5 ($-35.3)

*Fulton-DeKalb Hospital Authority (FDHA)
*Children’s Healthcare of Atlanta (CHOA)

SIMILARITIES TO NASHVILLE

John Snow, Inc.
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Working to improve image to community
Re-structured itself to address financial crisis
Affiliation with historically black medical college (Mehouse)

Like Vanderbilt, Emory also has its own health careesyst

DIFFERENCES FROM NASHVILLE

Reputation of Emory and Morehouse is more prominent thaotihd¢harry.

Hospital is much larger

Atlanta is a more internationally diverse and prominéwgtcan attract larger donors
Fulton and Dekalb Counties make a contribution, possiblydb@sencompensated costs:
Fulton County 2008 ~$100 million in uncompensated costs/~$6®midbntributed

[
[
[
[
[
m Dekalb County 2008 ~$50 million in uncompensated costs/~$l@mdbntributed

OTHER NOTABLE FACTS/ISSUES

From 2008 Annual Report:

“The year 2008 was a transformational one for Gradyth&ystem, a year of planning and of
building momentum. We became a tax-exempt, charitabléuitish, and along with a new
organizational structure came a powerhouse Board oftne We began installing a new,
highly experienced leadership team.” In response to thelsdand-raising campaign to raise
$100 million for the hospital, the Robert W. WoodrufiuRdation pledged $200 million over
four years, and the medical insurance company Kaiserapemte pledged $5 million.

We received a $200 million pledge from the Robert W. Woddoifindation that kick-started a
fundraising effort that is on pace to hit its $325 millioralgo

2008 was also a year of redefining ourselves—to our patientsciaimgs staff and legislators, as
well as to the communities and regions we serve. Ogsage going forward: Grady is the
beating heart of our region’s health care system. lnetlke sure it's healthy.”

This change led to a game-changing commitment of $200 miftion the Woodruff Foundation
for capital improvements. For a health system thant been able to invest in new equipment in
more than a decade, this is a major advance.

Since the beginning of 2009, we have seen additional fgrmimmitments of more than $65
million. The change in governance has also led to auuitenent of top-flight health care
executives who believe this is the start of Grady'®migsance.

Dwindling government and county payments, rising costs, aear&ity of privately insured
patients have left Grady with annual shortfalls of entivan $40 million in recent years.

]
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In 2009, Grady paid out more than $40 million in past due pagfienpharmaceuticals,
pension funding, and for past services provided by Emory Untiyensd Morehouse schools

of medicine.

Some of our costs have been offset by more than $6@mitlicost savings we have delivered
since mid-2008, made possible through the great work of our tiedlistaff. In 2009, we have
reduced overtime dollars per pay period by more than 50 peroemqtared with 2008. Length of
stay, another important metric, is down by THREE daybe past year. We have also increased
the efficiency of our operating rooms by going to an estdyt program with scheduled turnover
times. Finally, through the efforts of our medical agsing staffs and our triage system, we
reduced the number of nonemergent Emergency Room visits.”
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Health and Hospital Corporation of Marion County
Indianapolis, Indiana MSA

Encompasses Marion County and the seven contiguous counties
(Boone, Hancock, Hamilton, Hendricks, Johnson, Morgan, and Shelby Counties)

OPERATIONAL

The metropolitan Indianapolis safety net system wasritbescin a December 2008 safety net assessment
report as fragmented and often operating within orgaoiztsilos. Safety net members include:

m Nonprofit and public hospitals
m  Wishard Memorial Hospital is the largest safety net hakpi
m Nine CHCs (3 with dental), eight run by Wishard, one byr&incis Hospital

m 14 FQHCs (eight run by HealthNet, affiliated with Clarldealth, but Clarian Health does not
provide general operating support for HealthNet’s FQHCS)

m 16 Free Clinics (many of which are faith-based)
m Three federally funded Community Mental Health Clinics

m 75 of Marion County’s 221 public schools have nonprofit school-bassdsctalled “Learning
Well,” mostly funded through local private foundations Habancludes funding from the Health
and Hospital Corporation of Marion County, the IndiandeStepartment of Health, United
Way, and others.

— School clinics provide health care services to 37% of Indiaisapablic School Corporation
(IPS) students, via 205,384 visits during the 2006—2007 school year.

— Some Learning Well clinics offer extended hours for pargitied) of school children.

— Staffed and equipped (partial, in-kind donations) by lboapital systems (Community,
St. Francis, St. Vincent, Wishard), FQHCs (CitizdtealthNet, Shalom), and the Marion
County Health Department.

m Six of the eight county LPHDs have a clinic that offeesvices on at least one day per week.
Marion County has seven such clinics, while Shelby Cobasynone. LPHD service fees are
provided on a sliding-scale fee basis or are provided @relew-income residents. A service
commonly offered at LPHD clinics is vaccination againswpntable

m  Ryan White HIV clinics

m  Marion County Health Department Community-Based Calieate personal service programs
directly to neighborhoods and provides immunizations, flu shaterculosis testing and
medication, blood pressure checks, head lice screening aratiedupregnancy tests, health
education and referral services.

]
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HEALTH AND HOSPITAL CORPORATION OF MARION COUNTY

m Operates the Marion County Health Department and Widlardorial Hospital and its
health services.

m Runs Health Advantage Program, a managed care organiatiow-income residents.

— Has statutory authority as a municipal corporation to texydollars. HHC utilizes its tax
dollars to fund its services and the Health Advantage Pmogra

m The corporation is governed by a seven-member Board oféEgjstthose members are
appointed by the Mayor of Indianapolis, the City-County Cdwamd the County
Commissioners. Board members are appointed to four-yeas.te

MORE ABOUT WISHARD MEMORIAL HOSPITAL

(WISHARD HEALTH SERVICES)

m  One of the five largest safety-net health care systeitimeioountry.

m  One of only two hospitals (other is Clarian Health) nmggthreshold to get DSH dollars.

m Indiana’s largest provider of indigent primary care, spgcedre, mental health services and
low-cost pharmaceuticals.

m Accredited by the Joint Commission on Accreditation of tiealre Organizations.

m Affiliated with the Indiana University School of Medicine, Wggch Community College, and the
Purdue School of Pharmacy.

— IU School of Medicine physicians are not employees of &véshlealth Services but care for
Wishard patients through the group practice plans of U dééd@roup—Primary Care and U
Medical Group—Specialty Care. Data not readily availablether affiliation arrangements.

m Has a jail unit.
m Includes eight of the nine area CHCs—the other is opebgt&d. Francis Hospital.

m Fundraising arm is Wishard Foundation, established in 198%8%(c)(3), not-for-profit
corporation.

AREAS OF FOCUS/SPECIALTY

Includes the Indiana University Level | Trauma Center
Center for Youth and Adults with Conditions of Childhood
Richard M. Fairbanks Burn Center at Wishard

Lockefield Village Rehabilitation and Healthcare Center
IU National Center of Excellence in Women'’s Health

Midtown Community Mental Health Center

...
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Wishard Patient Volume Data not readily available other than:

m Inpatient Beds................... licensed) 473 andfexin26

B OAJUIE ICU ... 12

B Surgery/Trauma ICU ........ooovviiiiiiiiiiieeeeee 8

B BUm UNit...o e 8

m Progressive ICU (step down)...........coeveviiiicoecceen. 29

m Special Care NUrsery ..........cccccevvvvneses o e eeeennnn. 16

m Annual admissions.......... 22,293 (5,200 ICU admissions)
m ED annual census for 2006...........cc.coeevvvnennns 108,863

B OAAMISSIONS ..ot e eas 11,786

m Critical care admissions ................ 4,409 (58% from ED
B Burn Unit ADMISSIONS..........oiviiiiiiieeieiii v eceee e 378

m Pediatric patients iN ED.............cooiiiiccccee e 5,497

m Patients seen in the Pediatric Urgent Care ....34,545

m Patients seen in the Womens’ Visit Center ........... 17,953
B Total ROOMS ... e 79

m Urgent Visit Center.........cooiieiiiiiiiiieiiccee e 11

m Holding Room (prisoners)..................... 13 (4 monitored)
B General eXxam ro0mMS .........coeeveiiinieiiiiiieee e 17

O 1 [0 {0 o] 4 LS 1

B Ambulance Triage (“AT”).ccceeeiiieieii e 20

m Observation Area (monitored).............oveiiieceeeeennn. 14

B ShOCK ROOMS.....couiiiiiii e 4

Wishard Staffing Data not readily available.

More on the FQHCs, CHCs, and Free Clinics Providing Primary Care Services, by
County (from the December 2008 Safety Net
Assessment Report)

m All of the Metropolitan Indianapolis CHCs are located iarddn County.

m 11 of the 13 Metropolitan Indianapolis FQHCs are locatéddanon County.

m FQHC and CHCs cared for a total of 185,272 patient$, tmib-thirds of these patients seen in
CHC settings, 2006, the Indiana Primary Health Care Assoc (IPHCA).
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m In 2006, CHCs reported that one-fifth of their clients wenmsured and 27% were
Medicaid-eligible.

m Annual patient growth in CHCs has averaged 9% 2004—-2008.

m 16 FQHCs and CHCs differed in their major payer soues,composition of their service
populations. FQHCs had proportionally more Medicaid and uredstirents, while the CHCs
had more local and Medicare funding.

m CHCs also had proportionally more black and Hispanic gatiamd fewer persons in the
working age group of 20—64.

FINANCIALS

Health Advantage Program

m Health & Hospital Corporation of Marion County pays a $Xhthly capitation payment to the
local health center or health care entity responsilericoliment.

m Provides access to inpatient and specialty care sttafl Hospital.

m As of 2008: ~60,000 enrollees 20+ participating providers, inclUgipigCs and the Indiana
University Medical Group (IUMG)

Eligibility
m  Marion County residents with incomes at or below 200% efRederal Poverty Level (FPL).
m Do not qualify for any other assistance programs or cacialénsurance.

Project Health

m Coordinates specialty care referrals for patienth micomes below 300% of the FPL to
volunteer medical specialists at local hospitals.

m Participating hospitals: Clarian, Community, St. Vincémtliana Heart Hospital, and
Rehabilitation Hospital of Indiana. Works on ED vigtluction.

m 1,300+ enrollees.

Healthcare Access Collaborative

Participating organizations: Eight of the local area FQHIZ4Cs, Free Clinics and supplemental safety
net providers not operated by or affiliated with hospiyatems to share practice information, discuss best
practices, coordinate resources, and collaborate on gipitadions.

Hoosier Healthwise, Aged/Blind/Disabled, and Healthy Indi&lan (HIP) are other Indiana programs
that receive direct Medicaid payments.

iI
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SIMILARITIES TO NASHVILLE

m Appears to have similar racial dynamics within the tyafiet system (e.g., racial disparities
among those at FQHCs vs. CHCs is probably mirrored anmenigaspitals as well).

Linked to teaching institution.
Linked to county government.
Does not include FQHCs (but includes CHCSs).

Includes care for prisoners (although this program seeins its own ‘unit’).

DIFFERENCES FROM NASHVILLE

m Run by Executive Director reporting to county board of health

m Receives tax revenue to support.
m Is allowed to issue bonds to support current and future needs.
m Includes community health centers within its model of care.

m Appears to have more publicly funded options, including taepaged care program, taxing
authority, and DSH dollars.

OTHER NOTABLE FACTS/ISSUES

Much of the FQHC and other safety net data included in this summaetycsirae from a December 2008
report by the Marion County Health Department funded by a local foundatitad ¢dlhe Healthcare
Safety net of Metropolitan Indianapolis,” by Dr. Millicent Fleming-Mor et al. This report includes an
excellent description of the safety net, its players, and itecgmats, and should be reviewed in advance
of any other in-depth research interviews.

m Wishard is gearing up for a November 2009 bond measure ($613-$6@h)ndl replace and re-
locate its facility near the Indiana-Purdue Univershgi®d Indianapolis campus.

m Indiana has a Hospital Care for the Indigent Program (HiBjatewide tax (formerly county-
based) used to help fund DSH and UPL.

m DSH and Upper Payment Limit (UPL) funds make up a majdigroof total income for
Wishard and Clarian Health hospitals. These funds heea partially diverted for the state's
Healthy Indiana Plan (HIP), restricted by hospital-sjgecaps, and are now more widely shared
among hospitals. These cuts represent a very significamicfad threat to Metropolitan
Indianapolis safety net inpatient care providers.

]
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Seattle King County Public Health
Community Health Centers
Harborview Medical Center

Health System
Seattle King County, Washington MSA

OPERATIONAL

Seattle King County safety net consists of a large murobdifferent safety net providers
and organizations:

m Harborview Medical Center / Pioneer Square Clinic:
— Owned by King County
— Governed by a county-appointed board of trustees

— Managed and staffed by UW Medicine, which provided over $18i@mof charity care as
measured by foregone charges, with Harborview MedicaleCatounting for 80% of this
amount.

— Based on Department of Health information, Harborviewigesv46% of charity care
provided by King County hospitals ($124 million in 2007) and 21%efotal provided
statewide.

Community Health Centers of King County (CHCKC)
Puget Sound Neighborhood Health Centers (PSNHC)
International Community Health Services (ICHS)
SeaMar Community Health Centers (SeaMar CHCs)
Country Doctor Community Health Center (CDCHC)
Seattle Indian Health Board (SIHB)

Odessa Brown Pediatric Clinic

Pacific Medical Centers

Public Health Seattle King County Clinics

University of Washington Neighborhood Clinics
Other contributors to the safety net include:
m  Community Health Plan-managed care network created basin Washington.

m King County Project Access-created in 2005 for specialtg tor low-income uninsured patients
who are <200% Federal Poverty Level, live in King County uaresured and not eligible for
Medicaid or Medicare.
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— Typically, enrollees get their primary care in the comnyumgialth centers or public health
clinics in King County. When their primary care physicdetermines that the enrollee has a
medical need to see a specialist, KCPA links them wihatipropriate specialist and sees that
they have the help needed to make their appointments and foilmwgthon required medical
care. KCPA provides case management services to enrollees.

Molina Healthcare of Washington

— Regional HMO serving members of public health insuranagranes (e.g., Medicaid,
Medicare, SCHIP, etc.)

MORE ON HARBORVIEW

Services/Areas of Emphasis

Only Level | adult and pediatric trauma center and regibual center serving Washington,
Alaska, Montana, and lIdaho.

Centers of Emphasis for neurosciences, trauma, beewstruction and rehabilitation, mentally
il and medically vulnerable, and AIDS/STD treatment.

Patient Volume

Licensed beds: 413 (Highest occupancy rate [99% in 2007] of amjtdélan the region.)
Nearly 76,500 Emergency Department visits in 2007.

More than 18,500 inpatient admissions in 2007.

More than 218,200 outpatient clinic visits in 2007.

More than 12,500 surgery cases in 200.

Employees: 4,143.

Physicians: 413 active medical staff .

FINANCIALS

From UW annual report:

Harborview Medical Center

2008 Net clinical revenue from patient services (in S000s)

o
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FY 2008 Net operating income: $16.3 million (2.6% operating margin)

Ratio/Indicator Moody's “A” UW Medical Center Mlc—algirgzglrggmer
Operating margin 2.6% 4.1% 2.6%
Debt to capitalization 35.3% 19.4% 1.3%
Days cash on hand 180 105.9 105.1
Days in A/R (net) 50.1 53.7 62.3

* The Harborview debt to capitalization number reflectsddygital support provided by King County through voter-approved

general obligation bonds.

FY 2008 Clinical activity for Harborview Medical Center

Statistic FY 2004 FY 2005 FY 2006 FY 2007 FY 2008
Admissions & short stays 22,336 22,973 22,439 21,147 21,164
Patient Days 131,355 125,189 129,831 133,345 136,662
Outpatient visits 221,413 221,159 223,916 218,229 230,815
Emergency visits 87,634 79,112 81,073 76,491 68,987
Average Length of Stay 6.9 days 6.8 days 6.9 days 7.2 dpy</.4 days

SIMILARITIES TO NASHVILLE

m Academic medical center with some outpatient charitg,daut its specific contribution to charity

care is unclear.

m Linked to county government.

m Strategic planning to create a more cohesive system is underwa

m Includes Project Access, like Bridges to Care, but forigpts only.

DIFFERENCES FROM NASHVILLE

m Larger, more complex safety net and hospital system ssldgea wider variety of diverse

patient needs.

m More prestigious teaching program that encompasses othes asawell.

m Significant and broad community participation in planning andignoy for safety net.

OTHER NOTABLE FACTS/ISSUES

m Public Health Seattle King County initiated a safetystedtegic planning process (first report

published February 2008).

m Indicated consideration of folding public health clinics ifte FQHCs.
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Shelby County Health Care Corporation dba
Regional Medical Center at Memphis (The Med)

Memphis and Shelby County, Tennessee
(Largest urban area in state and most populated county)

OPERATIONAL

Organizational Structure

m Shelby County Health Care Corporation Board: 501(c)(3pradit organization that governs the
Regional Medical Center at Memphis (The MED).

m 12 members

— One ex-officio member will be the president of the Redibtelical Center with vote.
Two ex-officio members (with no vote) will be medic@ledtor and the president of the
medical staff.

— Appointed by the County Mayor and confirmed by the Go@ammission.

— Purpose is to set policies and oversee operations (maaugihg on quality and patient safety)
of theRegional Medical Center (The MERNd affiliates.

— Three-year term.

The MED

Primary source of care for Shelby County’s uninsured.

Acute-care teaching hospital site for the University of Tesee Health Science Center.
More than half of all physicians in Tennessee have traered here.

Serves a six-state region within 150 miles of Memphis, Tamees

86 percent of its hospital admissions are from Tennessee andc@tpef these are from
Shelby County.

2001 data:
m 347 staffed beds
m 16,000 inpatient admissions, including approximately 4,500 newb bveriles.

m  Approximately 340,000 outpatient visits at the main campus amora than a dozen offsite
facilities.

m Eight Centers of Excellence

— Firefighters Regional Burn Center

— The *Elvis Presley* Memorial Trauma
— High-Risk Obstetrics
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— Wound Center
— Sheldon B. Korones Newborn Center

— Adult Special Care Center
— Sickle Cell Center

m Operates 10 primary care outpatient clinics located throughedémphis area known as
Health Loop(not FQHCSs).

— Before 1999, the Shelby County DOH operated six clinidspittvided primary care services
as well as traditional public health services such as ingations and prevention activities.
The merger of these DOH clinics with The Med's four niyncare clinics was designed to
reduce duplication of services and increase coordinatioveba providers who have
compatible missions.

— Sees0,000+ patient visits per year.

— Connected to the specialized services of THE MED tirdbe Shelby County Health Care
Network, which includes the Memphis and Shelby CountyitH€separtment ani¥edPlex
The MED'’s outpatient facility.

m Outpatient specialty servicééedPleXRehabilitation Hospital of Memphis known for its
innovative approaches to patient rehabilitation resultingiickgand complete patient recovery.

m The MED’s medical communications centBf§DCOM) facilitates critical ground and air
ambulance-to-hospital medical communications.

m No psychiatric care—outsources psychiatric emergency departoneakeside Behavioral
Health System, placing 13 Lakeside staff at The Med fareptent with area providers. Or
patients get transferred to Memphis Mental Healthtlrist(state hospital).

m A 2004 George Washington University Study found a significartep¢age of emergency
department visits at The Med are for patients whose conslisicnon-emergent:

— 14% of all emergency department encounters that dicegolt in an admission were for
patients who presented with non-emergent conditions.

— Another 14 percent were for patients whose conditions wezsgent but could have been
treated in a primary care setting.

Personnel data not readily available.

THE MED FOUNDATION

m Charitable, nonprofit, 501(c)(3) fundraising arm for the Regfidhedical Center at Memphis
(The MED).

m Founded in 1986, the Foundation operates for the benefit of Hizwth a volunteer Board of
Directors, which guides the fundraising, allocations, amdgtment of dollars.

m Foundation’s fund began with a transfer of $50,000 from dorsatexeived by the hospital from
Elvis fans.
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Other safety net providers: two Federally Qualified Health CentEQHCs) Christ Community Clinic
(established in 1995 by Baptist Memorial Health Care Foundation) and Meirphlth Center, and a
faith-based clinic system called Church Health Center.

Methodist University Hospital and LeBonheur Hospital for Children are migortant sources of care
for the uninsured. BOWLD Hospital, operated by the Universityenh@ssee, Methodist Hospital, and St.
Francis, also provides care to uninsured and underserved residents.

MORE ON THE CHURCH HEALTH CENTER

m Largest faith-based clinic of its type in the country.

m Provides medical services for the working poor, wellregsfitness education, congregational
outreach for health information, preschool childcare.

m Started in 1987 by a family practice physician and orddifreted Methodist minister.
m 50,000 patients of record without relying on government funding.
m Eligibility requirements for patients:
— Shelby County resident.
— Age 17 or younger or are still in high school must be uninsurbdve TLC TennCare.
— 18 or older must be working* and uninsured:
* Men must work at least 30 hours per week.

* Women must work at least 20 hours per week.
* Sole care-giving parent of a child six years old or youndees not have to meet the
work requirements. Homeless may also qualify t@bexpatients.
m Runs Hope & Healing:
— 80,000-square-foot, comprehensive wellness facility, offeruegything from personalized

exercise plans and cooking classes to group exerciseskasg activities for children
and teens.

— Sliding-scale membership fees are based on income aitd $&@, so healthier living has
never been more affordable.

m  Runs an employer-sponsored health care plan (The MEMPHIS €&kated in 1991) for small
businesses (<200 employees) and the self-employed.

— Employees must be <200%FPL and work at least 20 hours per week.
— Memphis Plan volunteer doctors see patients in theiraffiaes.
— Linked with Methodist hospital.

— Led a communitywide effort (1995-1999) to expand the “Memphis’Bg working jointly
with theMemphis and Shelby County Medical Societythe project, focusing specifically
on bringing more private physicians into the Memphis Plan. Theginogs part of the
Robert Wood Johnson Foundatid®®WJF)Reach Out: Physicians’ Initiative to Expand Care
to Underserved Americamgtional program.
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FINANCIALS

From The MED Web site

It takes approximately $331 million annually to operate o such as the Trauma Center, Burn
Center, Neonatal Center and MedPlex at The Regionaldslledenter at Memphis (The MED). The
approximate percentage breakdown of the source of those funide éaumnd below. All of these funding
sources are critical to sustaining the tremendous work caettiegery day at The MED.

In 2008, The MED provided over $255 million of Charity Care taréiséents of this community.

State of Mississippi  State of Arkansas
{0.9%) (0.0%)

Local Government
Agencies ., 4

(8.4%)

Grants/Medplex
Pharmacy, Other T
(5.0%)

2001 financial data (more recent data not readily available):

m 42 percent of outpatient visits were reimbursed by TennCar22apercent of the visits were by
uninsured patients.

m Provided over $50 million in bad debt and charity care

From the 2004 George Washington University Study

m Adjusting DSH rules would likely bring in about $5 million frolnkansas and Mississippi. The
federal government, however, has prohibited DSH funds fronglzbstributed across state lines.

m Mississippi recently gave The Med $10 million from its talwafund in recognition of the care.

m The Med officials previously argued that the facility sldoreceive funding from Mississippi's
trauma fund because it is the only Level | trauma centes#naés northern Mississippi and

because it spends as much as $9 million annually treatinguathtrauma and ED patients from
that state.
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m Mississippi Medicaid paid almost $8 million to The Mad2002; however, regulators determined
that the payment did not comply with guidelines concerning&déedicaid matching grants
and the federal portion of the payment was withdrawn.

m The Med receives $30 million from Shelby County to defrayctists of uncompensated care.

SIMILARITIES TO NASHVILLE

m Located in Tennessee.

m Affiliated with teaching hospital.

m  Community dynamics appear to be similar to that of Naghdlthough academic affiliation is
not as complex.

DIFFERENCES FROM NASHVILLE

Has a broader geographic reach, larger number in the tasagket.

Has a teaching hospital linked to clinics for underserved.

Does not have as many FQHCs as Nashville.

Benefits from EAP funds by having a very large percentagehCare enrollees in its
payer mix.

m  Community seems to have a general sense of the safetyst@in—the Med provides a
unified base.

OTHER NOTABLE FACTS/ISSUES

From the 2004 George Washington Safety Net Study

m  Memphis’ safety net providers generally do not collaborate or coordieatcss. Long-
standing turf issues, competition for patients, and feelings otidisimong members of the
safety net inhibit efforts to coordinate care and to exchange informatimss sites.

m Although there is a general sense that sufficient primary care cgpadgts to meet the needs of
Memphis residents, this is not the case for specialty care.

m Uninsured and low-income patients have very poor access to specialtgighysand there are
reports that many providers are no longer willing to treat TennCatiepts.

m Organizations in Shelby County were granted, and subsequently lost, fundsegédral
CAP initiatives. In 1998, The Med, the Health Loop, and Menhbadth Center were
awarded a $998,000 grant, and, in 2000, Shelby County Health Care Corporation deceive
a grant of $885,992 to locate medical homes and develop a case management model for
the uninsured in Memphis. The Med was also awarded a CAP grant, wasgdito
conduct an outreach program.
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m Notable for Nashville General todhe switch from DSH to EAH had broad implications because
EAH compensation is based only on the number of Medicaid patients deenthan on a
formula that also takes into account a hospital’s uninsured burden. EAHhpapgals with high
Medicaid volumes a portion of the difference between regular Medicandgrdy and the actual
costs of treatmerit. Thus, the EAH program has not been as beneficial to hospitals @somat]
DSH payments which did take into account costs associated with careuttiribered!® The
amount of money forgone as a result of the switch to EAH is signifgiaen increasingly high
uncompensated care burdens experienced by net inpatient care providers.
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University of Alabama (UAB) Health System
Cooper Green Hospital

Jefferson County Health Department
Birmingham, Alabama MSA

OPERATIONAL

Organizational structure and affiliations—specific role of academic affiliate

m UAB Health System, founded in 1996, is the not-for-profitrpership between the University of
Alabama Board of Trustees and the University of AlabamaltH Services Foundation.

None of the following mentions sliding fee scale/safety net services on the
Web site:

m UAB Hospital—licensed for 908 beds and dedicated to top quality patieat car

m The Kirklin Clinic ®—covering a full city block with 430,000 square feet, more B@uistinct
clinical units of multidisciplinary teams, and an aejaiccovered parking deck that
accommodates 1,450 vehicles.

m The Kirklin Clinic ©® at Acton Road—offers a multidisciplinary approach to cancer cam an
provides a wide array of patient care services south of.town

m  UAB Health Centers—including five neighborhood clinics in Birmingham and a new one i
Hoover, Alabama. For the convenience of our patients, UABhasdocations in Huntsville,
Montgomery, Selma, and Tuscaloosa.

None of these health centers mentions safety net care, in fact:

“It is our policy to file insurance claims with Blue@s/Blue Shield, Medicare, Medicaid, UAB VIVA,
and VIVA Health, as well as most other insurances. Wl call 934-9700 for an appointment, the
appointment clerk will verify your coverage.”

m Callahan Eye Foundation Hospital—offering the latest ophthalmic microsurgery, corneal
transplantation, and an emergency department dedicatedting trauma to the eye.

m UAB Highlands—a general acute care facility located in the Medieait€r District of
Birmingham, Alabama, at 1201 11th Avenue South.

m The University of Alabama Health Services Foundation, P.G—a 790+ multi-specialty
physician practice serving UAB through 16 departments, 5Sidins, and 32 centers
of excellence.

m 1917 Clinic (not mentioned on primary Web site) is an HIV Clinic. 847 Clinic receives
Ryan White HIV/AIDS Treatment Modernization Act fundingaimvide access to care for
low-income, uninsured, and under-insured clinic HIV indecadults. Serving more than 1,500
patients annually, this academically based clinic idargest HIV health care unit in Alabama.
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m The University of Alabama School of Medicine—with clinical training programs in
Birmingham, Huntsville, Tuscaloosa, Selma, and Montgomery.

The UAB Health Center Huntsville is the North Alabaamehor of the UAB Health System. The UAB
Health Center Huntsville boasts the largest physiciactipeain North Alabama and the only academic,
multispecialty facility in this part of the state.
The UAB Health Center Huntsville
m Is home to 30 faculty physicians, providing care in fivecgges including:

— Family Practice

— Internal Medicine

— Pediatrics

— Obstetrics and Gynecology

— Psychiatry

m Is the primary ambulatory training site for 36 family maucresident physicians who care for
patients of all ages, including children.

m  Accepts most types of insurance including Medicare, Medli@and Blue Cross.
m Provides a charity care program for those who qualify.

m Is home to a very active research program, involving thesaases, education, and treatment of
chronic illnesses such as diabetes, hypertension, andaasth

m Provides the highest quality continuity of care availablorth Alabama with physicians on call
24 hours a day, 7 days a week.

m Offers on-site laboratory.
m Offers on-site pharmacy.
Affiliates
m UAB Medical West—a medical center to provide quality health care to wefr$on County

m Baptist Health Montgomery—hospitals and healthcare programs serving the Montgomery,
Alabama region

Outpatient Statistics
Kirklin Clinic

B Outpatient VISItS ........ooiieiiieieiiii e e 364,786
m Procedures performed .........ccoooevveiiiiiiiiiieeeeeeeeenn 333,899
Inpatient Statistics
Hospital
m Currently licensed beds..........o.ooiiiiiiiicccce e 908
B Average bedsS in ServiCe ..........ooooiiiiiiicccccceie e, 908
B DiSCharges ..o 41,802
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m Emergency Department VisitS................... o eenn.... 54,654
B Average % Of OCCUPANCY......cccuuieeviiiieiieicmee e 73.6%
m  Average length of patient stay (days).........cccccceeeeeennnnnnn. 6.92
m  Medical staff active staff..............cccoooiiiieiii 922
B PrMAry Car€.......oii i e e e 66
B SPECIAlISIS. ..o 856

Callahan Eye Foundation Hospital

B Licensed DS ....c.ooviiiiiii e 106
B Medical Staff........cooiiii 130
YU [ o= 1oL 8,499
B Emergency ro0m ViSitS........c.oiiiiiiiiiiiiiicceeee e 5,340

Managed Care Contracts

Viva Health
Y, =T 010] o 1= TP 78,585
B EMPIOYer GroUPS.....covuiiiiiiiii e 217
B Contracted ProViderS.......co.oeeieiiiieie e e e eeaneneens 5,146
B O HOSPITAIS. ..o 69
B Licensed COUNLIES......coiveii e e e 28
Call Centers
B MISTCalls ..o 106,163
B HealthFinder CallS ..o e 78,410
Research
m Active Grants/Contracts
(does not include federal/state student aid) ............. $426855,
All-UAB in NIH Funds (total direct costs) ......... $160,270,856
m  School of Medicine in NIH Funds
(total direCt COSES) ...covvvieiiiiieie et e $86,348,959

SERVICES OFFERED/AREAS OF EMPHASIS

m Cardiovascular center.

m The Comprehensive Cancer Center.

m  Only adult level | trauma center in Alabama.

m Level lll Regional Neonatal Intensive Care Unit is the ailits kind in Alabama.
m UAB’s Comprehensive Transplant Center is a national leadedney transplants.
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SIMILARITIES TO NASHVILLE

m Located in southern state.
m Association with academic medical program.

m The hospital system may include some outpatient clinatsaoffier charity care, but it is not
readily apparent/does not appear to have a coherent séfstystem.

m FQHCs in Birmingham (e.g., Birmingham Health Care,udaig dental, pharmacy, and mental
health) do not appear to be linked with the UAB system.

m Has a few (2-3) faith-based free clinics.
m Uninsured and unemployment rate is higher than that of thennati

DIFFERENCES FROM NASHVILLE

m Birmingham does not appear to be working toward a more cohgsiwss

OTHER NOTABLE FACTS/ISSUES

December 1, 2008:

Federal authorities arrested the mayor of Birminghamb#ia, on Monday in a corruption probe
surrounding a sewer bond debt that could lead to the largestipal bankruptcy in U.S. history.
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APPENDIX F

Discussion tool for interviews with key leadership of safety net models
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Appendix F

FRAMEWORK FOR SAFETY NET SYSTEM INTERVIEWS

Safety Net System
m Name, location

Components of System
m  Which organizations are included (financially supportedibyhe system?

m Does it include hospitals (teaching?), long-term care, antdoylasre, insurance mechanism?
What is the size (beds/visit volume/etc.) of eaclhefdomponents?

m If not included, does the system partner with any of theggn@ations in the community? How?

m Does the system offer unique services to the community resedfby other institutions, e.g.,
trauma services, pediatric care, tertiary care?

m Has the safety net system always been organized tkizd What is the history of development?

Do the facilities in the safety net compete with otlaeilities in the community? Do they
compete successfully? What is the system’s competitivantage?

Governance

What is the governance structure?

Is there an independent governing Board?
How many members are on the Board?
How are the members selected/appointed?

How does the governing Board evaluate itself?

Does the governing body have full authority for the operatiotiseohealth system? For example
does the governing body establish an operational and capital biglget@countable for hiring
and discharging the CEO and other senior staff?

Financing
m How is the system financed? What are the revenue stPeams

m Is the safety net system accountable for generatiriigeatievenue necessary for its operations and
capital requirements?

m Is there a tax base that supports the safety net systetie or in part?

m If a subsidy is needed who establishes the size of the suleidgsary to operate the safety
net system?

m Are there government funds used for the subsidy? Does thetmeainment appropriate the
funds in competition with other public priorities, such ascation and public safety?
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m Does the health system negotiate third party contractlissh fee schedules and
collection policies?

m  What happens if there is a deficit in the budget?

Human Resources

m  Who is responsible for the human resource policies? &gtablishes the benefit plans, wage and
salary guidelines, and position descriptions?

Who is accountable for the appropriate staffing for theegsy?
What are the procedures for hiring and discharge?
Are there collective bargaining units? Who negotiates with them

Does the system seek to hire from the local communitygawedconsideration to the diverse
population served by the system?

Clinical staffing
m Is the clinical staff employed by the safety net system?

m |s there a contractual agreement with the clinicdf/stadical group to cover all disciplines
needed for the safety net system (or hospital only)?

m  Who is responsible for establishing the agreement(s)?

m If teaching facility, is the clinical staff responsilbte teaching and supervision of residents and
students? How is this activity compensated?

m Do the clinical staff and the management of the safetyneet frequently to review the
operations of the safety net system? Is there an adrativstclinical forum for review of the
operations and achievement of goals? Does the clinidapstdicipate in budget discussions?

Planning
m Is there a strategic plan for the system?

m Is the plan a multi-year plan that addresses the rdleeafystem in meeting the needs of the
community, particularly the uninsured and the medically indigen

m  Who participates in developing the plan?

m  Who monitors progress on the plan?

m How is the plan communicated to the staff? The public?
Quality

m Who is accountable for the quality of care throughout yatem?

m How is quality of care measured throughout the system?

m How is information concerning quality of care shared whth public?

Local support
m  What is the image of the system in the community?
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m |s the system seen as providing high quality care arekaitde to all in the community, or is it a
system only for the poor or minorities?

m Do your employees and their families use the system?
m What is the role of the system in improving opportunit@speople in the community?
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APPENDIX A

Nashville/Davidson County Quantitative Background Data Listing
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Appendix A

DAVIDSON COUNTY QUANTITATIVE BACKGROUND DATA LISTING

Demographic Profile

Description
m Population, total

m Population, by income (under 100% Federal Poverty Level [FPL], 100-280%2B0—-300%
FPL, above 300% FPL)

m Population, by race, ethnicity
m Population, by age

Sources
U.S. Census Bureau, 2008 Population Estimates, Census 2000, 2006A28@&A Community Survey,
WWW.CENSUS.gov

Davidson County, Tennessee Selected Statistical Infamatennessee Advisory Commission on
Intergovernmental Relations, 20@Wyw.tn.goy accessed October 15, 2009.

Economic Profile

Description
m  Unemployment rate

m  Major employers
m Employment, by industry type

Sources
Unemployment rates for metropolitan arelsS. Bureau of Labor Statistics,
http://www.bls.gov/web/laummtrk.hti@eptember 2009.

2009 Book of Lists, Nashville Business Journal

Insurance Data
m Description

m Uninsurance Rate

m Medicaid (TennCare) enrollees

Sources
2008 Prevalence of Behavior Risk Factor Survey Data
http://www.healthweb.nashville.gov/HealthData/SurveyMain.htm
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DeNavas-Walt, et al. U.S. Census Bureau, Current BpulReports, P60-235)come, Poverty, and
Health Insurance Coverage in the United States: 2Q0%. Government Printing Office, Washington,
DC, 2008.

Health Data

Description
m Mortality/morbidity rates for major diseases

m Asthma, diabetes, hypertension, heart disease, suil@gegssion, dental caries rates (BRFFS
data)

Sources
2008 Prevalence of Behavior Risk Factor Survey Data
http://www.healthweb.nashville.gov/HealthData/SurveyMatim.

Behaviors of Nashville’s Youth, Youth Behavior Risk Survey, 2eGhville/Davidson County
Metropolitan Public Health Department, 2008.

Golson, D. et al. Davidson County Child Death Reviewrfié&eport, 2007.

Community Health Status Repddavidson County, Tennessee, Health Resources and &gervic
Administration, July 2000.

McKelvey, B. et al. Davidson County Mortality Rep@A03, Division of Epidemiology and Research,
Metro Public Health Department, issued February 2006.

Capacity-related Data

Description

m Hospital data: patient origin, average daily census,rpape top 10 diagnoses, ER data (number
of ambulatory care sensitive conditions), quality data, e

m Safety net providers
m Nursing home/assisted living data
m  Number of primary care providers, specialty care provjdiestists

Sources
Follow-up Audit of Nashville General Hospital, Metropolitan Govemnioé Nashville and Davidson
County Office of Internal Audit, Final Report, March 2, 2009.

Joint Annual Report of Hospital$ennessee Hospital Data, Health Statistics, Tenn&sgsatment of
Health, July 2009.

Metropolitan Nashville Hospital Authority ReppNavigant Consulting, May 26, 2006.
Stillwell, Robert. Capacity-related Data, NashviBeneral Hospital, September 2, 2009.
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Uniform Data System Comparison ReppBavidson County Federally Qualified Health Centers,
Calendar Year 2007, Matthew Walker Health Center, H&dite for Homeless of Nashville, United
Neighborhood Health Services, University Community HealtwiGes, Tennessee Department of Public
Health, Bureau of Primary Health Care.

Healthcare Cost and Utilization Project (HCUPnet). Ageoc Healthcare Research and Quality,
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Appendix C

STAKEHOLDER INTERVIEW TOOL

Purpose of Stakeholder Interviews

Obtain participants’ perspectives on opportunities fortarehts to a better business model for
health care delivery that will apply to Nashville’s sgfeet system.

Educate participants on the commitment of Metropolitan Gowent to the care of Nashville’s
medically underserved and indigent residents.

Obtain participants’ ideas on viable approaches to a betterdsssnodel for delivering health
care to Nashville’s medically underserved and indigent contsnuni

Background
Establish the role of the stakeholder, years living in the aomity) past roles.

Discussion Points
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What is the current state and practice of the safetinriddshville? How do the medically
underserved and indigent access needed care: preventive any jganeq specialty care,
inpatient care, long term care, dental care, mentéhheare?

In general, who are the medically underserved and indigétdashville—probe: working poor,
racial/ethnic groups, elderly?

What political/hot-button issues or key stakeholders shifslde aware of as we develop a more
viable business model?

How would you describe thearket forces at play in Nashville? Which forces will create issue
in the development of a new business model? Which fordiesalp support change?

Whatpolicies, legal issues, or regulations are barriers for the current system?
What considerations need to be made when developing a ostreffective business model?

Whattechnologies do you think are most applicable to improving the currenesy®t How
would you apply them?

If you had to develop recommendations for a better business foodelving the medically
underserved and indigent in Nashville, what would they be?

What do you consider to be the critical components of amegel addressing a full continuum
of care for the medically underserved and indigent?

What does it mean to provide high-quality, cost-effective éarthe medically underserved and
indigent? What should be the guiding principles of théesydo ensure high quality and low
cost? For example:
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— reaching as many people as possible lowest cost percusss #éhe board.
— reducing health disparities among medically underserved andnhdigeips.
— equitable cost-sharing among safety net members, wdirplavithin the health care market.
— patient satisfaction and safety.
m  What are some similar cities that have health caetysagts that you see as successful?

m Who else should we talk to?
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APPENDIX D

Listing of key stakeholders interviewed
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Appendix D

LISTING OF KEY STAKEHOLDERS INTERVIEWED

Mayor’s Advisory Group Members
Jack Bovender
Mary Bufwack
Hon. Adolpho Birch
Waverly Crenshaw
Howard Gentry
Sam Howard
Beverly Jacobs (for Senator Thelma Harper)
Pam Martin
Jeff McKissack
Clayton McWhorter
Dick Ragsdale

Metropolitan Nashville Hospital Authority
Bordeaux Long-Term Care users
J. B. Knowles Home Assisted Living and Adult Day Services users
Metropolitan Nashville Hospital Authority Board

Nashville General Hospital, Bordeaux Long-Term Care, and J. B.Knowles Home Assisted Living
and Adult Day Services management team

Local Government
Jon Cooper, Metro Council Director and Special Counsel
Duane Dominy, Metro Council member
Carter Todd, Metro Council member
Jerry Maynard, Metro Council member
Beau Mitchell, Metro Council member
Rich Riebling, Finance Director, Metro Government

Federally Qualified Health Centers
Jeff McKissack, Matthew Walker
Mary Bufwack, United Neighborhood Health Services
Dr. Bonnie Pilon, Vine Hill Community Clinic
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Academic Health Science Centers
Dr. Jeff Balser, Vanderbilt University
Luke Gregory, Vanderbilt University
Dr. Clifton Meador, Meharry Vanderbilt Alliance
Osal Mevs, Meharry Medical College
Lori Donnell, Meharry Medical College
Dwight Roache, Meharry Medical College
Dr. Bonnie Miller, Vanderbilt University
Dr. Wright Pinson, Vanderbilt University
Dr. Wayne Riley, Meharry Medical College

Health Plans
Darin Gordon, TennCare

Public Health
Dr. Bill Paul
Bart Perkey

Advocacy Groups
Nashvillians for Metro General
Tennessee Immigrant and Refugee Rights Coalition
Tennessee Hospital Association
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Enhancing Health Care Delivery to the
Medically Underserved and Indigent of
Nashville and Davidson County

EXECUTIVE SUMMARY

Introduction

In 2008, the Nashville and Davidson County Metropolitan Government (Metro) provided $63 million to
the Nashville Hospital Authority (Authority), including:

m  Approximately $35 million to Nashville General Hospital for inpatient care and ambulatory care;
m  $11 million in operating loans to Nashville General Hospital;

m  Approximately $15 million to Bordeaux Long-Term Care (Bordeaux) and the J. B. Knowles
Home Assisted Living and Adult Day Services (Knowles); and

m  $2.5 million in capital funding for the Authority.

These funds helped pay for care, including emergency room care, provided at Nashville General Hospital
and its outpatient clinic; at Bordeaux; and at Knowles.

As the number of medically underserved and indigent residents in

Nashville and Davidson County continues to grow, Metro has As the number of medically
become concerned that its model for meeting the health care needs underserved and indigent
of the medically underserved and indigent is neither cost effective residents in Nashville and

nor sustainable. In addition, the health indicators for the medically
underserved and indigent population indicate that health care outcomes
for this population are not improving despite increasing expenditures.

Davidson County continues
to grow, Metro has become
concerned that its model for
In April 2009, the Metropolitan Government of Nashville and meeting the health care
Davidson County (Metro) engaged JSI to assess alternatives to meet
the health care needs of the medically underserved and indigent citizens
of Nashville and Davidson County, and to make recommendations to

meet those needs in a more cost effective-manner. neither cost effective nor
sustainable.

needs of the medically
underserved and indigent is

Methodology

JSI utilized the following methodology to identify a sustainable business model for a safety net system
to meet the health care needs of the medically indigent and underserved residents of Nashville and
Davidson County:

m Review of existing quantitative data and collection of qualitative data from key stakeholders to
better understand the Nashville and Davidson County health care safety net environment.
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m Research of other health care safety net systems across the nation to determine attributes of these
systems that impacted their viability.

m Coordination with the Mayor’s Community Advisory Committee (community members
appointed by the Mayor to facilitate community involvement in the project), the Metropolitan
Nashville Hospital Authority, and other key stakeholders to develop recommendations to fortify
the health care safety net for Nashville and Davidson County.

Key Research Findings
From research of Nashville and Davidson County data and local key stakeholder interviews:

m Nashville is a cosmopolitan city with numerous health care assets that could support economic
redevelopment in impoverished areas.

Medically indigent and uninsured residents of Nashville and Davidson County experience:

— Significant health disparities for preventable conditions that could be addressed through
primary care and prevention services.

— Limited access to adult dental care and mental health care through safety net providers.

— Limited access to inpatient pediatric care.

— Difficulty accessing some health care specialists in an environment of adequate capacity.
m The health care safety net system:

— Does not have a predictable funding source to support it.

— Is made up of dedicated organizations.

— Lacks an integrated planning and resource allocation process.

m The current physician workforce is insufficient to meet the needs of the medically underserved
and indigent in Nashville and Davidson County.

m Enhanced trauma services at Nashville General Hospital could solidify a niche for the hospital
while meeting local service area needs.

m TennCare is not financed to meet the needs of all the medically underserved and indigent
residents of Nashville/Davidson County.

m Although the inclusion of Bordeaux and Knowles as part of the Hospital Authority provides many
benefits, it also poses barriers to Bordeaux’s and Knowles’ abilities to be competitive in the long-
term care environment.

From external research of other health care safety net systems across the country:
m All health care safety net systems that were researched:

— Were autonomous and had fiduciary responsibility for the entire safety net system in
their area.

— Were publicly accountable entities with a dedicated public funding stream as part of
their revenues.

— Had strong community-based constituencies.
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— Were led by a strong and visionary Chief Executive Officer, who was accountable for the safety
net as a whole.

— Were governed by a group of advisors, or board members, consisting of health care leaders and
the community’s most prominent and influential business people.

— Had a common vision and goals for their safety net as part of multi-year strategic plans.

— Had member agreement on their definition of the safety net and its components.

— Had performance and accountability systems aligned with the overall safety net system goals.
— Had organized systems of care that were cohesive.

— Were aggressive in capturing paying (including Medicaid and Medicare) patients and in
capturing research grant funding.

— Placed a particular emphasis on high quality care.
— Provided or arranged for primary care services for their target populations.
Most of the Systems Researched:

m Did not include dedicated funding for long-term care services over and above their
Medicaid program.

m Had created their own niches for specialty services in their communities.

m Had made significant investments in information system technology to support their
coordinated efforts.

Recommendations

Based on the findings outlined above, JSI, with input from the Mayor’s Community Advisory Committee,
the Metropolitan Nashville Hospital Authority (NHA), and other key stakeholders, is proposing the
following recommendations for enhancing safety net services for the medically underserved and indigent
population of Nashville and Davidson County:

m  The community needs a strong leading entity that is

responsible for successfully responding to the needs The community needs a strong leading

of the entire safety net system in a cohesive, entity that is responsible for successfully
coordinated manner. The leading entity could responding to the needs of the entire
capitalize on the momentum of past efforts and, if safety net system in a cohesive,
appropriate, build on the infrastructure already coordinated manner.
established by current organizations like

the NHA.

m The leading entity should be autonomous and maintain independent financial authority. The
leading entity should also have the fiduciary responsibility for addressing the health care needs of
the medically underserved and indigent.

m The leading entity should have hiring and firing authority over a visionary Chief Executive
Officer (CEO) who works to support the entire safety net.

m In its first year of operation, the leading entity should develop a strategic plan outlining its vision,
mission, and goals that reflects its commitment to the population-based health needs of the
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medically underserved and indigent residents of Nashville and Davidson County. The strategic
plan should:

— Place particular emphasis on groups experiencing health disparities.

— Provide a roadmap of how the safety net system will provide cost effective, patient-centered,
quality health care.

— Include a robust evaluation component that outlines proposed indicators of success and how
they will be measured.

Based on the strategic plan, and in order to identify the financial support necessary to sustain the safety
net system as developed through the planning process, participating safety net providers should be
required to develop three-year business plans outlining their utilization projections, financial pro formas,
and necessary resources to sustain their organizations. The business plans should be completed during the
leading entity’s second year of operation.

m The leading entity should be composed of strong, visionary leaders. The leading entity should
include the community’s most successful business leaders who have a deep understanding of and
commitment to Nashvillians.

m The leading entity should implement its responsibilities through a committee structure that
addresses: finance; human resources; community relations; and quality. Each of these
committees should be composed of the community’s experts in each of these areas to ensure
innovation, creativity, and credibility.

— The finance committee should determine budget needs for the safety net system; review
funding levels of safety net entities; and monitor the financial operating performance of the
safety net system.

o Once the budget needs and funding levels of safety net components are determined, the
finance committee should determine what level of funding will be needed on an annual
basis to sustain the system. Based on its determination, the committee should recommend
the implementation of a dedicated funding stream to support the efforts of the safety net
system that cannot be sustained through other funding strategies.

¢ Inaddition, the finance committee should assist the safety net providers in meeting their
respective financial needs through other strategies. Examples of such strategies include:
creating incentives for city and county employees to use the safety net system as a
preferred provider; developing an approach for maximizing TennCare and other
uncompensated care funds resulting from health care reform, such as forming an
accountable care organization that contracts for coordinated care among system
components.
— In order to allow adequate time to make the financial determinations outlined above, a five-year
predetermined dedicated funding stream should be allocated by Metro to continue support for
the NHA while transitioning to the new model.

— Funds should also be secured to develop the new leading entity and to support its initial
strategic and business planning efforts. These funds should be obtained from Metro as well as
through grant efforts.

— The leading entity should take an aggressive approach (strengthened by a stabilized funding
source) to grant funding.
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The leading entity should establish a Quality Improvement Committee to support continued
success with quality improvement efforts throughout the safety net system.

— This committee should also set high standards for patient satisfaction and customer service and
monitor them closely. The committee should include highly regarded members of the health
care provider community and draw from Nashville’s wealth of health care experts and
researchers in this area.

— This committee will provide the basis upon which a community awareness campaign is
developed regarding the high quality of services provided by the safety net as well as the
universal need for health care.

— The leading entity should focus on primary care and prevention and explore the “medical home
model” as a potential approach to service provision by the safety net system.

— The leading entity should continue to leverage the efforts of the Access to Healthcare Research
Collaborative to move toward interoperability of records among the safety
net providers.

The leading entity should assess the community’s needs and capacity for specific health services
and providers in order to develop a service mix that is responsive to patient needs.

— This capacity analysis should serve as the basis for a physician workforce plan that includes
details regarding recruitment and retention of appropriate providers, the role of Meharry
Medical College in supplying primary care residents, as well as the need for contracting
arrangements with providers. For example, gaps in services for the medically underserved
included mental health and dental services for adults. Indigent and additional inpatient
pediatric capacity surfaced as a need in the qualitative research.

— The leading entity should work closely with the finance committee to determine the appropriate
service mix for the safety net. As part of this process, the leading entity should engage all safety
net providers in Nashville and Davidson County to implement a collaborative system to access
specialty care.

— The leading entity should evaluate the need for a Level 2 Trauma Center in Nashville and
Davidson County. Should the feasibility study identify a need for a Level 2 Trauma Center,
Nashville General Hospital, as the key facility for the uninsured, should determine the
feasibility of becoming a Level 2 Trauma Center.

— The leading entity should examine the optimal structure for Bordeaux and Knowles within the
safety net system.

— The leading entity should establish a Community Relations Committee. The committee should:
¢ Have a strong and broad-based presence in the community and include the target
population as part of the committee.

o Initiate efforts to improve consumer involvement in policy-making decisions, operations,
customer service, and service mix.

e Build on community development activities in impoverished areas of the city, including
the Hadley community, and work with the business community, Meharry, and others to
revitalize the area.
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CONCLUSION

The recommendations proposed by JSI will provide a more cost-effective and sustainable model for
the safety net system in Nashville and Davidson County. The overall focus of the recommendations is
to develop an autonomous leading entity that:

m Has fiduciary responsibility for the health care safety net system in Nashville and
Davidson County;

m Is publicly accountable;

m s responsible for planning and implementing an integrated health care delivery system that
emphasizes access to timely, cost effective, quality care for the medically underserved and
indigent population; and

m  Works to lead a community-wide prevention and healthy lifestyle program.

The proposed model supports the development and implementation of a well-coordinated system of
care that more effectively uses public funds to provide access to quality and effective care for the
medically underserved and indigent population of Nashville and Davidson County.

1l
!.
n

T
g
®
a
EH
5

January 2010 Page 6






Enhancing Health Care Delivery to the Medically Underserved
and Indigent of Nashville and Davidson County

INTRODUCTION

In April 2009, the Metropolitan Government of Nashville and Davidson County (Metro) engaged JSI to
recommend models to meet the health care needs of the medically underserved and indigent citizens of
Nashville and Davidson County.

Because of the rapidly increasing costs of providing health care services to the medically underserved and
indigent, Metro sought an independent assessment of its current health care delivery system for this
population. As part of the assessment, Metro wanted to identify opportunities to enhance current services
for the medically underserved and indigent while reducing the total annual cost to Metro. JSI proposed a
scope of work that included a qualitative internal analysis of the current system and external research of
comparable communities recognized as providing high quality indigent health care in a cost effective
manner. The results of the research enabled JSI to identify potential success factors and strategies that
could be implemented in Nashville and Davidson County. Based on these results, JSI formulated
recommendations to fortify the health care safety net in Nashville and Davidson County. The
recommendations are described in this report.

In order to ensure that JSI was fully aware of and accounted for the Reflecting a diverse group of

unique attributes of Nashville and Davidson County, the Mayor individuals from key sectors
appointed a Community Advisory Committee to facilitate community of the community, the
input and work with the JSI team. The Community Advisory Community Advisory Committee
Committee was integrally involved in helping JSI understand Nashville provided JSI with public input,

and its political and commercial dynamics. Reflecting a diverse group
of individuals from key sectors of the community, the Community

Advisory Committee provided JSI with public input, feedback and o
insight regarding the recommendations set forth in this report. in this report.

feedback, and insight regarding
the recommendations set forth

The report is divided into four sections: Methodology, Research Results, Recommendations and Rationale,
and Conclusions. The Methodology section describes the process whereby JSI gathered the information
needed to support the development of the recommendations. The Research results section describes the
information gleaned from the internal and external research conducted by JSI. Recommendations and
Rationale reflect JSI’s findings, which incorporate the input of the Mayor’s Community Advisory Committee
and key safety net providers. The Conclusion section of the report summarizes the focus of the
recommendations. Appendices provide supporting documentation where referenced.

METHODOLOGY

JSI’s methodology was centered on the concept that while the most optimal approach to fortifying the
safety net would draw from best practices around the nation, the way to apply those models to Nashville
and Davidson County would come from the local community. In order to conceptualize a sustainable
business model for the safety net system that would meet the health care needs of the medically indigent
and underserved of Nashville and Davidson County, JSI utilized the following methodology:

m JSI reviewed existing quantitative data and collected qualitative data from key stakeholders in the
Nashville community, in order to gain context and understand the Nashville and Davidson
County health care safety net environment.
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m JSI researched other health care safety net systems across the nation to determine successful
attributes of these systems that impacted their viability.

m Based upon these two research components, JSI worked closely with the Mayor’s Community
Advisory Committee, the Nashville Hospital Authority (NHA), and other key stakeholders to
develop recommendations to fortify the health care safety net for Nashville and Davidson County.

Although JSI implemented quantitative and qualitative methods alike to identify relevant information, the
majority of the research was qualitative. These methods are described in detail below.

Quantitative Research

JSI developed a list of background data and possible sources that would inform the project and provide
relevant quantitative data. JSI obtained additional data from the Davidson County government Web site.
A list of quantitative data reviewed is included in Appendix A. In addition, JSI reviewed other pertinent
reports referenced in Appendix B to provide a context for the data obtained for Nashville and Davidson
County. In its research efforts JSI was made aware of the “Nashville Safety Net Assessment 2009
project.” Although the results of the study are not yet available, JSI is hopeful that the results will help
provide additional detail for the activities necessary to carry out the recommended strategies described in
this document. The quantitative research enabled JSI to formulate its recommendations so that they
reflect the particular socio-demographics and health status of the medically underserved and indigent of
Nashville and Davidson County.

Qualitative Research

The methods proposed for this project were primarily qualitative and consisted of: 1) interviews and
focus groups with key local stakeholders regarding the health care safety net in Nashville and Davidson
County; and 2) a review of other health care safety net models across the nation that exhibited success
factors that could apply to Nashville and Davidson County.

KEY INFORMANT INTERVIEWS

For the local interviews and focus groups, JSI developed a discussion tool to gather information from key
informants and focus group participants regarding the health care safety net in Nashville and Davidson
County (Appendix C). The discussion tool provided a framewaork for eliciting information on the
Nashville and Davidson County medically underserved and indigent populations, market dynamics,
principles, and perspectives regarding the current state of the health care safety net. During the
interviews, stakeholders shared their perspectives on opportunities for a better business model for health
care delivery for Nashville and Davidson County’s safety net system. JSI also asked key stakeholders if
they were aware of similar cities with successful health care safety net systems that could serve as a
model for Nashville.

JS1 worked closely with the Mayor’s office and Mayor’s Community Advisory Committee to develop a
list of individuals and groups to be included in the key stakeholder interviews and focus group
discussions. JSI conducted in-person and phone discussions with 67 key stakeholders in July 2009
(Appendix D). The stakeholders represented the following health care entities:

m  Mayor’s Community Advisory Committee
m  Metropolitan Nashville Hospital Authority and Board
m Local Government Officials
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Federally Qualified Health Centers

Academic Health Science Centers

Health Plans

Public Health

Advocacy Groups

Tennessee Hospital Association

Bordeaux Long-Term Care Residents (Bordeaux)

m J. B. Knowles Home Assisted Living and Adult Day Services (Knowles)

The JSI team also visited Nashville General Hospital (NGH), the J. B. Knowles Home Assisted Living
and Adult Day Services, and Bordeaux Long-Term Care.

REVIEW OF SAFETY NET MODELS IN OTHER COMMUNITIES

JSI reviewed the literature for key attributes of safety net models and corresponding examples of
communities with successful safety net models. Based on this research, JSI developed an initial list of
communities to compare to Nashville in terms of demographics and resources. Local key stakeholders
and health reform experts within JSI suggested additional communities yielding 22 communities for
initial review:

m Austin, Texas m Indianapolis, Indiana

m Atlanta, Georgia m  Memphis, Tennessee

m Birmingham, Alabama m  Miami, Florida

m Boston, Massachusetts m  Montgomery County, Maryland
m Chattanooga, Tennessee m Philadelphia, Pennsylvania
m Chicago, lllinois m Pueblo, Colorado

m Cincinnati, Ohio m New Orleans, Louisiana

m Colorado Springs, Colorado m San Francisco, California
m Dallas, Texas m Seattle, Washington

m Denver, Colorado m Tampa, Florida

m Greeley, Colorado m  Washington, DC

These communities were reviewed for demographic comparisons to Nashville and existence of health
systems that were addressing similar issues of financial viability. The cities were also reviewed to
determine whether their safety net systems included multiple safety net providers and affiliations with an
academic health science center.

The JSI team selected the eight communities most comparable to Nashville with viable safety net systems
for more in-depth review and developed profiles that described the safety net systems in further detail.
These profiles included:

m Descriptions of the systems’ operational components, including the range and types of
safety net entities.

Services provided in the system, including areas of emphasis.

Financial arrangements among system components and stability.
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m Overall similarities and differences to Nashville and Davidson County with regard to level of
coordination among health care providers, composition of the safety net, and target population
demographics.

Profiles for the following selected cities are included in Appendix E:

m Atlanta, Georgia m Denver, Colorado
m  Austin, Texas m Indianapolis, Indiana
m Boston, Massachusetts m  Memphis, Tennessee

m Dallas, Texas Seattle, Washington

The JSI team interviewed key leadership of most of these health care safety net systems using an
interview tool (Appendix F). The purpose of the interviews was to: 1) validate the information collected
in the profiles; and 2) to discuss in-depth issues related to the system’s components including its
governance, financing, human resources, clinical staffing, planning, quality, and local support.

RESEARCH RESULTS

The results of the data review, key informant interviews and focus groups, as well as the results from the
national research, are summarized below.

Highlights of Local Research

Demographic Overview

Nashville is the second-most populous city in Tennessee,* estimated at 626,000 residents. It is a diverse
community, with thriving and growing industries, including corporate health care, music, publishing, and
others. Table 1 shows that the top three private employers in Davidson County, based on the number of
total employees, are in part or wholly health care-related.

Table 1. Top 5 Private Employers, Based on Number of Employees, 2007.

2007 Total
Name Products/Services Employees
Vanderbilt University and Medical Center Education, health care, research 19,968
Hospital Corporation of America, Inc. Health care 8,700
St. Thomas Health Services Health care 7,200
Wal-Mart Stores, Inc. Retail 4,500
Cracker Barrel Restaurant/retail 4,017

Approximately 66% of Davidson County residents are white, compared with 74% nationwide. The
percentage of blacks in Davidson County (27%) is more than double that of the percentage nationwide
(12%).> Davidson County has a higher percentage of individuals living in poverty (16%) compared with
the U.S. as a whole (13%).* As of September 2009, the Davidson County unemployment rate was 9%,

! U.S. Census Bureau, 2008 Population Estimates, Census 2000, 1990 Census.
%2009 Book of Lists, Nashville Business Journal.

% U.S. Census Bureau, 2006—2008 Ametrican Community Survey.

4U.S. Census Bureau, 2006—2008 American Community Survey.
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nearly doubled since 2007.° The number of medically indigent in Davidson County is approximately
217,000 individuals, or 35% of the population (using the proxy of the number of individuals under
200% of the Federal Poverty Level based on the U.S. Census Bureau, 2006-2008 American
Community Survey).

Health Status Overview

The top three Iegdlng causes of death in D%wdson Davidson County (heart disease, cancer, and
County (heart disease, cancer, and stroke) ” are all

conditions that can be addressed by appropriate and stroke)® are all conditions that can be addressed

timely primary care. These causes of death accounted by appropriate and timely primary care. These

for over half of deaths in Davidson County in 2003. causes of death accounted for over half of
deaths in Davidson County in 2003.

The top three leading causes of death in

Table 1 demonstrates a selected group of health

disparities Davidson County residents experience

compared with U.S. residents as a whole. The table also compares morbidity rates for black individuals
and white individuals, demonstrating that blacks fare better than whites in half of the health disparities
between Davidson County and the nation. The most dramatic disparities are for low-income residents
compared to those of moderate to higher incomes.

Table 2. Health Disparities (Percents) Identified in the 2008 Behavioral Risk Factor Survey,
Davidson County, including race and income factors and United States.’

Davidson County
Davidson )
Health Issue County U.S. | Blacks | Whites | <$15,000 | $50,000+
Cardiovascular Disease (Heart
Attacks)* 5.2 4.2 3.1 6.2 18.9 1.9
Cardiovascular l_)lsease (Angina or 59 57 6.8 59 26.2 3.0
coronary heart disease)
Cardiovascular Disease (Stroke) 3.1 2.6 2.7 3.8 18.1 0.6
Diabetes 8.6 8.2 11.5 8.5 35.3 0.6
Diabetes (Pregnancy Related) 2.5 0.8 3.6 21 N/A N/A
Disability (special equipment required) 8.6 7.1 8.4 8 9.3 37
Fair or Poor health status (Q: How is
your health? A: Fair or Poor) 15.6 14.4 18.5 15.4 15.4 4.2
Oral health (Adults 65+ with all natural 205 185 18.1 20.2 20.2 114
teeth extracted)
No Prostate Cancer Screening (Men 48.7 452 474 50.1 50.1 146.3
40+ past 2 years)
Current Smokers 22.4 18.3 28.0 21.7 21.7 85.9

* Davidson County rate (12.6%) is twice the national rate (6.3%) in age group 55-64.

® U.S. Bureau of Labor Statistics, September 2009.
® McKelvey, B. et al. Davidson County Mortality Report, Division of Epidemiology and Research
Metro Public Health Department, issued February 2006.
72008 Prevalence of Behavior Risk Factor Survey Data, http://www.healthweb.nashville.gov/HealthData/SurveyMain.htm
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m In comparing Nashville youth with their Tennessee counterparts, a 2007 report noted that
Nashville youth were more likely to report:®

— Having been in a fight or having been injured in a fight.

— Being forced to have sexual intercourse.

— Attempting suicide and requiring medical attention.

— Consuming alcohol.

— Using marijuana.

— Using cocaine, heroin, methamphetamines, and ecstasy.

— Initiating intercourse before age 13.

— Trying to lose weight (despite lower rates of perceived overweight).

In comparing Nashville/Davidson County to the rest of Tennessee, a 2007 report noted the disparities
described in Table 2.°

Table 3. Health Disparities between Davidson County and Tennessee, 2007.

Davidson
Health Issue County Tennessee
Teen birth rate (per 1,000 females 15-19) 61 56
Sexually transmitted diseases (per 100,000 population) 707 309
Violent crime cases (per 100,000 population) 15,266 7,247

These identified health issues can lead to morbidity that prevents individuals from leading healthy and
productive lives, and even death. These disparities demonstrate an even more critical need for adequate
access to primary care.

Health Insurance Status

For the population as a whole, the Nashville and Davidson County uninsurance rate (13.1%) is better than
that of the state (16.5%) and the nation (14.5%). Although uninsurance rates are lower among Nashville
and Davidson County whites and blacks compared with their counterparts nationwide, over half of
Hispanics in Nashville and Davidson County are uninsured (56%) compared with their national
counterparts at 34%. In addition, nearly one in three individuals reporting an annual income below
$25,000 reported not having public or private health insurance.’® The health disparities identified in
Table 1 may be preventable by ensuring adequate access to health care for low-income individuals.

Davidson County participates in TennCare, the state’s Medicaid program. The predominant managed
care organizations for the TennCare population in the area include AmeriGroup and AmeriChoice.
Although TennCare started as a very robust insurance plan for the low income population in Tennessee in
terms of options, the state was unable to sustain the necessary funding and made several cutbacks to the
program over the years. TennCare Medicaid eligibility criteria are now very similar to other states across
the nation.

8 Rogers, B. Risk Behaviors of Nashville’s Youth, 2007. Metro Public Health Department: 2008.
® 2007 County Health Snapshot, Davidson County, Tennessee Institute of Public Health.
192008 Prevalence of Behavior Risk Factor Survey Data, http://www.healthweb.nashville.gov/HealthData/SurveyMain.htm
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Health Care Services Capacity Overview

Nashville and Davidson County boasts four times as many doctors per capita as the rest of the state.™*
The County also has 2.6 times as many dentists per capita as the rest of the state. Davidson County has
7.1 hospital beds per 1,000 compared with 4.2 per 1,000 for the state as a whole.

Nashville is also unique in its role as the headquarters for the largest for-profit health care company in the
world, Hospital Corporation of America. With its rich history as an important center for the Civil Rights
movement, Nashville is home to one of only four historically black medical colleges in the country,
Meharry Medical College. In addition, Nashville’s VVanderbilt University includes a preeminent medical
school that further elevates Nashville’s status in the health care field.

Despite these robust health care resources, key stakeholder

interviews identified gaps in health care services for the medically Despite these robust health care
underserved and indigent residents of Nashville and Davidson resources, key stakeholder
County. Interviews with key stakeholders identified Nashville interviews identified gaps in
General Hospital, Vanderbilt University Medical Center, and St. health care services for the

Thomas Hospital as the community’s safety net hospitals for the
medically underserved and indigent with Nashville General Hospital
serving as the primary hospital for the uninsured population. Figure 1 -
demonstrates that VVanderbilt University hospital had nearly half of and Davidson County.
uncompensated care charges for Davidson County hospitals:*?

medically underserved and
indigent residents of Nashville

Figure 1. 2008 Uncompensated Care Charges in Davidson County — Local Hospitals.

Saint Thomas
Health Services
$69.9 million
14%

HCA Tri-Star
$133.5 million

27%

Metro Nashville
General Hospital
$66.9 million
13%

Nashville General Hospital serves as the teaching site for Meharry Medical College’s residency program,
and often provides an affiliate teaching site for Vanderbilt University School of Medicine. Nashville
General Hospital has 150 beds and is relatively small compared with other public safety net hospitals

2007 County Health Snapshot, Davidson County, Tennessee Institute of Public Health.
22008 Joint Annual Report of Hospitals.
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(defined by the National Association of Public Hospitals and Health Systems [NPH] as a subset of public
and not-for-profit hospitals that provides disproportionate amounts of care to low-income and uninsured
patients). Most safety net hospital members of the NPH have 200 or more staffed beds and average
annual admissions around 17,000.*® At Nashville General Hospital, the average occupancy rate for
licensed beds in 2007 was low (47%) compared with the state as a whole (50.6%). For staffed beds, the
average occupancy rate was also lower at 61% compared with the state as a whole (66.9%)."

Medically Underserved and Indigent

Local stakeholders interviewed by JSI agreed that the medically underserved and indigent included those
without insurance as well as individuals with TennCare. The stakeholders indicated that the number of
uninsured has increased with increased unemployment and recent cutbacks in TennCare. In addition,
some noted that those with TennCare also lacked coordinated and consistent access to health care
services, particularly for specialty services, mental health, and adult dental services. Recent immigrants,
disabled individuals, and residents of the Hadley neighborhood were also perceived as medically
underserved and indigent. Notably, few of those with whom JSI spoke identified the elderly as medically
underserved or indigent.

A collaboration among Tennessee State University, Vanderbilt University, Meharry Medical College, and
other members of Nashville’s Safety Net Task Force is currently underway. This collaboration is
conducting an in-depth study of the safety net, led by Dr. Pamela Hull from Tennessee State University.
This assessment leverages existing stakeholder groups and their past efforts to collect primary and
secondary data to further describe the size and characteristics of the medically underserved and indigent
in Nashville and Davidson County. The study also includes additional primary data collection through
interviews and surveys. It will provide details regarding the experiences of the medically underserved and
indigent, in addition to the perspectives of safety net providers. The study’s focus is on addressing
barriers to access for needed care.

Nashville and Davidson County Safety Net Providers

In Nashville and Davidson County, the health care safety net includes community clinics (hospital-based
ambulatory care clinics, federally qualified health centers, free clinics, faith-based clinics); specialty care
providers; emergency rooms and inpatient care centers at local hospitals like Vanderbilt University
Medical Center, Nashville General Hospital, and others; as well as long-term care at Bordeaux and
Knowles. In addition, the Nashville Regional Health Information Organization is working on developing
an integrated health information network to provide an electronic infrastructure for a more comprehensive
and coordinated system. However, there was general consensus among those interviewed that while there
may be adequate numbers of safety net providers, Nashville and Davidson County lacks a coordinated,
cohesive, consistently well-funded safety net system.

Ambulatory Care

Nashville is home to a number of diverse ambulatory care providers that serve the medically underserved
and indigent. These include federally qualified health centers, as well as health department-, faith-, and
hospital-based clinics that provide primary care. Academic health science centers (Vanderbilt and
Meharry) affiliated with local hospitals also offer specialty care services.

¥ NAPH Annual Member Survey, 2004. Data are for 2002. AHA Annual Survey Database, FY2002 in Ibid.
* Tennessee Department of Health, Joint Annual Reports, in Follow-up Audit of Nashville General Hospital, Metropolitan
Government of Nashville and Davidson County, Office of Internal Audit, Final Report, March 2, 2009.
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Nashville’s federally qualified health centers, in particular, have been successful in obtaining capital and
expansion grants from the Bureau of Primary Health Care to expand their ability to meet the primary care
needs of the medically underserved and indigent. Many of these clinics also offer dental and mental
health services for children.

Since its start in 2000, the Safety Net Consortium of Middle Tennessee, an effort led by the Metropolitan
Public Health Department and other safety net providers to address the health care needs of Nashville and
Davidson County’s medically underserved and indigent residents, has contributed significantly to
coordinated care efforts. In 2002, the Safety Net Consortium established the Bridges to Care program to
link medically underserved and indigent Nashville and Davidson County residents to a medical home.
According to the Bridges to Care Web site, safety net providers participating in Bridges to Care address
medical (19 provider sites), dental (7 provider sites), and mental health (7 provider sites) care needs.*

Like their counterparts nationwide, Nashville’s medically underserved and indigent residents are
experiencing increasing difficulty accessing many specialty care services.*®” Because of this, public
safety net hospitals both nationally and in Nashville are under increasing pressure to support low-income
residents who have no other avenues to turn to for a broad range of specialty care services. In addition to
accessing specialty care directly through the safety net hospitals, patients in Nashville and Davidson
County who are registered with the Bridges to Care program can access specialty care through the
Bridges to Care Plus program, a network of approximately 750 specialists and six hospitals (Baptist
Hospital, Centennial Medical Center, Saint Thomas Health Services, Skyline Medical Center, Southern
Hills Medical Center, and Summit Medical Center) in the Nashville area that donate their services.

Despite these efforts to coordinate ambulatory care, qualitative Despite these efforts to coordinate
research indicates that the system continues to be fragmented,
and access to adult dental and mental health care remains
limited. Patients continue to use emergency rooms for primary
health care needs, and medically indigent and uninsured
individuals experience inconsistent access to specialists. dental and mental health care
remains limited.

ambulatory care, qualitative research
indicates that the system continues to
be fragmented, and access to adult

Emergency Care

Nashville is home to a number of hospitals that are willing to take medically underserved and indigent
patients in their emergency rooms.

Like Bridges to Care, the Nashville Medical Home Connection is a program designed to address the
community’s high rates of emergency room visits for non-emergent needs.*® Funded by the Centers for
Medicaid and Medicare Services through June 2010, the program staffs United Neighborhood Health
Services (UNHS) patient advocates in emergency rooms during high volume hours. The advocates
facilitate emergency room diversion activities including patient enrollment and referral, transfer of
records, and arranging for transportation as needed. The program also establishes UNHS clinics on
hospital campuses during high volume hours. As part of this $1.35 million program, UNHS extended
hours at its two sites closest to area hospitals to include evenings and weekends.

'3 https://bridgestocare.nashville.gov/phSiteListing2.asp, accessed 12.07.09.
'8 Regenstein M, Nolan L, Wilson M, Mead H, Siegel B. Walking a Tightrope: The State of the Safety Net in Ten U.S. Communities,
George Washington University Medical Center, May 2004.

7 Felt-Lisk S, McHugh M, Howell E. Monitoring local safety-net providers: do they have adequate capacity? Health Affairs,
September/October 2002; 21(5): 277-283.
'8 Fitzgerald, S. Cutting ER Wait Times, Nashville Medical News, October 10, 2008.
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Both Bridges to Care and the Nashville Medical Home Connection reflect the considerable amount of
effort and resources that have been allocated toward establishing alternatives to more costly emergency
room care. However, medically underserved and indigent residents continue to access emergency room
services for non-emergent care, and their access to care remains episodic and costly. Qualitative data
collected as part of this project did not suggest that these programs have mitigated the overall systemic
issues faced by the health care safety net.

For serious trauma, Nashville has a Level 1 Trauma Center at Vanderbilt University Medical Center.
There are no Level 2 or Level 3 Trauma Centers in the area. Since two of the major causes of death are
heart disease and stroke, enhanced emergency care could prove beneficial.

Inpatient Care

In 2008, Vanderbilt University Medical Center contributed nearly half of the uncompensated care
provided by the nine area hospitals to the medically underserved and indigent residents of Nashville and
Davidson County. Nashville General Hospital contributed about 13% of the uncompensated care
provided to the medically underserved and indigent."® However, qualitative research identified a lack of
consistent and reliable access to a broad range of inpatient care for the medically underserved and
indigent, particularly at Nashville General Hospital. Qualitative feedback gathered as part of this project
suggested a need for an overall physician workforce plan for Meharry Medical College and Nashville
General Hospital to address the health care needs of the medically underserved and indigent in a more
systematic and intentional manner. Qualitative research also identified the lack of a predictable funding
source for Nashville General Hospital as a barrier to preventing the hospital from achieving its full
potential long term.

The lack of a coordinated system to meet the needs of patients requiring  The lack of a coordinated system

inpatient specialty care was an issue of concern raised by local to meet the needs of patients
stakeholders. Additionally stakeholders noted that increased inpatient requiring inpatient specialty care
pediatric capacity is needed to meet the needs of medically underserved was an issue of concern raised

and indigent children. by local stakeholders.

Long-Term Care

Unlike the majority of the other safety net systems reviewed as part of this project, Metro has assumed the
responsibility of supporting nursing home, assisted living, and adult day care services for the medically
underserved and indigent of Nashville and Davidson County under the Hospital Authority, which
includes Nashville General Hospital, Bordeaux and Knowles.

Bordeaux is a nursing facility that is licensed to provide to patients both intermediate and skilled services
like rehabilitation and advanced wound care. Bordeaux also offers other specialty services, like palliative
care, outpatient rehabilitation, and an extended rehabilitation program for individuals requiring medical
ventilation support. In addition, Bordeaux partners with outside agencies to bring other medical and
supportive services, like dental, podiatry, mental health, and optometry, on site for its residents.
Bordeaux is an integral component of Nashville and Davidson County’s safety net. Its patient census
consists primarily of patients covered by Medicaid. More than four out of five residents at Bordeaux (a
four hundred bed facility) are sponsored by Medicaid. Such a heavy focus on Medicaid services assists

¥ Howser, J. “VUMC bears brunt of uncompensated care burden,” Reporter, Vanderbilt Medical Center, November 6, 2009.
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the community in mitigating the chronic shortage of long-term care beds for the medically indigent
and underserved.

Knowles provides quality assisted living and adult day services to residents of Nashville and Davidson
County. Individuals served in the programs at Knowles are charged fees on a sliding scale based on their
income and whether or not they receive sponsorship through various funding programs with qualifying
criteria. Knowles is a contract provider of both assisted living and adult day care services in the Medicaid
Waiver Home and Community Based Services (HCBS) program, which funds support services to help
individuals who qualify for nursing home care remain in the most integrated setting possible.
Approximately 25% of Knowles assisted living residents are enrolled in the HCBS program, allowing
them to remain in a home environment while maximizing the fees that are collected to support the cost of
their care. Knowles is a grant participant in the federally funded Social Service Block Grant (SSBG). The
SSBG program funds services for low-income seniors and disabled adults who are over 30 years of age.

The Hospital Authority realizes a number of benefits by including Bordeaux and Knowles facilities along
with Nashville General Hospital in its service mix. As an integrated health care delivery system, the
Hospital Authority can provide a continuum of appropriate level care for its patients. This provides a
number of competitive benefits to Nashville General Hospital. For example, it enables the hospital to
manage its length of stay under fixed payment arrangements by providing lower cost alternatives like
long-term care and other patient care services. The Hospital Authority is also able to leverage
administrative costs across the three facilities, sharing the cost of services such as administration, legal,
information technology, laboratory, materials and facility management across all entities. Additionally,
acute care hospitals could become responsible for the cost of post acute care services as a result of
potential Medicare reform included in national heath care legislation. Having costs that are competitive in
the post acute care environment would be an advantage in such an environment

In contrast to the benefits described above, the inclusion of Bordeaux and Knowles as part of the Hospital
Authority has presented both institutions with issues that have compromised their ability to be
competitive with market standards. Employees of Knowles and Bordeaux are considered public
employees entitled to the benefits and requirements of all Metropolitan Government employees. This
arrangement distinguishes Knowles and Bordeaux from its private long-term care counterparts and
contributes significantly to the higher operating costs reflected by each organization. Specifically, the
costs of pension benefits are considerably higher than those in private or non-profit facilities, which, if
they provide a retirement plan at all, offer 401(k) style benefits. Contrasted with the Metro defined
benefit plan in which the Hospital Authority participates, the cost difference is substantial. In addition, the
qualitative information gathered for this project indicates that patients at Bordeaux tended to be younger
and dealing with more serious chronic medical and mental health issues than patients at other long-term
care centers. This is an additional cost factor for Bordeaux compared with other long term care facilities.

SUMMARY OF LOCAL RESEARCH FINDINGS

m  Nashville is a cosmopolitan city with numerous assets in health care that could support economic
redevelopment in impoverished areas.

m Significant health disparities exist in the low-income population in Nashville and Davidson
County for preventable conditions that could be addressed by primary care and prevention
services.
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m The health care safety net system does not have a predictable funding source to support it.

m The current physician workforce is insufficient to meet needs of the medically underserved and
indigent in Nashville and Davidson County.

m The health care safety net provider organizations are dedicated but lack an integrated planning
and resource allocation process.

m  Medically indigent and uninsured residents experience limited access to adult dental care and
mental health care through safety net providers. Additional inpatient pediatric capacity is also
needed to meet the needs of medically underserved and indigent children in Nashville and
Davidson County.

m  Medically underserved and indigent residents have difficulty accessing some health care
specialists in an environment of adequate capacity.

m Enhanced trauma services at Nashville General Hospital could solidify a niche for the hospital
while meeting local service area needs.

m TennCare is not financed to meet the needs of all the medically underserved and indigent
residents of Nashville/Davidson County.

m Although the inclusion of Bordeaux and Knowles as part of the Hospital Authority provides many
benefits, it also poses barriers to Bordeaux’s and Knowles’ abilities to be competitive in the long-
term care environment.

HIGHLIGHTS OF NATIONAL RESEARCH

Key Attributes of Successful Safety Net Models

The health care safety net models reviewed in-depth by JSI share several characteristics that appear to be
key factors in their success:

m  All of the models had clear leadership that implemented an agreed-upon definition of the safety
net among members.

m Their delivery models were organized and included large hospitals with affiliations with an
academic health sciences center.

m All of the models included a strong primary care component, either by having the leading entity
responsible for providing primary care directly or by contracting with safety net providers in the
community to provide primary care.

Most of the systems reviewed did not include long-term care. However long term care could become a
critical component of the health care safety net, given the trend toward patient-centered care and
increasing accountability of health care organizations to payers for providing the full spectrum of health
care services needed throughout the lifespan.

Each of the models reviewed in-depth were innovative in capturing paying patients, including those
enrolled in Medicaid and Medicare. One of the common strategies utilized by the models in attracting
insured patients included creating a niche in the community and addressing broad-based needs such as
creating a center of excellence for a burn unit, poison control, or trauma center.
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Each model included a system that addressed physician performance

and accountability aligned with overall safety net system goals. Each model included a system
that addressed physician
The safety net models were a source of pride in the respective performance and

communities, which were committed to supporting these institutions.
This community support ranged from involvement in hospital boards to
passage of bond measures and support of capital campaigns.

accountability aligned

with overall safety net
system goals.

Additional characteristics of the models that were researched are

described in detail below. The characteristics described are:

governance (leadership); finance, community support (image, reputation), and information technology.

Governance

All successful safety net models were led by a board or entity (hereinafter referred to as a “leading
entity”) that was responsible for development and implementation of a coordinated strategy to address the
medically underserved and indigent population needs across a broad spectrum of health care services.
The leading entity was committed and visionary in its goals for the health of the medically underserved
and indigent community as a whole. The leading entities were typically independent non-profit
organizations, as opposed to being within the city government “bureaucracy.” Nonetheless, the leading
entity was also accountable to the community at large through board composition that included clients
and community members, reports to the community, and public officials. The leading entity addressed
the entire safety net system as either a direct provider of needed services or as a payer to other
organizations responsible for needed services. In doing so, the entities set accountability standards and
principles for contracted providers. Its strategies were described in a multi-year plan.

The Board members of the leading entity were highly regarded, credible leaders with business acumen
and also included other opinion leaders in the community.
The leading entity addressed the

The leading entities all had a designated leader, a Chief Executive . .
entire safety net system either

Officer (CEO) or Executive Director (ED) who was influential and

visionary and who was accountable for the entire safety net as a direct provider of needed
system. This role was typically filled by a person who was not services, or as a payer to other
bound by the interests of any particular safety net provider. organizations responsible for
The CEO/ED was politically astute in his/her ability to balance needed services.

competing interests for the benefit of the safety net system.

The safety net models were coordinated systems that included a network of primary care service
providers who referred Medicaid patients for inpatient care. In some cases, this network of primary care
service providers were federally qualified health centers owned by the leading entity. In other cases, the
primary care service providers were a diverse group of ambulatory care centers that contracted with the
leading entity to address the primary care (?) needs of the medically underserved and indigent.
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Finance

The safety net models that were reviewed in detail were large, urban systems with high revenue. They all
had a dedicated public funding stream; however, for one model, the dedicated public funding stream was
below 1% of its total revenues.?

The research reflected that the safety net models were all anchored by a hospital that was the primary
source of care for the medically underserved and indigent in need of inpatient and specialty care services
in the community. The hospitals were all affiliated with an academic health sciences center. The hospitals
had a sustainable payer mix that included Medicaid and other paying patients to balance the self-paying
patients. The leading entities were also able to leverage research grant funding through a large and
diverse research base due to their affiliation with an academic health science center. Some of the leading
entities participated in the payer market by offering their own internal health insurance products, self-
insuring their own staff and being their health care provider, or by being the Medicaid managed care
organization for their service area.

Critical to the financial viability of the safety net models was their independence from government, which
facilitated their ability to issue bonds and conduct capital fundraising campaigns to support their growth
and vision.

Community Support

Because of their association with an academic health sciences center, the affiliated community hospitals
in the safety net systems that were researched were a source of pride in the community. The hospitals
were also sources of innovation and medical advances. The community perception was that these
hospitals offered the most technologically advanced care as well as access to care for the most vulnerable.
In several cases, the safety net hospital and system had gone through a major transformation with focused
efforts to improve customer service, develop centers of excellence, and in other ways solidify their
position within their health care system.

The hospital’s role in the community, described above, supported the leading entities’ efforts in garnering
strong political support and passing ballot initiatives in their communities. The leading entities usually
had formidable fundraising capacity in the community, evidenced by their establishment of successful
foundations.

In addition, the leading entities collaborated with private and public organizations alike to address
community issues. The safety net systems were an economic engine for their communities, employing
individuals from the local community and supporting local businesses through patronage.

Information Technology

The leading entities were key players in the regional health information organizations currently underway
in their areas. The majority used electronic health records, integrated throughout the system to promote
patient-centered care.

% 2007 Denver Health Financial Statements, www.denverhealth.org, accessed August 2009.
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SUMMARY OF NATIONAL RESEARCH FINDINGS

m All health care safety net systems that were researched were autonomous and had fiduciary
responsibility for the entire safety net system in their area.

m The systems were led by a strong and visionary Chief Executive Officer, who supported the
safety net as a whole.

m The systems were governed by a group of advisors, or board members, consisting of health care
leaders and the community’s most prominent and influential business people.

m All systems had member agreement on their definition of the safety net with a common vision
and goals for their safety net as part of multi-year strategic plans.

m Performance and accountability of the systems were aligned with the overall safety net
system goals.

m  All systems had organized systems of care that were cohesive.

m All systems were publicly accountable entities with a dedicated public funding stream as part of
their revenues.

m  All systems were aggressive in capturing paying (including Medicaid and Medicare) patients and
research grant funding alike.

m All systems placed a particular emphasis on high quality care.
m All systems provided or arranged for primary care services for their target populations.

m  Most systems did not include dedicated funding for long-term care services over and above their
Medicaid program.

m  Most systems had created their own niches for specialty services in their communities.
m  All systems had strong community-based constituencies.

m  Most systems had made significant investments in information system technology to support their
coordinated efforts.

RECOMMENDATIONS AND RATIONALE

Based on the information gathered from the local stakeholder interviews and focus group discussions, the
national research of successful safety net models, and a thorough literature review, JSI developed
recommendations for an improved business model to address the health care needs of the medically
underserved and indigent of Nashville and Davidson County. The recommendations were initially vetted
with the Mayor’s Community Advisory Committee, the NHA staff and Board, Meharry Medical College,
Vanderbilt University Medical Center, the Davidson County Public Health Department, and key safety
net clinics. The recommendations reflect the input and feedback of these key stakeholders.

The recommendations are divided into five categories: 1) Governance; 2) Finance;
3) Quality; 4) Service Mix; and 5) Technology.
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Governance

Recommendation 1.1

The community needs a strong leading entity that is

responsible for successfully responding to the needs of The community needs a strong leading
the entire safety net system in a cohesive, coordinated entity that is responsible for successfully

manner. The leading entity could capitalize on the dina to th ds of th e
momentum from past efforts and, if appropriate, build on responding to the needs of the entire

the infrastructure already established by existing safety net S @ cohesive,
organizations such as the Hospital Authority. coordinated manner.
Rationale

Nashville has a wealth of capable, successful safety net providers. Under the current model, Nashville’s
medically underserved and indigent patients often experience gaps in access to care when they are
referred from one safety net provider to another safety net provider that can offer additional required
medical care. Past efforts to bridge this gap have been developed and executed with limited success.
Medically underserved and indigent patients continue to experience inconsistent access to care,
particularly for specialty care and some inpatient services. Limited health care resources, time, and effort
are redeployed each time a patient needs a service outside the scope of their current provider’s services.
Coordination that includes accountability, or “mechanisms with teeth,” is needed to leverage the
community’s safety net providers and resources—bridging the gaps in care currently experienced by
medically underserved and indigent patients.

Recommendation 1.2

The leading entity should be autonomous and maintain independent financial authority. The leading
entity should have the fiduciary responsibility for addressing the health care needs of the medically
underserved and indigent.

Rationale

The leading entity needs to represent the best interests of the safety net system as a whole. An
independent financial authority and structure will ensure that the leading entity is capable of supporting
the safety net as a whole system and avoiding political or financial obligations that may be associated
with affiliation with any particular safety net provider. An autonomous leading entity will facilitate more
agility in the market regarding contracting, employment, and other key considerations that impact cost
efficiencies. In addition, independent financial authority will enable the leading entity to float bonds and
raise capital for the safety net system.

Recommendation 1.3

A visionary Chief Executive Officer (CEO) who works to support the entire safety net should be
employed by the leading entity.

Rationale

The leading entity requires a designated leader to implement its vision, mission, goals, and objectives in
support of the entire safety net. Since the CEO will report to the leading entity, the entity will maintain
the authority needed to hold him or her accountable to the mission, vision, and goals of the organization.
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Recommendation 1.4

In its first year of operation, the leading entity should develop a strategic plan outlining its vision,
mission, and goals that reflect its commitment to the population-based health needs of the medically
underserved and indigent population of Nashville and Davidson County. With particular emphasis on
groups experiencing health disparities, the plan should provide a roadmap of how the safety net system
will provide cost effective, patient-centered, quality health care. The plan should also include a robust
evaluation component that outlines proposed indicators of success and how they will be measured.

Based on the strategic plan, and in order to identify the financial support necessary to sustain the entire
safety net system as developed through the planning process, participating safety net providers should be
required to develop three-year business plans outlining their utilization projections, financial pro formas,
and necessary resources to sustain their organizations,. The business plans should be completed during the
leading entity’s second year of operation.

Rationale

In order to be successful, the leading entity must strive to achieve a vision of health for the medically
underserved and indigent Nashvillians. A clear vision is needed to align the goals of the safety net
providers and create new, substantial momentum to organize the resources needed to achieve the vision.
Through participation in the development of the vision and mission, the stakeholders will clearly and
consistently define the safety net system. The strategic planning process will enable the leading entity to
identify an appropriate organizational structure, the target population to be served, the capacity necessary
to serve the target population, and to determine gaps. The business plan for the leading entity will provide
the basis for outlining the financial needs for the safety net system and facilitate funding decisions.

Recommendation 1.5

The leading entity should be composed of strong, visionary leaders. The leading entity should include
the community’s most successful business leaders who have a deep understanding of and commitment
to Nashvillians.

Rationale

The strategic plan will represent a turning point in the way Nashville and Davidson County address the
health needs of its most vulnerable residents. The strategic plan needs to be developed by the
community’s most innovative and creative business minds in order to ensure that the goals are reflective
of the unique needs of Nashville and Davidson County and are achievable in the context of the
community. Leveraging the community’s business leaders will add credibility and encourage buy-in for
the plan’s implementation.

Recommendation 1.6

The leading entity should implement its responsibilities through a committee structure that

addresses: finance; human resources; community relations; and quality. Each of these committees
should be composed of the community’s experts in each of these areas to ensure innovation, creativity,
and credibility.

Rationale

As an organization focused on the needs of the community, the leaders should be reflective of the
community in terms of its tremendous talent in the areas of finance, human resources, community
relations, and quality. In order to be successful, the leading entity will need to draw from experts with
specialized knowledge in these areas. A committee structure that has participation from individuals

January 2010 Page 23






Enhancing Health Care Delivery to the Medically Underserved
and Indigent of Nashville and Davidson County

outside of the leading entity will ensure that these areas benefit from the appropriate community members
and that each area is focused on independent of other sectors and addressed appropriately.

Finance

Recommendation 2.1

The leading entity should include a finance committee that determines budget needs for the safety net
system; reviews funding levels; and monitors the financial operating performance of the safety net
system. Once these budget needs and funding levels are determined, the finance committee should
determine what level of funding is needed on an annual basis to sustain the system. Based on its
determination, the committee should recommend the implementation of a dedicated funding stream to
support the efforts of the safety net system that cannot be sustained through other funding strategies. In
addition, the finance committee should assist the safety net providers with meeting their respective
financial needs through other strategies. Examples of such strategies include: creating incentives for city
and county employees to use the safety net system as a preferred provider; and developing an approach
for maximizing TennCare and other uncompensated care funds resulting from health care reform, such as
forming an accountable care organization that contracts for coordinated care among system components.

Rationale

The leading entity requires a group of financial experts to review the financial state of the safety net
system as a whole in order to identify critical areas requiring support as well as opportunities for growth.
By deploying a group of financial leaders from the community to this task, the leading entity will develop
a plan that will be transparent, rational, and reflective of the needs of the safety net community. In order
to fill the financial gap necessary to sustain the safety net services, the finance committee will have to
determine the best scenario for creating sustainable sources of revenues.

Recommendation 2.2

In order to allow adequate time to make the financial determinations outlined above, a five-year
predetermined dedicated funding stream should be allocated by Metro to continue support for the NHA
while transitioning to the new model. Funds should also be secured to develop the new leading entity and
support its initial strategic and business planning efforts. These funds should be obtained from Metro as
well as through grants.

Rationale

By committing a funding stream to support the transition process, the members of the leading entity and
the community will not be distracted by unpredictable or unstable funding. The funding will allow the
safety net system to continue to operate and meet the needs of the medically underserved and indigent
while transitioning to a more effective model. This security will ensure that the process focuses on
developing the needed strategic and business plans for a better safety net system. In addition, large
foundations and other funders place heavy emphasis on the financial stability of an organization. A
stabilized funding source will allay funders’ fears of investing in a failing organization.
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Recommendation 2.3

The leading entity should take an aggressive approach (strengthened by a stabilized funding source) to
grant funding.

Rationale

Nashville can become an attractive study site for funders interested in supporting population-based health
care and health care research by leveraging the patient base of the entire safety net system, along with that
of its world-class academic health sciences centers. The establishment of the Meharry Clinical and
Translational Research Center, Meharry Medical, and its recent award from the National Institutes of
Health National Center for Research Resources, Research Centers in Minority Institutions, Clinical and
Translational Research program, is an excellent example of how Nashville can become a hub for health
disparities research.

Quality

Recommendation 3.1

The leading entity should establish a Quality Improvement Committee to support continued success with
quality improvement efforts throughout the safety net system. This committee should also set high
standards for patient satisfaction and customer service and monitor their achievement closely. The
committee should include highly regarded members of the health care provider community and draw from
Nashville’s wealth of health care experts and researchers in this area. This committee will provide the
basis upon which a community awareness campaign is developed regarding the high quality of services
provided by the safety net as well as the universal need for health care.

Rationale

The leading entity will need to dedicate a group of individuals to monitor the performance of the safety
net system in terms of how patient-centered it is. The entity will also need to demonstrate its high quality
of care to potential funders, payers, patients, and community, both in terms of clinical quality and patient
satisfaction. Demonstrating a high quality of care becomes increasingly important under health care
reform in which more people will have insurance and will be able to choose their health care provider.
Customer service and patient satisfaction are key contributors to individuals’ choices of providers.

Service Mix

Recommendation 4.1

The leading entity should focus on primary care and prevention and explore the “medical home model” as
a potential approach to service provision by the safety net system.

Rationale

Across the nation, urban safety net hospitals have seen increases in outpatient care services as their
inpatient services have decreased or remained stable. By focusing on primary care and prevention, the
safety net system will be better equipped to respond to patient needs and be consistent with health care
reform. The medical home model, which addresses patient-centered care, will become increasingly
important as payers continue to seek partners that address the full spectrum of patients’ needs in line with
health care reform efforts. This approach is better positioned to be more cost-effective by providing
access to prevention and primary care before a health condition becomes more costly, and is therefore a
key component of health care reform efforts.
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Recommendation 4.2

The leading entity should assess the community’s needs and capacity for specific health services and
providers in order to develop a service mix that is responsive to patient needs. This capacity analysis
should serve as the basis for a physician workforce plan that details strategies for recruitment and
retention of appropriate providers, the role of Meharry Medical College in supplying primary care
residents, and the need for contracting arrangements with providers. For example, stakeholders described
gaps in mental health and dental services for medically underserved adults and the qualitative research
identified a need for additional inpatient pediatric capacity for indigent patents. The leading entity should
work closely with the finance committee to determine the appropriate service mix for the safety net
system. As part of this process, the leading entity should engage all safety net providers in Nashville and
Davidson County to implement a collaborative system to access specialty care

Rationale

The safety net system should offer the services needed by the medically underserved and indigent
residents of Nashville and Davidson County. By assessing the capacity of the entire safety net system
and identifying gaps, the leading entity will be able to develop business plans and pro formas for new
services, along with sustainability plans to continue services needed.

Recommendation 4.3

The leading entity should evaluate the need for a Level 2 Trauma Center in Nashville and Davidson
County. Should the feasibility study identify a need for a Level 2 Trauma Center, Nashville General
Hospital, as the key facility for the uninsured, should determine the feasibility of becoming a Level 2
Trauma Center.

Rationale

There are no Level 2 Trauma Centers in Nashville and Davidson County, only a Level 1 at Vanderbilt
University Medical Center. Based on the quantitative data regarding disparities in the Nashville and
Davidson County community and input from the local key stakeholder interviews, a feasibility study that
would determine the impact of adding a Level 2 Trauma Center to Nashville’s emergency capabilities
should be conducted. The study should evaluate the potential impact of adding Level 2 Trauma Center on
the health outcomes for the medically underserved and indigent of Nashville and Davidson County.
Should the study identify a clear need for a Level 2 Trauma facility, or even for upgraded emergency
facilities, the feasibility of locating this resource at Nashville General Hospital should be assessed, as
Nashville General Hospital is the safety net hospital for the uninsured and would have the most impact on
the disparities exhibited by that population.

Recommendation 4.4

The leading entity should examine the optimal structure within the safety net system for Bordeaux and
Knowles.

Rationale

There is a clear need for Medicaid long-term care beds and assisted living services that Bordeaux and
Knowles provide. However, the retention of Bordeaux and Knowles as part of the Metro benefits system
presents both institutions with issues that compromise their ability to be competitive. Bordeaux and
Knowles are bound by the Metro benefit system and the city benefit cost structure, which inflates the
costs of these institutions and contributes to the financial losses being experienced by these facilities. In
addition, because Knowles is a publicly owned institution, its residents who receive Social Security
Income (SSI) payments as a source of income are not allowed to continue receiving their SSI payments
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when they enter the program, leaving them with no income or means to contribute dollars, which could be
used to offset the cost of their care and residence at Knowles.

The costs and revenues, as well as the patient mix, for both Bordeaux and Knowles, need to be examined
in detail in order to determine the cause of the deficits at these facilities. Case mix is impacted by mission
and function in the community (both institutions serve relatively high acuity, low-income populations),
which, in turn, potentially contribute to the deficits. Once the contributions to the deficit are fully
outlined, an optimal structure for each facility and potential strategies that assist both organizations in
eliminating or reducing their deficits should be implemented. The elimination and/or control of these
deficits will be critical under health care reform, in order for Bordeaux and Knowles to be part of a
competitive safety net system vying for patients.

Community Support

Recommendation 5.1

The leading entity should establish a Community Relations Committee. This committee should have a
strong and broad-based presence in the community and include the target population as part of the
committee. The committee should initiate efforts to improve consumer involvement in policy-making
decisions, operations, customer service, and service mix.

Rationale

Community support is essential to the success of this effort, which involves a variety of sectors across the
entire city. The committee established to support these efforts will be the “faces” of the safety net system,
and thus should be reflective of the diversity, talent, and wisdom of its residents.

Recommendation 5.2

The Community Relations Committee should build on community development activities in
impoverished areas of the city, including the Hadley community and work with the business community,
Meharry, and others, to revitalize the area.

Rationale

The safety net system needs to demonstrate that its focus is on health, including the economic well-being
of the population as a whole. By taking this holistic approach, the safety net system will establish its
credibility and demonstrate its commitment to contributing to the community it serves.

Technology

Recommendation 6.1

The leading entity should continue to leverage the efforts of the Access to Healthcare Research
Collaborative to move toward interoperability of records among the safety net providers.

Rationale

Patients benefit from interoperable health records because quality of care is improved. Integrated
electronic health records allow providers to review the medical history of patients within a system,
regardless of which provider the patient is visiting. Payers are increasingly reliant on electronic
submissions for payment, and eventually penalties will apply to those who do not use electronic systems.
Finally, electronic health records provide a wealth of data that can be shared to monitor quality, support
research efforts, and ultimately improve patient care.
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CONCLUSION

In 2008, the Nashville and Davidson County Metropolitan Government (Metro) provided $63 million to
the Nashville Hospital Authority (Authority), allocated as follows:

m  Approximately $35 million in funding to Nashville General Hospital for inpatient care and
ambulatory care.

m 311 million in operating loans to Nashville General Hospital (as of 2008 cumulative operating
loans totaled approximately $30 million).

m  Approximately $15 million to Bordeaux and Knowles.
m  $2.5 million in capital funding for the Authority.
These funds helped pay for:

m  An average daily census of 71.3 patients at Nashville General Hospital.
m 32,983 clinic visits to Nashville General Hospital’s outpatient clinics.
m 29,587 emergency room visits at Nashville General Hospital.

m  An average daily census of 372 patients at Bordeaux.

m 94 annual residents at Knowles.

As the number of medically underserved and indigent residents in Nashville and Davidson County
continues to grow, Metro has become concerned that its model for meeting the health care needs of the
medically underserved and indigent is neither cost effective nor sustainable. In addition, the health
indicators for the medically underserved and indigent population indicate that health care outcomes for
this population are not improving despite increasing expenditures.

Implementation of JSI’s recommendations will provide a more cost-effective and sustainable model for
the safety net system in Nashville and Davidson County. The overall focus of the recommendations is to
develop an autonomous leading entity that:

m Has fiduciary responsibility for the health care safety net system in Nashville and Davidson
County.

m Is publicly accountable.

m Is responsible for planning and implementing an integrated health care delivery system that
emphasizes access to timely, cost-effective, quality care for the medically underserved and
indigent population.

m  Works to lead a community-wide prevention and healthy lifestyle program.

The proposed model supports the development and implementation of a well-coordinated system of care

that more effectively uses public funds to provide access to quality and effective care for the medically
underserved and indigent population of Nashville and Davidson County.
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