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Service Area Competition on Martha’s Vineyard
PROJECT NARRATIVE – INTRODUCTION

In November of 2013, Island Health Care (IHC) became Martha’s Vineyard Island’s Federally-Qualified Community Health Center (FQHC).  The health center is Dukes County’s (Martha’s Vineyard and the Elizabeth Islands) only safety-net primary care facility, and currently sees approximately 4,000 patients for nearly 12,000 visits per year.  IHC has been recognized as a Patient-Centered Medical Home, providing high quality, evidence- and team-based integrated primary care. 
IHC’s delivery of services for the disadvantaged and vulnerable populations of Martha’s Vineyard has improved health care access and health quality indicators for the underserved, uninsured, under-insured, low- income, Brazilian immigrant, unemployed, seasonally employed, incarcerated, homeless, those with disabilities, mental health and substance use disorders as well as other vulnerable populations in Dukes County.  
Through this proposal, IHC seeks continued Service Area Competition (SAC) funding from Health Resources Service Administration/Bureau of Primary Health Care (HRSA/BPHC) for the three-year project period 2/1/2019 – 1/31/2022.  SAC funding will allow IHC to further provide access and connect, and engage at-risk target groups in our community with culturally relevant and evidence-based health services that include primary medical, oral health, substance use disorder treatment and mental health counseling, health education, evidence-based prevention and behavioral health services including the social determinants of health and their impact on the health status of the underserved and vulnerable members of this isolated rural community.  
Our FQHC model of primary care relies on closely-tied linkages with numerous community partners to create the highest quality, lowest cost and most accessible system of care.
NEED
CHARACTERISTICS OF THE TARGET POPULATION 
[image: Martha%27s_Vineyard_map]The geographic service area for this SAC proposal – Dukes County, MA (also known as Martha’s Vineyard Island – has been the subject of important health care access and need assessments specifically focused on the low-income, un- and under-insured, and chronically underserved and multiple other vulnerable year-round residents of the Island.  Martha’s Vineyard Hospital (MVH) is designated as a Critical Access hospital (CAH) with the goals of reducing financial vulnerability and improving access to healthcare for the underserved populations of the community[footnoteRef:1].  Additionally, Dukes County is a currently-designated primary care Health Professional Shortage Area (HPSA) and a Medically Underserved Population (MUP) which enhance opportunities for recruitment of much needed medical, mental health, and dental health care providers in this rural, underserved community.[footnoteRef:2]    [1:  Rural Health Information Hub 2002-2018  https://www.ruralhealthinfo.org/topics/critical-access-hospitals ]  [2:  HRSA Health Workforce Retrieved https://bhw.hrsa.gov/shortage-designation/what-is-shortage-designation] 

Recent studies and surveys that have been conducted to assess the health status of Martha’s Vineyard residents include: The Rural Health Scholars Project Defining Substance Use Disorder (October 2016)[footnoteRef:3]; Healthy Aging Martha’s Vineyard Brandeis Senior Survey Needs Assessment (February 2016)[footnoteRef:4]; Martha’s Vineyard Hospital FY16 Community Health Assessment (2016) and Implementation Strategy (2017)[footnoteRef:5]; Homelessness on Martha’s Vineyard Rural Health Scholars Report (2015)[footnoteRef:6]; and Martha’s Vineyard Commission Martha’s Vineyard Housing Needs Assessment (2013)[footnoteRef:7].  The resulting data reflect a continuing need for primary care programs and additionally highlight and corroborate the access to care needs for the vulnerable and underserved populations of Martha’s Vineyard. [3:  The Rural Health Scholars Project Defining Substance Use Disorder (October 2016) https://docs.wixstatic.com/ugd/2b75b9_ddf0201e7fd949618f2a0188cfa7588a.pdf]  [4:  Healthy Aging Martha’s Vineyard integrated Executive Summary Brandeis Senior Survey Needs Assessment (2016) http://www.chilmarkma.gov/Pages/ChilmarkMA_SelectAgenda/2016/02162016/2-8-2016%20DRAFT%20Integrated%20Summary.pdf]  [5:  Martha’s Vineyard Hospital FY16 Community Health Assessment (2016) https://www.mvhospital.com/media/documents/FINAL-MVH-CHNA-and-IMPLEMENTATION-PLAN-081916.pdf]  [6:  Homelessness on Martha’s Vineyard Rural Scholars Health Report October 2015 http://www.dukescounty.org/pages/DukesCountyMA_HealthCouncil/RS%20-%20Homelessness%20presentation%20Rural%20health%20scholars.pdf]  [7:  Martha’s Vineyard Commission Martha’s Vineyard Housing Needs 2013 http://mvcommission.org/sites/default/files/docs/Housing%20Needs%20Assessment%20-%20Highlights.pdf] 

A Quality of Life Survey conducted by Martha’s Vineyard Hospital in 2016 reported that 20% of respondents believed that access to health care was the most important factor to define a healthy community[footnoteRef:8].  Barriers to health care continue to be experienced by large numbers of year-round Martha’s Vineyard residents, including low-income individuals and families, the self-employed and unemployed, linguistic and cultural minorities, the uninsured and underinsured, the homeless, the incarcerated, those with food insecurity and disabilities, and older Island residents.   [8:  Martha’s Vineyard Hospital Community Health Assessment and Implementation Strategy 2016 https://www.mvhospital.com/media/documents/FINAL-MVH-CHNA-and-IMPLEMENTATION-PLAN-081916.pdf
] 

Following are descriptions of how certain, and sometime unique, characteristics of the service area and target population impact access to primary health care, health care utilization, health status, health disparities, and health outcomes.

FACTORS ASSOCIATED WITH ACCESS TO CARE AND HEALTH UTILIZATION
Geographical and Transportation Barriers
The barriers presented by the Vineyard’s geographic location are significant for several reasons. As a small, isolated community, the health care infrastructure is necessarily limited. When certain emergent medical situations occur, air transport is needed.  Additionally, in acute but non-emergent situations where tertiary care is required, ambulances must travel first by ferry and then potentially up to two hours to Boston or a somewhat closer Cape Cod-area hospital. 
There is reduced access to health care, as might be expected in a such an isolated community.  But in the case of an island, there is further hardship for residents, especially if they are low-income and thus face transportation-related challenges such as unreliable cars, high gasoline costs, and high cost of service cars such as taxis.
Other barriers include:
· Fragmented medical infrastructure/services in isolated rural Island community with no formal public health system;
· Limited range and capacity of services in the local healthcare safety net for all health services;
· Primary care provider shortages as throughout other areas of the United States and as are clearly documented in rural communities[footnoteRef:9].   [9:  Rural Information Health HUB 2017 https://www.ruralhealthinfo.org/topics/healthcare-access#primary-care] 

· Certain health services that are more expensive locally, especially hospital services, which exacerbate the problem of affordability that exists for those who are uninsured either because they do not qualify for affordable insurance plans or because they are in a “coverage gap”, i.e., uninsured while they wait for insurance to take effect.
Martha’s Vineyard Island is 100 square miles of varied land and seascapes.  There are thousands of acres of woodland and farms with stone walls built in the seventeen and eighteen-hundreds still running through them, miles of beaches (mostly private) and windswept hills rising above, and six very small towns, each with its unique character, each independently governed. Some Island families have long roots in their communities, a few actually going back twelve generations or more. Many residents live in secluded areas that are accessible only by dirt roads, and are a long distance from access to public transportation.  
Each town has its own school, fire department, police department, health department and Board of Selectmen (as well as numerous other municipal services that in most of the United States fall under County government, i.e., property tax assessment and collection.) While County government exists, it is very limited in scope, as is generally the case throughout the state of Massachusetts and other parts of the New England area.
Martha’s Vineyard Island’s service area lies seven miles off the south coast of Massachusetts (see Attachment 1: Service Area Map and Table).  The service area’s four census tracts (2001, 2002, 2003, 2004) are all rural. Zip codes include 02535, 02539, 02557, 02568, 02575, and 02713. There are seven separate municipalities in Dukes County: Gosnold, Tisbury (also known as Vineyard Haven), West Tisbury, Edgartown, Oak Bluffs, Chilmark and Aquinnah (formerly known as Gay Head). 
There is one superintendency for the school system, comprised of two districts – the Martha’s Vineyard Regional High School District and the Up-Island Regional School District (K-8) – and four separate town-run elementary (K-8) schools (Edgartown, Oak Bluffs, Tisbury and Gosnold).  Greater than ninety-nine percent of the service area residents live on Martha’s Vineyard with <0.003% living on Gosnold.[footnoteRef:10] [10:  US Census Bureau American Fact Finder ACS Demographic and Housing Estimates 2012-2016 https://factfinder.census.gov/faces/nav/jsf/pages/index.xhtmlhttps://factfinder.census.gov/faces/tableservices/jsf/pages/productview.xhtml?src=bkmk] 

IHC annually reviews its service area through the UDS zip code assessment of services provided to patients of the health center, the primary zip codes for care include the expected 02535, 02539, 02557, 02568, and 02575.  No change in the service area has been is included in this SAC application. *
Access to Martha’s Vineyard is limited to public ferry or private boat, or commercial and privately-owned planes. Time-consuming travel and cost have long been barriers for our target populations.  Travel anywhere includes 45 minutes each way by ferry - cost for a roundtrip car ferry ticket for residents is currently $63.00 in off-season, $109 for on-season; walk-on ticket is $17.00 for adult and $9.00 for children 5-12 years of age; responsibly fares for children less than five years old are free.[footnoteRef:11]  Additionally, roundtrip air fares to Boston are considered prohibitive at an average cost of  $455.00.[footnoteRef:12] [11:  The Steamship Authority Fare Information  www.steamshipauthority.com/reservations/fares ]  [12:  2006-2018 Fare Compare.com  www.farecompare.com/flights/Boston-BOS/Martha's_Vineyard-MVY/market.html ] 

While transportation to the mainland operates year-round, weather can and does frequently disrupt both plane and ferry access to and from the Island, especially in the late fall and winter months when wind, rain, and storms become a factor.  Locally, public transportation serves many locations on Martha’s Vineyard but services decrease during the non-tourist season and winter months which adds to the limitations for those populations who live in wooded areas that are off the main roads.  Taxi services are available but can be cost-prohibitive as there is a per town fee that is appreciated by the service.
The Healthy Aging Martha’s Vineyard Integrated Executive Summary reported that 14% of elders go to a mainland physician and 25% see a mainland dentist.[footnoteRef:13] Currently, the travel time to the nearest primary care provider (other than Island Health Care CHC) accepting new Medicaid and uninsured patients is 45 minutes on the ferry plus 20 minutes driving, for a total of 65 minutes, to Community Health Center of Cape Cod in Mashpee, MA.   [13:  Healthy Aging Martha’s Vineyard Integrated Executive Summary Brandeis Senior Survey Needs Assessment 2016] 


Demographics of the Service Area and Target Groups; Uninsured, Unemployed, Income, Poverty Levels
Dukes County consists of 11 islands off the southeast coast of Massachusetts. More than 99 percent of the County’s population lives on the largest island, Martha’s Vineyard, an international tourist destination and vacation-home resort. The Elizabeth Islands (town of Gosnold) numbers approximately 53 year-round residents. The year-round population of the Vineyard is growing and is currently estimated at 17,137 people, including an estimated 1,314 Brazilian immigrants[footnoteRef:14] with closer to 2,000 estimated by key informants in municipal government and law enforcement.  Additionally, approximately 300 registered and federally recognized Wampanoag Tribe members reside in the service area[footnoteRef:15]. Because Martha’s Vineyard is a vacation resort, in the summer season the population growth is estimated to be over 200,000 [footnoteRef:16] (including day visitors), straining our already stretched healthcare resources.   [14:  US Census Bureau American Fact Finder ACS Demographic and Housing Estimates 2012-2016 https://factfinder.census.gov/faces/nav/jsf/pages/index.xhtmlhttps://factfinder.census.gov/faces/tableservices/jsf/pages/productview.xhtml?src=bkmk]  [15:  Wampanoag Tribe of Gay Head  www.wampanoagtribe.net ]  [16:  Dukes County Commision  www.mvcommission.org ] 

The Island’s economic/employment picture is largely one of a rural, tourist-based economy, that breaks down as follows:
Table 1[footnoteRef:17] [17: U.S. Census Bureau American Fact Finder Selected Economic Characteristics Dukes County: 2012-2016 https://factfinder.census.gov/faces/nav/jsf/pages/index.xhtml] 

	Industry/Area
	%  Employed Population 16 years and over

	Agriculture, forestry, fishing
	   2.5

	Construction
	 14.0

	Manufacturing
	  4.3

	Wholesale trade
	  1.7

	Retail trade
	10.6

	Transportation/warehousing
	  2.9

	Information
	  2.5

	Finance, insurance, real estate and rental
	  9.3

	Professional, scientific, management, administrative, waste management
	12.4

	Educational services, health care and social assistance
	18.3

	Arts, entertainment, recreation, accommodation and food services
	11.8

	Other Services, except public administration
	5.1

	Public Administration
	4.5




































The larger target population in our service area is comprised of the uninsured and medically/socially underserved residents of our community which – reflected by our HPSA and MUP designations – broadly includes the entire service area year-round population.  Target groups for the FQHC include 1) low income, often seasonally unemployed workers and their families; 2) Brazilian immigrants, many undocumented and many limited-English proficient, 3) members of the Federally-recognized Wampanoag Tribe of Gay Head (Aquinnah). 
Many residents in the service area are income-eligible for MassHealth (Medicaid) or Health Connector Plans which offer subsidized and unsubsidized insurance plans but have either never enrolled or have enrolled but fall off and lose coverage for significant periods of time. As is common with service area residents, many of our patients are seasonally employed and unable to afford health insurance at some point throughout any given year. Thus, we will also target those with incomes that are 200% - 400% of Federal Poverty Guidelines, who are most likely to be uninsured or under-insured.  Additionally, we prioritize existing primary care patients with complex oral health needs, children, those with mental health disorders, those with substance use disorders, the incarcerated to ensure linkages to care upon discharge, and residents who have not had a primary care visit in the past 12 months. 
In aggregate, our target groups/populations include people who are (or have):
Low-income 
Uninsured 
Underinsured
Disabilities
Without a primary care home
Limited or have no English proficiency
Seasonally unemployed
Older adults
Homeless
Public Housing Residents
Experiencing Mental Health Disorders
Affected by Substance Use Disorders
Lesbian Gay Bisexual Transgender
Veterans
Incarcerated
Limited numbers of health care providers, isolation from the mainland, a history of poor access to care for American Indians, an aging population, social factors, homelessness, substance use disorder, mental health disorders, and a significant limited-English speaking population with health literacy cultural issues all present major barriers for Vineyard residents accessing health services which is similar to other rural and vulnerable populations in the United States.[footnoteRef:18] [footnoteRef:19] [18:  The 2014 Update of the Rural-Urban Chartbook https://ruralhealth.und.edu/projects/health-reform-policy-research-center/pdf/2014-rural-urban-chartbook-update.pdf]  [19:  James CV et. al. Racial/Ethnic health Disparities Among Rural Adults – United States, 2012-2015. MMWR Surveill Summ 2017 James CV et. al. Racial/Ethnic health Disparities Among Rural Adults – United States, 2012-2015. MMWR Surveill Summ 2017] 


Table 2 Age: [footnoteRef:20] [20:  U.S. Census Bureau American Fact Finder ACS Demographic 2012-2016 https://factfinder.census.gov/faces/nav/jsf/pages/index.xhtml] 

	Total Population
	Estimate
	Percent
	

	Male
	8,231
	48.0%
	
	

	Female
	8,906
	52.0%
	
	

	<5
	688
	  4.0%
	
	

	5-19
	2,954
	17.2%
	
	

	20-64
	9,998
	58.4%
	
	

	>65
	3,497
	20.4%
	
	













Martha’s Vineyard population is aging, with a current median age for full time residents 46.5 years.  The Healthy Aging Survey enjoyed a response rate of 49% of residents over 65 years of age with 11% of that group over 85 years.  Important to note that as the population ages there is a higher risk of multiple chronic health conditions[footnoteRef:21].    In 2015 the CDC reported that 63-83% of Medicare beneficiaries 65 and older had multiple chronic conditions.[footnoteRef:22] [21:  National Center for Chronic Disease Prevention and Health Promotion (NCCDPHP) Healthy Aging Helping Older Americans Achieve healthy and High-Quality Lives At a Glance 2015]  [22:  National Center for Chronic Disease Prevention and Health Promotion (NCCDPHP) Healthy Aging Helping Older Americans Achieve healthy and High-Quality Lives At a Glance 2015] 

Percent of the target population that is uninsured  
There are 1,453 uninsured Dukes county residents which represent 8.48% percent of the year-round population[footnoteRef:23]. The rate of uninsured has continued to decrease as the Affordable Care Act has led huge gains in coverage for nearly all United States residents and this is also true of Dukes County residents who saw an decrease in uninsured from 11.4% in 2015[footnoteRef:24] to 8.5% in 2018[footnoteRef:25].  Some 40% of the county population has public insurance coverage compared to 51% with private coverage.   [23:  U.S. Census Bureau American Fact Finder Selected Economic Characteristics ACS 2012-2016 https://factfinder.census.gov/faces/tableservices/jsf/pages/productview.xhtml?src=CF]  [24:  County Health Rankings & Roadmap 2013 http://www.countyhealthrankings.org/app/massachusetts/2018/overview]  [25:  County Health Rankings & Roadmap 1018 http://www.countyhealthrankings.org/app/massachusetts/2018/overview] 

The Massachusetts Center for Health Information and Analysis, 2017 Massachusetts Health Insurance Survey, reported the Massachusetts uninsured rate was 3.7% compared to 8.8% nationally.  Those who were uninsured reported family income below 400% of the federal poverty level, with 61% reporting cost too high and 39.9% losing their eligibility.  Highest rates of those who were uninsured were Black 3.9%; other/multiple race, non-Hispanic 3.2%; and Hispanic 3.4%.  
Some are not able to enroll as they fall outside of eligibility and program requirements or are unable to obtain needed documentation.  Others are unable to maintain premium and co-payment costs and seek exemptions from the Health Connector, the agency that oversees and manages the state programs. Therefore, there is an ongoing need for special efforts and funds to connect these low-income, uninsured and publicly-insured adult immigrant patients with essential primary and preventive health care services to ensure that lack of insurance is not a barrier to care. In Massachusetts, it is the state’s Health Safety Net program that addresses this need.  
Unemployment 
A 6.2% increase in unemployment rates during the winter months in Dukes County clearly reflects a strong seasonal tourist economy employment factor.  
Table 3 [footnoteRef:26] [26:  Bureau of Labor Statistics, 2017 https://www.bls.gov/data/#unemployment] 

	Unemployment 
	Dukes County
	Massachusetts

	July 2017 
	2.6%
	4.0%

	January 2018
	8.8%
	4.0%

	June 2018
	3.3%
	3.9%


Income/Poverty level[footnoteRef:27]:  The American Community Survey reports 11.3%[footnoteRef:28] of the target population is below the Federal Poverty Level (FPL). 24% have incomes <200% FPL. [27:  U.S. Census Bureau American Fact Finder Table Poverty Status in the Past 12 Months of Families: 2012-2016 5-year estimates https://factfinder.census.gov/faces/nav/jsf/pages/index.xhtml]  [28:  U.S. Census Bureau American Fact Finder Table Poverty 2012-2016 https://factfinder.census.gov/faces/nav/jsf/pages/index.xhtml] 

The economy of the Island is based primarily on tourism (including seasonal residents.) As previously described, employment for full-time residents is typically in the retail, service, and construction industries. Seasonal unemployment, low wages, and lack of health insurance benefits characterize such jobs. As an isolated Island community, the cost of living is also extraordinarily high. The 2013 Housing Needs Assessment describes the affordability gap as dauntingly large while the median home price was 54% above the state’s the average weekly wage was 71% above the state average.
Race/Ethnicity[footnoteRef:29] 				 [29:  U.S. Census Bureau American Fact Finder ACS Demographic (Race and Ethnicity) 2012-2016 https://factfinder.census.gov/faces/nav/jsf/pages/index.xhtml] 

Table 4
	Racial/Ethnic Category
	Dukes County

	One Race 
	95.2%

	Two or more races
	4.8%

	White persons
	88.1%

	Black or African American persons
	3.7%

	American Indian and Alaska Native persons
	1.6%

	Asian persons
	.30%

	Native Hawaiian and Other Pacific Islander 
	0%

	Some other race
	1.6%

	Persons of Hispanic or Latino origin
	1.7%


Note:	Within the community, it is widely presumed that most demographic, income and racial/ethnic statistics do not include the approximately 2,000 undocumented Brazilian immigrants who over the last two decades have made Martha’s Vineyard their home. It is estimated therefore that a total year round population figure of approximately 19,000 includes this group, although the official census figure of 17,137 does not.[footnoteRef:30]  These residents represent a key target group for health center services. [30:  U.S. Census Bureau American Fact Finder ACS Demographic 2012-2016 https://factfinder.census.gov/faces/nav/jsf/pages/index.xhtml] 

Primary languages 
Other than English, the primary language spoken by those targeted for the FQHC project is Brazilian Portuguese.
Education
92.8% of full time residents 25yrs and older have a high school diploma and 39.8%  have a bachelor’s degree or higher.[footnoteRef:31] [31:  US Census Bureau Fact Finder Educational Attainment 2012-2016 https://factfinder.census.gov/faces/nav/jsf/pages/index.xhtml] 






















Health Disparities, Common Causes of Morbidity/Mortality, Health Indicators
Table 5
Age Adjusted Rate per 100,000  
	Indicator
	Massachusetts
	Dukes County

	Total Population 
	6,547,629
	17,137

	Cancer (All Types) Incidence/100,000
	508.51
	582.04

	Cancer (All Breast)
	18.5
	12.27

	Cancer Prostate (Male)
	18.8
	20.90

	Cancer (Colo/Rectal – Invasive All)
	37.0
	41.4

	Cancer (Urinary Bladder) – Male
	40.1
	53.5

	Cancer (Bronchus/Lung –All)
	63.8
	56.6

	Cancer (Thyroid – Female)
	29.5
	No data avail.

	Deaths:
	
	

	Cancer (All Types)
	150.2
	137.1

	Heart Disease 
	134.8
	267.41

	Accidents 
	52.8
	No data avail.

	Chronic Respiratory Disease
	31.4
	No data avail.

	Stroke Deaths
	27.9
	59.60

	Alzheimer’s Disease
	18.6
	No data av.

	Diabetes
	14.9
	No data av.

	Substance Use Disorder Admissions/Inpatient Detox
(Alcohol/Alcohol with secondary drug)
	                        N=22,052

	 N=111*


Trends/Occurrence/County Disparity and Counts
Tick Borne illnesses are trending upward in Dukes County. Among these are anaplasmosis, Lyme Disease and babesiosis. In 2016, Massachusetts had 513 confirmed and probable cases of babesiosis, a 15% increase from 2015. Overall, 1,104 suspected cases of babesiosis were investigated in 2016. 
Disparity - Occurrence of neoplasm in Dukes County remains generally higher than the state average. Data show, however, that incidence is not an indicator of mortality, suggesting that good preventive screening results in more detection, survival is good. This long-term management of cancer will require chronic care and self-management practice on the part of the Health Center to support our patients as they navigate the health care system to maintain wellness. In addition, as we work diligently per our UDS guidelines to promote smoking cessation there will be a reduction in new cases of respiratory system cancers and therefore reduced mortality
Neoplasm. MA Incidence (newly diagnosed cases):
Males – prostate cancer accounted for 23.2% of all newly diagnosed cancers among males
Females – invasive breast cancer accounted for 30% of all newly diagnosed cancers among females
Neoplasm. MA Incidence (cancer deaths):
Males – cancer of the bronchus and lungs accounted for 26.3% of all cancer deaths among males
Females - cancer of the bronchus and lungs also accounted for 27.1% of all cancer deaths among females
(Note: In Dukes County, the data on thyroid cancer, as well as 4 of the other 6 leading causes of death in Massachusetts listed here, is so small that it is suppressed in the County Health reports to protect confidentiality.)
Heart Disease and Stroke.  Of interest is the mortality data attributable to cardiac and cardio-vascular disease and stroke. Our aging population may account for this, nevertheless, monitoring of trends and new initiatives to assign risk levels and chronic care management personnel to these patients is part of our PCMH, ACO and SNEPTNi workplans. 
Substance Use Disorder/Detox Admissions. The Commonwealth of Massachusetts Bureau of Substance Abuse Services (BSAS), in their Description of Admissions to BSAS Programs reports in their Drug Use Characteristics by Community that Dukes County residents seeking admissions to BSAS-contracted programs continue to demonstrate overwhelmingly that alcohol is the substance of abuse.  Trending upward is the reporting of other concurrent substances used in the past year, with marijuana second in reports. Again, due to the relatively small numbers, data is suppressed for confidentiality purposes. 
Dukes County has no on-Island inpatient detox options. Martha’s Vineyard Community Services and Martha’s Vineyard Hospital (IHC’s key partners for our community’s sole resources, all of them off-Island facilities), provide us with data* that show that in the 13 months of 11/1/17-12/31/17, 111* referrals were made for urgent inpatient detox admissions off-Island. Partners were able to connect 100% of requests for placement for admission through this initiative. Referrals were by self-referral, peer recovery coaches or family/loved one.  This underscores the importance of a key-contact social system that can articulate with a formal services network as a lifeline for someone struggling with addiction. 
References/Sources:
Cancer Incidence in MA, Data Brief 2011-2015. Preliminary data, Mass Cancer Registry. Mass.gov/dph
Massachusetts Deaths 2015. March 2018. Mass.gov/dph
National Cancer Institute State Cancer Profiles: https://statecancerprofiles.cancer.gov/incidencerates/index.php?stateFIPS=25&cancer=020&race=00&sex=1&age=001&type=incd&sortVariableName=rate&sortOrder=default#results. 
CDC Wonder: https://wonder.cdc.gov/ 
MASSCHIP https://www.mass.gov/lists/cancer-incidence-statewide-reports#2011-2015
Bureau of Substance Addiction Services:  https://www.mass.gov/orgs/bureau-of-substance-addiction-services. 
Substance Use Treatment Admissions by Primary Substance of Use (according to sex, age group, race and ethnicity among admissions aged 12 and older. Year 2014. Source: Center for Behavioral Health statistics and Quality, Substance Abuse and Mental Health Service Administration, Treatment Episode Data Set (TEDS). Based on administrative data reported by States to TEDS through July 1, 2018. https://wwwdasis.samhsa.gov/webt/quicklink/MA14.htm. 
*Martha’s Vineyard Substance Use Disorders Coalition Meeting Minutes. Aug 28, 2017 and July 18, 2018. MOU attachments. 
___________________________________________________________________________
Substance Use Disorders
Substance use disorders have become a critical public health concern.   Drug overdose deaths in the United States have seen a significant increase with 6.1 deaths in 1999 to 19.8 deaths per 100,000 population in 2016.[footnoteRef:32]  Also, the total number of opioid related deaths in Dukes County from 2000-2016 was 27.[footnoteRef:33]  In 2016 the Massachusetts opioid-related death rate was 33, in Dukes County there were 3 related deaths.   [32:  Data Brief 294.  Drug Overdose Deaths in the United States, 1999-2016 https://www.cdc.gov/nchs/data/databriefs/db294_table.pdf#page=1]  [33:  Massachusetts Department of Public Health Number of Opioid1‐Related Overdose Deaths, All Intents by County, MA Residents: 2000‐2016] 

The Rural Health Scholars found through hand-collected death certificate data on Martha’s Vineyard that four deaths by opioid use occurred from 2010-2015.[footnoteRef:34]  Although death rates may be low for opioid-related deaths in Dukes County there is a significant number of deaths (46) from all substances.[footnoteRef:35] Massachusetts Department of Public Health reports non-fatal overdoses increased by 200% between 2011 and 2015 exceeding 65,000.[footnoteRef:36] Notably, a nonfatal overdose increased the risk of a fatal overdose within two years.   [34:  Addiction and the Martha’s Vineyard Community:  Assessment of Substance use Disorder and Acdiction Services in a Rural, at-risk Population  Rural Health Scholars 2016 https://docs.wixstatic.com/ugd/2b75b9_ddf0201e7fd949618f2a0188cfa7588a.pdf
]  [35:  Addiction and the Martha’s Vineyard Community:  Assessment of Substance use Disorder and Acdiction Services in a Rural, at-risk Population  Rural Health Scholars 2016 https://docs.wixstatic.com/ugd/2b75b9_ddf0201e7fd949618f2a0188cfa7588a.pdf]  [36:  Bata Brief An Assessment of Opioid-Related Overdoses in Massachusetts 2011-2015 https://www.mass.gov/files/documents/2017/08/31/data-brief-chapter-55-aug-2017.pdf] 

Additionally, The Centers for Disease Control and Prevention report that 88,000 deaths from alcohol use occur each year.[footnoteRef:37] The Substance Abuse and Mental Health Services Administration reported that in 2013-2014,  6.7% of Massachusetts residents 12 years and older were dependent on or abused Alcohol and of those 12.2% were adolescents.[footnoteRef:38]  Dukes County heavy or binge drinking reports for 2016 were 22%.[footnoteRef:39]  Centers for Disease Control 2015 data shows that 21,028 alcoholic liver disease deaths occurred and 33,171 alcohol-induced deaths, excluding accidents and homicides. At-risk populations for substance use disorders include the homeless, individuals with serious mental health issues, the incarcerated, and American Indians.  In American Indian populations the opioid-related overdose death rate is 13.7 compared to 13.1 nationally.[footnoteRef:40]   [37:  Excessive Alcohol Use Preventing a Leading Risk for Death, Disease and Injury At A Glance 2016 https://www.cdc.gov/chronicdisease/resources/publications/aag/alcohol.htm]  [38:  Behavioral Health Barometer Massachusetts, Volume 4.  Substance Abuse and Mental Health Services Administration. https://store.samhsa.gov/shin/content//SMA17-BAROUS-16/SMA17-BAROUS-16-MA.pdf]  [39:  County Health Rankings and Roadmaps http://www.countyhealthrankings.org/app/massachusetts/2018/measure/factors/49/data]  [40:  The Opioid Crisis Impact on Native American Communities https://tribalepicenters.org/blog/2018/03/14/the-opioid-crisis-impact-on-native-american-communities/] 

Mental Health Disorders
In 2016, 59.8 million physician office visits with a primary diagnosis of mental disorder occurred.[footnoteRef:41] It is estimated 18.3% of adults had any mental illness in the past year, of those 4.2% has a serious mental illness.  Also, 12.8% of adolescents (12-17 years old) had a major depressive episode and 10.9% of young adults (18-25 years old).  Suicide deaths per 100,000 were 13.4% or 42,773.  [41:  Key Substance Use and Mental Health Indicators in the United States:  Results from the 2016 National Survey on Drug Use and Health Substance Abuse and Mental Health Services Administration. https://www.samhsa.gov/data/sites/default/files/NSDUH-FFR1-2016/NSDUH-FFR1-2016.htm#mde1] 

It is estimated that 14.4% of adults received mental health care during 2016.  Additionally, 40.9% of adolescents (12-17 years old) with a major depressive diagnosis in the past year received treatment for depression.  Co-occurring disorders for substance use disorder and mental illness among adults were found in 2.6 million adults or 1.1% of the population.  Additionally, 333,000 or 1.4% of adolescents had co-occurring substance use and mental health disorders.  In Massachusetts from 2014-2015, 3.9% of adults had a serious mental illness[footnoteRef:42].  Additionally, 12.4% of adolescents had a major depressive disorder.  Additionally, from 2011-2015, 54.2% of adolescents received treatment for depression and 54.7% of adults received mental health treatment/counseling. [42:  Behavioral Health Barometer Massachusetts, 2015 https://www.samhsa.gov/data/sites/default/files/2015_Massachusetts_BHBarometer.pdf ] 


Other Health Disparities
Native American/Wampanoag Tribal Members
American Indian represent approximately two percent of the population in the United States[footnoteRef:43].  According to the American Community Survey estimates for 2017 American Indian and Alaska Natives represent 1.2% of the population of Dukes County.[footnoteRef:44] The National Health Interview Survey found that 15.4% American Indian or Alaska Native reported their health as fair or  poor.[footnoteRef:45]  Additionally, the survey found that 25.4% of persons under 65 were uninsured.  The leading cause of death for this vulnerable population are heart disease, cancer, and accidents.  The infant mortality rate per 1,000 live births is 7.6% compared to 5.9% for all races.[footnoteRef:46] [footnoteRef:47] In 2014 an American Indian or Alaska Native mother was 2.5 times least likely to receive early prenatal care.  Also, 30% of families in Dukes County live in poverty.[footnoteRef:48]  It has been suggested, noting limitations in data, that Native Americans experience a disproportion of depression, suicide, drug and alcohol abuse.[footnoteRef:49] [43:  Norris, T, Vines, P.L., & Hoeffel, E. (2012)  The American Indian and Alaska Native Population:  2010 https://www.census.gov/history/pdf/c2010br-10.pdf]  [44:  Norris, T, Vines, P.L., & Hoeffel, E. (2012)  The American Indian and Alaska Native Population:  2010 https://www.census.gov/history/pdf/c2010br-10.pdf
]  [45:  Summary Health Statistics for the U.S. Population:  National health Interview Survey, 2016 Table P-1c https://www.cdc.gov/nchs/nhis/shs.htm]  [46:  US Department of Health and Human Services Office of Minority Health 2018]  [47:  Centers for Disease Control and Prevention Health of American Indian or Alaska Native Population 2017]  [48:  U.S. Census Bureau American Fact Finder Poverty Status 2012-2016 https://factfinder.census.gov/faces/nav/jsf/pages/community_facts.xhtml]  [49:  The State of Health Disparities in the United States- Communities in Action-NCBI Bookshelf 2017. https://www.ncbi.nlm.nih.gov/books/NBK425844/] 

Brazilian Immigrants
Seventeen percent of the Brazilian-Born in the United States live in Massachusetts.[footnoteRef:50]   Many of the Martha’s Vineyard population of Brazilian-born are working in violation of their visas and have moved to the Vineyard to work two or even three service jobs at once.  There are those that are here without proper documentation, or return to Brazil seasonally or even for a year or two, a pattern called yo-yo migration[footnoteRef:51].  Many Brazilian immigrants hold jobs in the hotel, house cleaning, restaurant, landscaping, and construction industries. In Brazil the top three leading causes of death are low back and neck pain (6%), ischemic heart disease (6%) and cancer and diabetes at 4%.[footnoteRef:52]  As Brazilians immigrate to the United States they are at risk for similar disease states as Americans suffer a great burden of the similar disease.  Lazar-Neto and colleagues interviewed 521 Brazilian immigrant in Massachusetts, 35.5% showed depressive symptoms.[footnoteRef:53]  Associations included poor English proficiency and low income.  One study Found that immigrant parents and children are living in fear secondary to immigration status.[footnoteRef:54] Parents are experiencing depression and/or anxiety and it is affecting relationships with their children.  Additionally, children are manifesting fears through sleeping and eating problems and depression and anxiety.   [50:  Migration Policy Institute 2016 https://www.migrationpolicy.org/]  [51:  Zong, J. & Batalova, J. Brazilian Immigrants in the United States 2016 https://www.migrationpolicy.org/article/brazilian-immigrants-united-states]  [52:  Centers for Disease Control and Prevention CDC in Brazil 2016 https://www.cdc.gov/globalhealth/countries/brazil/default.htm]  [53:  Lazar-Neto et.al. Depression and Its Correlates Among Brazilian Immigrants in Massachusetts, USA. J Immigrant Minority Health 2018]  [54:  Artiga, S. & Ubri. P. Living in an Immigrant Family in America:  How Fear and Toxic Stress are Affecting Daily Life, Well-Being, & Health.  The Henry Kaiser Family Foundation 2017. https://www.kff.org/disparities-policy/issue-brief/living-in-an-immigrant-family-in-america-how-fear-and-toxic-stress-are-affecting-daily-life-well-being-health/] 

Public housing residents
Note: Although the Island community and town government is highly committed to improving and creating affordable housing opportunities for the residents of Dukes County, currently there is no public housing as defined under HRSA (hence, the entry 0 under Special Population Characteristics for the number of Residents of Public Housing).  Housing expansion opportunities, eligibility and placements are managed by partnerships among public agencies, town Affordable Housing Committees and a network of publicly and privately funded non-profits who own and manage the properties.
Dukes County Regional Housing Authority manages 77 rental apartments for residents who make less than 80% of the area median income[footnoteRef:55].  Additionally, they manage the rental assistance program for Dukes County.  Island Elderly Housing provides housing for 62 and older who are within income guidelines and also persons with disabilities[footnoteRef:56].  In 2013 35% of patients residing in public housing were uninsured.  Forty-two percent had Medicaid or CHIP.  Additionally, 97.1% were at or below 200% FPL.[footnoteRef:57]  Hypertension, diabetes, depression and other mood disorders were the top ranking diagnosis for services rendered.  From 2011 to 2013 an 87% increase in the number of obesity and overweight visits occurred with a 59% and 58% increase in asthma and hypertension visits respectively[footnoteRef:58].   Additionally, there was a 60% increase in depression and mood disorder visits and a 70% increase in other mental disorder visits.  [55:  Dukes county Regional Housing Authority Accessed housingauthoritymarthasvineyard.org]  [56:  Island Elderly Housing www.iehmv.org]  [57:  National Center for Health in Public Housing. Patients Served by Public Housing Primary Care (PHPC) Programs ]  [58:  National Center for Health in Public Housing. Patients Served by Public Housing Primary Care (PHPC) Programs PowerPoint.] 

Homeless residents
Homelessness is an issue of concern on Martha’s Vineyard.  In 2017, those individuals who lacked a fixed, adequate, night time residence in Massachusetts was 5.6%.[footnoteRef:59]   Specifically, for Dukes County the Annual Point in Time (PIT) found that on January 30, 2018 there were 11 unsheltered persons residing in Dukes County[footnoteRef:60].  The Rural Scholars Health Report 2015 found through self-reporting at any given time 3-5 residents were homeless although key informant anecdotal, estimates are as high as 150.[footnoteRef:61]  The Martha’s Vineyard Housing Needs Assessment reported that Martha’s Vineyard rents exceeded the Massachusetts state rents by 17%. There is a paucity of studies, surveys, or assessments to truly define the extent of the issue on Martha’s Vineyard.  The importance of addressing social determinants of health such as housing equity and homelessness and their impact on health care outcomes has been recognized and made a priority for health systems and community health centers.[footnoteRef:62]   [59:  HUD  www.hudexchange.info ]  [60:  Cape and Islands Regional Network on Homelessness ANNUAL POINT IN TIME COUNT RESULTS, 2012 - 2018 http://www.bchumanservices.net/library/2018/04/CoC-2018-PIT-Counts-2012-2018-v.2-4-17-18-nf.pdf]  [61:  Homelessness on Martha’s Vineyard Rural Health Scholars Report October 2015 https://docs.wixstatic.com/ugd/2b75b9_9fd2dd4337814d648040f432718b522d.pdf]  [62:  ] 

Homeless populations experience health inequalities and poor health outcomes.  Populations include LGBT youth, veterans, displaced workers, migrant workers, refugees, the frail elderly, those discharged from psychiatric hospitals and from overcrowded correctional facilities.[footnoteRef:63]  Homeless populations have a shorter life span, addiction and mental health disorders and respiratory illnesses such as tuberculosis (TB).  The Centers for Disease Control and Prevention report that more than 5% of diagnosed TB cases were homeless in the previous year.[footnoteRef:64] The Rural Scholars report on homelessness described seasonality of employment and housing opportunities, lack of transitional housing and lack of access to inpatient mental health or substance use treatment as risk factors for residents of Martha’s Vineyard.[footnoteRef:65]  [63:  Koh, H. & O’Connell, J. J. Improving Health Care for Homeless People. Jama 2016,316(24) https://jamanetwork.com/journals/jama/fullarticle/2594705]  [64:  Centers for Disease Control and Prevention TB in the Homeless Population 2018 https://www.cdc.gov/tb/topic/populations/homelessness/default.htm]  [65:  The Rural Health Scholars Project Defining Substance Use Disorder (October 2016) https://docs.wixstatic.com/ugd/2b75b9_ddf0201e7fd949618f2a0188cfa7588a.pdf] 

LGBT residents
LGBT populations have less access to insurance, higher rates of smoking, alcohol, and substance use.[footnoteRef:66]  Additionally, this group is at risk for mental health disorder and increased incidence of some cancers and other diseases and social issues such as homelessness that are prevalent in other populations.[footnoteRef:67]   Barriers to care have been cited as inequitable policies and practices and substandard care.   The Rural Scholars found that further training is needed for health care providers who care for the LGBT community on Martha’s Vineyard.[footnoteRef:68] These findings are in line with the recommendations by the CDC for culturally competent medical care and prevention for this at risk population.[footnoteRef:69] The CDC also reports that multiple health threats and poorer health status has been associated with sexual orientation.   [66:  The Joint Commission:  Advancing Effective Communication, Cultural Competence, and Patient- and Family- Centered Care for the Lesbian, Gay, Bisexual, and Transgender (LGBT) Community:  A field Guide. Oak Brook, Il, Oct. 2011. LGBT FieldGuide.pdf.]  [67:  The State of Health Disparities in the United States-Communities in Action- NCBI Bookshelf 2017 https://www.ncbi.nlm.nih.gov/books/NBK425844/]  [68:  Rural Health Scholars:  Assessing Sexual and Reproductive Health Care on Martha’s Vineyard. 2017. ]  [69: Centers for Disease Control and Prevention.  Lesbian, Gay, Bisexual, and Transgender Health.  About LGBT 2014. https://www.cdc.gov/lgbthealth/about.htm] 

Oral Health Disparities
The Centers for Disease Control and Prevention (CDC) reports 20% of children aged 5-11 have at least one untreated decayed tooth, as do 13% of adolescents.[footnoteRef:70]  Adults aged 20-64 91% had dental caries and 27% had untreated tooth decay.[footnoteRef:71] Approximately 50% of adults have signs of gum disease which can cause tooth loss.  American Indians and Alaska Native are one of the top three racial/ethnic groups that generally have the poorest oral health.  Many public health, medical, and dental organizations recommend community water fluoridation to reduce dental caries.[footnoteRef:72] [footnoteRef:73]  On Martha’s Vineyard only one town has fluoride in the community water knowing that fluoridation can prevent up to 25% of tooth decay[footnoteRef:74].  An additional barrier is limited dental services for Martha’s Vineyard residents who have MassHealth coverage.  There is one pediatric dentist, one adult dentist, as well asVineyard Smiles – a mobile Dental Service provides care to over 400 children and low income adults and Martha’s Vineyard Hospital Dental center that has a prohibitive, years-long wait list.  The Massachusetts State Health Assessment determined that there is unequal access to linguistically and culturally appropriate dental care and differences in coverage according to income[footnoteRef:75].  State wide, only 45% of dentist accept MassHealth. [70:  Centers for Disease Control and Prevention Children’s Oral Health. 2014 https://www.cdc.gov/oralhealth/children_adults/child.htm]  [71:  Dye, B.A., Thornton-Evans, G. & Li, X.  Dental Caries and Tooth Loss in Adults in the United States, 2011-2012.  NCHS data brief, no 197. 2015]  [72:  Healthy People 2020 Oral Health of Children and Adolescents Accessed www.healthypeople.gov]  [73:  Centers for Disease Control and Prevention Community Water Fluoridation https://www.cdc.gov/fluoridation/index.html]  [74:  Massachuesetts State Health Assessment 2017 https://www.mass.gov/files/documents/2017/11/03/2017%20MA%20SHA%20final%20compressed.pdf]  [75:  2017 Massachusetts Department of Public Health.  Massachusetts State Health Assessment. Boston, MA; October 2017.] 

Other Unique Health Care Needs of the Target Population
In addition to the health needs described above, chronic care management including case and care management as well as patient education and self-management is a pressing need for our target population. The level of diabetes and its relentless increase as well as the high prevalence of cardiovascular disease points clearly to a need for chronic disease management incorporated into primary care. Unless Martha’s Vineyard Island residents are treated with a focus on the social determinants of health, little headway can be made against the ravages of these chronic diseases and their co-morbid conditions, often themselves fatal. 
Low-income, uninsured adult immigrants with little understanding of the complex American health insurance and health care systems experience uncoordinated, discontinuous care. Barriers in patients’ lives that include insurance issues, family finances, inability to take time off work for medical appointments, transience, and linguistic needs, cause patients to delay or cancel clinically recommended primary care visits, as well as preventive health screenings and routine oral health care. Both rural low-income service area population and recent immigrants require assistance in navigating the complicated network of support services.
Cultural/Ethnic Factors
There are historic issues of trust with Tribal members and conventional U.S. health care system/providers. Research has shown that racial and ethnic bias, and stereotyping, continue to play significant roles in the quality of the physician-patient relationship and in access to medical treatment information.[footnoteRef:76] [footnoteRef:77]  Contributors to Native American health disparities include:[footnoteRef:78] [76:  Michael E. Bird, “Toward Wisdom,” in Eliminating Health Disparities: Conversations with American Indians and Alaska Natives, ed. Michael E. Bird, William M. Kane, and Marcia Quackenbush (ETR Associates, 2002), ]  [77:  Broken Promises: Evaluating the Native American Health Care Sys tem, September 2004, U.S. Commission on Civil Rights]  [78:  Yvette Roubideaux, “Perspectives on American Indian Health,” American Journal of Public Health, vol. 92, 2002,s] 


· Limited access to appropriate health services and facilities. 
· Poor access to health insurance, including Medicaid, Medicare, and private insurance. 
· Insufficient federal funding. 
· Quality of care. 
· Availability of culturally competent health services. 
· Disproportionate poverty and poor education. 
· Behavior or lifestyle choices. 
· Low health literacy.
Like Wampanoag Tribal members, Brazilians experience significant issues related to low health literacy. Many immigrants have low levels of education (grade school) in Brazil. Furthermore, there is a lack of knowledge and understanding of how U.S. system works that can lead to complications in obtaining appropriate and timely health care, especially preventive care.
In evaluating the expectations of health care of Brazilian immigrants to the United States, findings have shown “that Brazilians accessed allopathic care only as a last resort after self-treatment strategies failed, … and that they expected more personal warmth, continuity of care, and more affectionate verbal and nonverbal cues than their U.S. clinicians provided.”[footnoteRef:79] Brazilian immigrants tend to seek care after their health problem has progressed beyond a stage in which self-care is sufficient, and they will desire a warm relationship with their provider. [79:  Roberts TE. 2007. Health Practices and Expectations of Brazilians in the United States. Journal of Cultural Diversity, 14(4), 192-197.] 

Rural residents in the service area do not readily reveal personal information or even acknowledge aches and pains. Many patients downplay their symptoms and chronic conditions by actively minimizing them or writing them off as just a “touch of sugar” for uncontrolled diabetes. They tend to be wary or mistrustful of health care systems as unaffordable and unresponsive and are unaccustomed to thinking of adequate health care as their right.
People with disabilities
According to the Americans with Disabilities Act, a person with a disability is a person who has a physical or mental impairment that substantially limits one or more major life activities. These life activities include but are not limited to: mobility, hearing, speech, cognition. In more complex terms, disability can be defined as inability to live alone, take care of personal care, shop or prepare meals, conduct banking or see to financial decisions.
Sources differ on the rate of disability in the US. At the last decennial census in 2010, in which a ‘long form’ or a detailed count was conducted people with disabilities represented about 18.7% of the population nationwide. In the ensuing interim, the American Community Survey (ACS) has provided annual data that reveals a discrepancy, likely attributable to a change in questions, which shows a rate of 12.8%. As the population ages, the rate of disability is trending upward and is projected to increase.
From the 2010 census, when the service area total year-round population was slightly lower, the distribution of disability by town, by age group, was as follows: 
Table 6
[image: ]
This breakdown of population by disability type revealed that while the disability of aging grows chronologically, there were nearly 1200 people between 18 and 64 years of age with a distribution of disability, all of which could affect access to and utilization of health care for wellness and disease management. Given our increase in elder population, we have used the national percentage of 12.8% to estimate current and near future numbers of people with disabilities (see Form 4: Community Characteristics).
Dukes County is one of the two oldest in Massachusetts in terms of
median age. The Healthy Aging MV survey conducted in 2015 revealed social and physical vulnerability in the elder population in having limited mobility or limited ability to live alone; and 25%experiencing a fall in the past year. These are very similar to questions included in the ACS. http://www.massbenchmarks.org/statedata/data/countycar15/UMDI%20County%20Characteristics%20V2015.pdf) 
OTHER PRIMARY HEALTH CARE SERVICES 
The service area was re-designated as a primary care Health Professional Shortage Area (HPSA) in 2012, and earlier (November 2011) received a Medically Underserved Population designation.  
The health care facilities identified in our Service Area Map and Table (see Attachment 1) are described as follows:
· Primary Care Physicians: There are currently 9.6 FTE primary care physicians (including pediatricians) in the Martha’s Vineyard Hospital (MVH) Physicians Group, a group practice based at MVH with doctors trained in either general or family practice or internal medicine. Presently, most of those practices are closed to new patients. 
· Vineyard Medical Care: A primary and walk-in care adult medical clinic with 1.6 physicians in Vineyard Haven largely providing episodic, urgent care services and tick borne illnesses.
· Community Health Center of Cape Cod: A FQHC with three sites in Falmouth, Mashpee and Bourne on the mainland. IHC has referred Island patients to the Mashpee facility primarily (the largest of the sites) for dental services that are lacking on Martha’s Vineyard.  
· Wampanoag Tribe of Gay Head (Aquinnah): The Wampanoag Health Service (WHS) is a department under the Wampanoag Tribe of Gay Head (Aquinnah), a federally recognized tribe. The Wampanoag Health Service exists to provide and establish programs for disease prevention and health promotion as well as to provide and facilitate access to quality healthcare to its tribal members. The department is comprised of three sections consisting of a tribal primary care clinic, serving all Native Americans, an Environmental Health section and a Contract Health Section. The primary care clinic is staffed by a full time RN.
· Hospital: Martha’s Vineyard has one hospital. MVH has been designated as a Critical Access Hospital and provides limited inpatient services with 14 beds. The hospital has an emergency room that is physician-staffed 24 hours a day, 7 days a week.
· Specialty Physicians (at MVH):  Currently a number of specialty physicians have their main practice on Martha’s Vineyard. Specialties represented include gynecology, general surgery, anesthesiology, orthopedics, radiology, dermatology, pain management, oncology, and emergency medicine. Other specialty physicians hold office hours on the Island on varying schedules, including for cardiology, plastic surgery and rehab/wellness. Martha’s Vineyard Hospital also has limited telemedicine services. Most specialty care, however, is provided off-Island either on Cape Cod or more commonly, in Boston. MVH is an affiliate of Massachusetts General Hospital/Partners Healthcare.

Other health services, facilities and organizations in the service area include:
· Nursing Homes: Martha’s Vineyard Hospital also operates the Island’s largest nursing home, Windemere. This facility provides short-term rehabilitation, has a 25-bed unit for residents with Alzheimer's disease, and 20 rest-home beds to independent seniors in the community. There are also 2 very small independent nursing homes.
· Oral Health Providers: There are currently 8 general dentists in private practice on Martha’s Vineyard. Martha’s Vineyard Hospital in 2008 opened a 2-chair dental clinic.  Currently, the waiting list for new patient visits is years long. Commonwealth Mobile Oral Health Service provides portable dental services through Island Health Inc.’s Vineyard Smiles program to children in Head Start and grades K-12 at school, targeting children with MassHealth (Medicaid) who have no other source of care. 
· Martha’s Vineyard Community Services (MVCS): MVCS offers five human service programs, including:  the Island Counseling Center, a certified community mental health center; early childhood programs including Head Start; Disability Services which includes the Family Support Center and Island Employment Services that provide support for adults and children with disabilities and special health care needs; CONNECT to End Violence, which provides support services for women who have experienced domestic and sexual violence; and Island Wide Youth Collaborative that is a family resource center for at-risk families, young people, and community members . 
Island Health Care currently contracts with MVCS/Island Counseling Center for substance use and mental health counseling.
· Health Imperatives Martha’s Vineyard: This is an office of a mainland agency that provides reproductive health services as well as STD counseling and testing. Health Imperatives also houses the WIC program for the Island, which sends a worker twice a month.
· Elder Services of Cape Cod and the Islands, Inc. Elder Services is a private non-profit corporation, the federally designated Area Agency on Aging (AAA) and the state-designated Aging Services Access Point (ASAP) for the Island. Services offered by this agency include: Elder at Risk Respite Care, Protective Services, Elder at Risk Services, Long-Term Care Screening, Senior Dining Centers, Home Delivered Meals, Nursing Home Ombudsman, Senior Employment and Training Program, Community Grants, Retired and Senior Volunteer Program (RSVP) and information and referral services.
· Vineyard Health Care Access Program (Access Program): The VHCAP was formed in 1999 as a program of Dukes County and the Dukes County Health Council to assist uninsured Island residents secure access to public and private health insurance and to serve as a resource to help people secure needed services.  Annually, over 2,500 (15%) of Island residents are served.[footnoteRef:80]  It also operates several additional health care access initiatives. Prescription Medication Assistance Program and the Senior Assistance Plan, specializing in prescription assistance for low income Island residents including seniors and people with disabilities.  The Access Program is also a partner with IHI in the Vineyard Smiles program.  Island Health Care employs an outreach and enrollment specialist who shares time at VHCAP. [80:  Health Care Access Program Accessed mvhealthcareaccess.org] 

· Specialty Network for the Uninsured, is a limited regional network of providers who offer free or low-cost specialty care for people who are uninsured.
SERVICE GAPS 
· There are limited primary care providers for the service area population, as our HPSA designation attests.  Whenever periodic surveys are conducted, most if not all physician practices report that they are NOT accepting new patients.  
· Access to dental care is identified as a major concern.[footnoteRef:81] Martha’s Vineyard has some oral health assets but they are inadequate to meet demand.  Currently Martha’s Vineyard had 8 dentists in eight practices, with only one pediatric provider.  Additionally, limited access to dental care exists for residents that are insured by Mass Health.  The Dental Center at Martha’s Vineyard Hospital and one other dental office are the only community providers that accept MassHealth. Unfortunately, the Dental Center at Martha’s Vineyard Hospital has a waiting list for new patients that is years in length. [81:  Vineyard Smiles Community Oral Health Assessment, Island Health Inc., July 2005] 

· Behavioral health resources are insufficient to meet service area demand, in particular among low-income and uninsured residents.  Generally, Island Counseling Center has a 6-week to 3-month waiting list, however IHC under contract has decreased those times significantly. The Island’s three practicing psychiatrists do not accept Medicaid, private health insurance, or Health Safety Net.  
· Given the target population demographics (immigrant, low-income, Native American, homeless, substance use disorder, mental health disorder, homeless, LGBT, elderly, veterans, and the incarcerated), the high demand for enabling services goes unmet requiring far more in the way of resources than is currently available.
· Medical specialty care services of many types are unavailable except on a very limited basis.  Health Safety Net (uncompensated care) patients needing specialty services nearly always must travel to providers not located on Martha’s Vineyard and often towns on Cape Cod or in the city of Boston to receive them.
· For the vast majority of individuals and families impacted by changes to subsidized insurance programs as a result of the ACA, cost-sharing requirements remained the same or were reduced as a result of their new coverage.
· Consistency across the majority of health plans available through MassHealth programs has allowed continuity in health plan choices for most individual transitioning to new ACA programs. 
· Overall, it is likely that the majority of individuals experiencing transitions in subsidized coverage as a result of ACA implementation experienced enhanced or comparable program design. However, the groups transitioning to MassHealth programs may have had a less challenging experience than those changing to or within Health Connector programs because of federal rules requiring reapplication and the need to manage more differences with respect to cost-sharing choices and health plan options.

Economic and demographic shifts
In the last three years, we have seen a 3% rise in the percentage of residents age 65 and over, now over 20%. The only other significant shift occurred in the reduction of the number of uninsured residents: three years ago, we reported 11.4%. That figure is presently 8.5%, which we attribute to two factors: 1.) Medicaid expansion opportunities; and 2.) Expanded outreach and enrollment efforts.
Natural disasters or emergencies
Emergency Planning efforts (see Form 10 Emergency Preparedness Report) are, of course, ongoing. Officials in the service area are always on alert for storm/hurricane events and well-prepared to manage them when necessary. Hurricane activity over last several years has been minimal.

*Additionally, the health center completes or updates a needs assessment of the current population at least once every three years for the purposes of informing and improving the delivery of health services. The following Board-approved process and procedure describes how this is accomplished:

	POLICY NAME:  Needs Assessment
	

	PROCEDURE/PROCESS: Needs Assessment Process
	

	EFFECTIVE DATE: 9/15/15
	REVISION DATE:



	PURPOSE OF POLICY OR PROCEDURE:
	To demonstrate and document the needs of the health center’s target population, and update its service area as necessary in order to:
· inform and improve its delivery of appropriate services 
· provide strategic planning direction 


	PATIENTS WHO WILL BE IMPACTED:
	All

	RESPONSIBLE TEAM MEMBERS:
	Senior Leadership Team (CEO, CFO, DIR QI, MEDICAL DIRECTOR, HIT/DATA MANAGEMENT DIR (OR CONSULTANT)

	PROCEDURE OR POLICY ACTION FREQUENCY:
	Every three years, and more often as appropriate



PROCEDURE/PROCESS DETAILS:  
To inform and improve its delivery of appropriate services and direct strategic planning, Island Health Care completes at least 1 formal needs assessment within each 3-year federal health center program project period. The needs assessment is presented as part of its Service Area Competition application and includes (but is not necessarily limited to) the following:
· Description of the service area, and inclusion of map(s) by zip &/or census tract
· Population to provider ratios (e.g. # of primary care providers)
· Proximity to providers who accept Medicaid and/or uninsured patients
· Demographic, socioeconomic, cultural, ethnic factors:
· Income: Poor and Low-income population (e.g. 100% and 200% of FPL)
· Uninsured population
· Unemployment rates
· Health disparities/quantitative health care needs
· Health indicators (e.g., diabetes, hypertension, low birth weight, immunization rates)
· Barriers to care
· geographical/transportation, lack of insurance, literacy and language
· Resources
· Gaps in service 
Additionally, on an ongoing basis, members of the senior leadership team representing the health center participate and collaborate with: 
· the hospital in completing their required CHNA and strategic planning process
· the Dukes County Health Council and its various committees in conducting community needs assessments to identify new and/or changing needs of the service area populations
· other community-based organizations and service providers in periodic needs assessments to inform and improve integrated service delivery
(This section was submitted separately at HRSA’s request for demonstration of compliance with Needs Assessment requirement, section b.)
________________________________________________________________________
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1.	SERVICE DELIVERY MODEL
a.	Method of provision of services
IHC provides high quality primary care across an integrated system of health care providers, serving and helping to improve and sustain not only the patient’s physical well-being, but the quality of life of the whole person within the community.  IHC is a currently a leader and key part – and will contribute to the further building – of a comprehensive, community-based, well-networked health care system delivered by the region’s small and large health agencies, comprising a local system where no one will be denied the services they need because of unavailability or cost – a “virtual” multi-service community health center. 
Services provided directly on-site (in scope and consistent with Form 5A: Services Provided Column I) include general pediatric and adult primary care, diagnostic laboratory, health screenings, well child, gynecology/women’s health, voluntary family planning, immunizations, preventive dental, a limited amount of psychiatric care, case management, eligibility assistance, health education, outreach, transportation assistance, translation/interpreter services as well as other enabling services such as nutrition counseling, health fitness, and chronic disease education and self-management support.
In keeping with our virtual health center model, we also provide through contract (in scope and consistent with Form A: Services Provided Column II) expanded case management, outreach and eligibility assistance, additional dental services, and mental health/substance use services. 
Through formal written referral arrangement (in scope and consistent with Form A: Services Provided Column III), the health center offers diagnostic laboratory and radiology services, screenings, after-hours emergency coverage, voluntary family planning, immunizations, well child services, OB/Gyn, preventive dental and pharmaceutical services, case management and transportation assistance.  
IHC is an NCQA-recognized Level II Patient-Centered Medical Home (PCMH), and we have implemented a team-based care delivery model lead by Nurse Practitioners as Primary Care Providers who work with contracted Collaborating Physicians for limited prescription guidance and supervision, RN Patient Care Managers, Medical Assistants and Community Health Workers.
Another component of our service model is cultural competency.  We employ bilingual patient support staff (English, Brazilian Portuguese) since many of our Brazilian patients are limited-English proficient. We also have Medical Interpreters available during all hours the health center is open, as well as video/audio telehealth interpreting services in all other languages.
b.	Documentation and payment for contracted services
IHC provides or is on track to provide the following required and additional services through contractual agreement (MOUs, please refer to Attachment 7: Summary of Contracts/Agreements):
· Outreach, eligibility and enrollment assistance in public and private subsidized insurances, transportation assistance, and case management (see Health Insurance Eligibility, Enrollment and Other Types of Assistance in narrative below for program details) – Documentation in patients’ health records having to do with health insurance/sliding fee/other types of assistance is managed through IHC’s Outreach and Enrollment Specialist and consists of messages, notes and periodic updates to insurance status directly into each patient’s electronic chart. 
IHC pays the contractor – the Vineyard Health Care Access Program (VHCAP) – to provide these services to community members and health center patients out of our 330 health center federal grant.

· Additional dental – IHC has in scope and intends to begin offering this fall basic dental services through a monthly clinic delivered by Commonwealth Mobile Oral Health Services (CMOHS). While CMOHS will bill patients and third party payers separately from our other health center services, CMOHS staff will enter notes and other patient visit information directly into IHC’s electronic health record system. 
Payment to CMOHS will come from IHC’s 2015 330 service expansion grant.

· Behavioral health, mental health and substance abuse services – Also paid for by IHC.s 2015 330 service expansion supplemental funding, the health center contracts with Island Counseling Center (ICC) for these additional services (see Mental Health and Substance Use Disorders in narrative below for details). 
Documentation of these services in mutual patients’ electronic charts is currently handled by periodic faxed communications/care summaries provided by ICC providers which are scanned into the electronic record along with an alert to the IHC provider that such communication has occurred. Reciprocally, IHC providers fax referrals/periodic communications to ICC providers. 
c.	Management, tracking and closing the loop in referral arrangements 
IHC manages, tracks and closes all referral loops electronically according to guidelines provided and supported by our electronic health record vendor.  Below please find our brief referral policy and procedure, followed by a work-flow diagram related to referral tracking for hospital procedures:






	POLICY: Referrals


	Tracking Referrals

	DATE APPROVED: 8.30.17
	EFFECTIVE DATE: 8.30.17


PURPOSE: To ensure that ordered referrals are followed through the initiation, completion of the consult by the patient, receipt of results and recording in the EHR. 
POLICY:  Once ordered by the providers, referrals will be tracked through the entire process and documented in the EHR. _________________________________________________________________________
PROCEDURE: 
Reference Allscripts Referral Management Feature Guide
Allscripts Professional EHR 15.0 ©2016
	PATIENTS WHO WILL BE AFFECTED:
	All patients

	RESPONSIBLE TEAM MEMBER:
	Providers, Medical Assistants, Data Entry and Reporting, Records management, 

	ALLSCRIPTS REPORT NAME:
	Referrals Outstanding










PROCEDURE TRACKING PROCESSReport automatically generated 1st Monday of every month for month before last orders in order to a) send FMH reminder to patient and b) Patients w/out web accounts will get phone call from ______ 

NO
NO
NO
Order faxed to MVH
 

PCP notified via pt. msg. in EHR
Provider calls insurer OR  cancels order
Provider orders test(s)
Prior auth approved?[image: ]
Call insurer
Print and Give to Di
Results received? [image: ]
Nurse reviews fax
Prior auth req’d? [image: ]
Nurse gives original fax to Priya
Nurse makes copy for provider
Result requires immediate action?





























Priya scans result(s) into chart (if abnormal results appears in RED)



DONE


d.	Resources to address access and utilization barriers
See narrative directly below.
SERVICE AREA DELIVERY MODEL IS MOST APPROPRIATE AND RESPONSIVE TO COMMUNITY HEALTH CARE NEEDS AND BARRIERS
The IHC model of primary care is founded on empowerment, linking knowledge of healthy behaviors with gaining the motivation, self-efficacy, and skills needed to pursue a healthier lifestyle.  At the individual level, such empowerment refers to learning and developing decision-making skills, managing resources, and working with others to achieve a sense of control and critical awareness over one’s life choices and how to achieve personal goals. By extension and through collaborative success, empowerment also accrues to the organizations that necessarily comprise our local health care system – an environmental form of empowerment.
Primary care providers are, of course, commonly the gatekeepers in the managed care system, the entry point into the medical care system through referral for other or specialized care. Access to primary care depends in part on ensuring that people have a predictable, accessible source of appropriate care. It is also the predominant vehicle for prevention, treatment, and maintenance activities, which should be a comprehensive continuum, with all parts interconnected.
First as a rural health clinic serving a varied target group and now as a Federally-Qualified Community Health Center, we have learned that our specific target populations need to be approached and treated with special consideration for the patient’s language, cultural identity, and level of understanding.  IHC values, respects and indeed reflects diversity and has demonstrated the capacity for cultural self-assessment.  At IHC, we are conscious of intercultural dynamics, have institutionalized cultural knowledge, and continuously adapt service delivery to reflect understanding among and within cultures. We employ culturally diverse and sensitive staff who are trained to foster trusting relationships with patients of diverse origin and cultural traditions.
Our target groups include members of the Federally-recognized Wampanoag Tribe of Gay Head (Aquinnah), Brazilian immigrants and lower-income seasonally-unemployed workers and their families.  Our primary care program is designed to screen, identify and consider individual needs and environmental factors that influence health status and health-related behaviors. Island Health Care has designed a service delivery model responsive to the needs of the low-income, ethnic/cultural populations and others on the Island, that effectively addresses:
Accessibility: Low-income populations often qualify for government benefits, such as Medicaid, Supplemental Social Security Income, Aid to Families with Dependent Children, and the Women, Infants and Children program; however, they need assistance to access these benefits. Our service model serves as an important gateway into services for low-income adults and families needing income support, housing, vocational rehabilitation, and behavioral health care.
Affordability: The Island Health Care Community Health Center operates on a sliding fee scale for services and no one will be turned away. Any out-of-pocket costs (especially prescriptions) are a prohibitive barrier for our low-income residents. We are always exploring resources for medications and basic needs supplies that may eventually include a 340B pharmacy program, perhaps shared with other FQHCs in the region.
Comprehensive Care: Our “virtual” health care and enabling services model – including a broad range of available services on the Island and throughout the region – offers a full scope of medical, behavioral and social services through extensive collaborative referral arrangements. 
Cultural Competency and Responsiveness: Providers must take into account the patient's ethnic and cultural background as well as physical and social environments in offering care. Cultural competence is a sine qua non of our health care model since over 30% of our clientele will be cultural and linguistic minorities.
Location: Medical and psycho-social services need to be easily accessible; fragmented service systems defeat the establishment of the health center as a “health care home.” Supplemental services such as public health insurance enrollment and support, and transportation support are/will be offered at easily accessible locations in partnership with our health center.  Island Health Care Community Health Center itself is conveniently located and easily accessible by public transportation in the Upper Main Street area of Edgartown, the Island’s largest town.
Linkages: In order to enhance both comprehensiveness and cost-effectiveness of health center services, we have and will continue to form or fortify relationships to create reciprocal referral systems and complementary programming.
Community awareness: In the course of implementing a linked, community-based FQHC program, Island Health Inc. is committed to raising public/community awareness about the importance of primary care and health education, and working with the Dukes County Health Council and local media to promoting our virtual community-wide health center. 
Enabling Services/Health Education and Promotion: Our target patients can often have especially low return and very high no show rates, even as continuity in primary care is critical to their health, e.g., those at risk or diagnosed with chronic diseases. Given the high rates of risk behaviors in our service area populations, outreach, health education and health promotion, delivered in multiple modalities, are critical to improve the health of our target populations as well as to minimize the impact of chronic diseases and conditions. We know that optimal access to these programs is through consistently utilized primary care.
Inclusive outreach strategies involve making contact with families at community locations, participation in school events; creating visible neighborhood events and recreation, booths at all major community events and fliers and brochures distributed at community-based organization sites. Outreach activities have included community health screenings and collaborations with other local community organizations and through the Cape & Vineyard Community Health Center Network, of which IHC is a full member. We also use marketing techniques such as local newspaper announcements and flyers posted in local businesses and community agencies. Outreach to businesses that employ large numbers of immigrant workers is conducted.  Health center staff participates in community-wide health fairs, and going forward will conduct outreach to local schools, senior centers and other natural gathering places for our target population.
Outreach efforts are integrated into a continuum of care that includes a primary care team and a liaison linking IHC to the VHCAP program at its program office on the Island. VHCAP and IHC have developed a number of local and regional resources such dental service contractors, volunteer dentists, nutrition consultant, wellness coach, sliding-scale specialist care, etc. 
The Outreach Enrollment Specialist, Community Health Outreach Educator and Health Access Specialist have key functions that include:
· Developing relationships with key community members and groups that will provide opportunities for community and individual education about CVD and diabetes risk factors;
· Providing culturally appropriate individual and group health education; teaching self-management and lifestyle skills; and educating clients to available community resources; 
· Contacting churches and other civic/community groups to explain the program, recruit patients, and include information about the program in newsletters, bulletins, etc;
· Distributing posters, flyers, and brochures to areas that are appropriate for the target population;
· Advocating for patient needs and assure access to services/resources/referrals;
· Arranging for interpreter/translation services or accompany patients to appointments and referral sites, as needed; 
· Providing feedback relevant to improving service accessibility and acceptability to providers. 
Pharmacy: Our providers are adept at the use of pharmaceutical patient assistance programs. With the Vineyard Health Care Access Program’s support, IHC staff attempts to help patients identify low-cost prescription options. We will explore the feasibility of implementing or collaborating with an existing (Cape Cod) FQHC to establish a 340B pharmacy program to serve our target population. 
Laboratory: Comprehensive laboratory services, phlebotomy services, radiology and a range of other diagnostic services are provided under contract with Martha’s Vineyard Hospital.  The health center also hosts on-site a full-time phlebotomist from Quest Diagnostics which provides a full range of laboratory testing services to our patients on a sliding fee discount scale.
Transportation: Local bus transportation is provided by the Vineyard Transit Authority which also provides transportation for the disabled.   There is a low-cost medical van that makes runs to the Boston area medical facilities on twice-weekly basis. We also fundraise in order to provide resources for people who need transportation to off-Island medical care.
Oral Health:  Island Health and the Vineyard Health Care Access Program’s school-based Vineyard Smiles Project is the primary provider of dental care to children with Medicaid.  Dental services are provided through a contract with Commonwealth Mobile Oral Health Service, a LLC on the mainland, who travel to the Island on a regular basis.  Island Health owns a portable dental operatory, including chair, light, compressor with suction, and a digital x-ray system. This equipment will be used for this expansion of services. We provide basic dental service through a portable system of care that can be set up in our current patient exam rooms.  Patients with more complex needs on-Island are referred to a) the Martha’s Vineyard Hospital Dental Center: or c) the Community Health Center of Cape Cod.  We also support the continuation/expansion of the school-based program, which currently serves over 400 lower income Island children annually with portable dental services and oral hygiene and oral health education. 
Mental Health/Substance Use Disorders:  Primary care providers at the health center are trained to screen and identify individuals with or at-risk for substance use-related problems at the earliest possible stage, using the Screening, Brief Intervention and Referral to Treatment (SBIRT) tool.  The screening will determine the severity of substance use and the appropriate level of intervention.  IHC providers, and our MH/SUD Access Coordinator and Community Health Worker perform a brief intervention or brief treatment during a medical visit and refer those needing more extensive care to a behavioral health, specialist or inpatient setting for assessment, diagnosis, and appropriate treatment.  Those with a Substance Use Disorder (SUD) are often referred to Martha’s Vineyard Community Services Island Counseling Center (with which IHC has a contract for counseling services) and/or to Gosnold programs which include: Gosnold Treatment Center, a 50-bed detoxification and stabilization program: Gosnold at Cataumet, a 30 bed rehabilitation program: Emerson House, a 44 bed women's residential treatment center: Miller House, a 33 bed men's residential treatment center; or Gosnold TSS Program, a 27-bed transitional care program. Gosnold also operates outpatient and family services programs to treat SUD. 
Additionally, IHC has recently cultivated relationships through proactive efforts by our MH/SUD Access Coordinator at three other (off-Island) facilities:
· SSTAR Treatment Center – a 50-bed residential treatment center in Fall River, MA (60 miles from Vineyard); 
· AdCare Hospital – two locations, one in Worcester, MA (100 miles from Vineyard), a 100-bed Level 4 hospital managing both SUD and medical needs of patients; another in Warwick, RI (75 mi from the Island), a 45-bed long term (up to 3 mos) 45 beds rehabilitation services;
· High Point Treatment Center – 50-bed detox and stabilization in Plymouth, MA (40 miles from the ferry landing in Woods Hole.
Through our HRSA AIMS grant, our MH/SUD Access Coordinator/CHW works within the health center and in the broader community to:
· Act as a part-time staff resource to coordinate MV Coalition for SUD activities; 
· With CMO and Data Management Consultant, implement comprehensive screening tools and EHR reporting capacity to more accurately identify patients with mental health/substance use disorder needs (including those co-occurring with other chronic diseases) ;
· Using new screening tools (SBIRT), identify new referrals to existing Island
Counseling Center (ICC) Mental Health/Substance Use counseling;
· With CQO, coordinate evidence-based expanded Mental Health/SUD chronic disease self-management leader training, including him/herself. Schedule and help lead five or six 8-wk patient education/self-management sessions in CY 2018; 

· Identify through screening and EHR data reporting within health center patient population (and through community outreach) referrals for existing and new patients to evidence-based MH/SUD patient education/self-management courses; 
· With Medical Director: schedule/coordinate suboxone waiver/Medication-Assisted Treatment and PSSCO pain management training; develop, establish and become a member of a new Patient Centered Medical Home (PCMH) MH/SUD care team; 
· With senior leadership and using HRSA SAMHSA Integration scale as a guide: develop strategies and a plan to work toward highest possible and reasonable primary care integration score.
Chronic Disease Management:  Patients who have risk factors for CVD or Diabetes Type II are screened, monitored and followed to ensure that specific care management protocols are followed. All patients will have regular tests and visits to measure:
Blood Pressure 
BMI
HbA1c levels (at-risk for or diagnosed diabetics)
LDL levels
Smoking status
Annual eye exam (at-risk for or diagnosed diabetics)
Annual foot exam (at-risk for or diagnosed diabetics)
Annual dental exam
IHC was introduced to the Chronic Care Model (CCM) in 2006[footnoteRef:82], participated in the Cape and Island Diabetes and Disparities Collaborative, supported by a Blue Cross Blue Shield Foundation of Massachusetts for three years and continues to focus on community health worker/social network model.   We also participated in HRSA’s Office of Rural Health Policy’s Small Rural Health Care Provider Quality Improvement Program where we employed the CCM, and measured and tracked six nationally-accepted performance measures for our patients with Diabetes II and Cardiovascular Disease. [82: 
] 

The components of the Chronic Care model that IHC seeks to incorporate and refine are community, the health system, self-management support, delivery system design, decision support and clinical information systems. It is well-documented that a complicated mix of genetic, behavioral and environmental factors contributes to overweight and obesity. Behavior change programs in isolation from the social environment are likely to be less effective than those that are inclusive. One of our goals is to arm target groups with the knowledge and skills to make informed choices about healthful diets, to reduce risks of CVD and diabetes, and to access food resources that support their health and well-being. Another is to foster environmental/behavioral strategies which lead to supporting healthy choices.
Linguistic and cultural competence
In 2006, with grant support from HRSA’s Office of Rural Health Policy (Rural Health Outreach Grant) and the Blue Cross Blue Shield of Massachusetts Foundation, Island Health launched the Island Medical Interpreter Service (IMIS) to meet the communication needs of Island health care providers and their limited English-proficient Brazilian patients.  IMIS arranged interpreter training and certification, and from 2006 until April 2012, primarily worked with the hospital on a 24/7 on-call basis, providing interpreter services for virtually every department and physician practice on campus.  Unfortunately, MVH was forced to cut the service due to budgetary restrictions, but Island Health Care continues to use the services of a number of the interpreters on a contract basis, providing backup as necessary to our full-time bi-lingual staff. 
Requiring and training our providers to be culturally aware and to demonstrate cultural sensitivity during the examination and treatment of Native American patients increases the numbers taking advantage of available screening and intervention procedures. It is also important to acknowledge and support Native American traditional healing and medicines as part of the spectrum of health care appropriate for Native Americans.
IHC is committed to serving and hiring a diverse population and will continue to provide training and technical assistance for staff to ensure that the needs of culturally and linguistically diverse patients are addressed. To the extent possible, IHC will recruit personnel locally and use their cultural competence to increase access to health care services. Annual trainings regarding cultural sensitivity and health literacy will be conducted for all staff.
Health Insurance Eligibility, Enrollment and Other Types of Assistance
As IHC has done since 2004, we rely on and engage services through a contract with the Vineyard Health Care Access Program (VHCAP or the Access Program).  Throughout the narrative thus far, we have referred to the success of VHCAP in working to connect the Island population to all of the programs – Commonwealth Care, Health Safety Net, MassHealth (Medicaid), etc. – involved in Massachusetts Health Reform since the law(s) became operational in July of 2007.  VHCAP not only guides its clients through the eligibility and application maze, it also pays close attention to the need of this population for ongoing support to maintain coverage once it is accessed.
Very experienced and always well ahead of the curve, VHCAP navigated the new provisions of the Affordable Care Act as it came online in January 2014, including: changes already being discussed in Massachusetts Medicaid coverage; availability of Advanced Premium Tax Credits for insurance purchased through an Exchange for individuals with incomes up to 400% fpl; and Cost-Sharing reductions for insurance purchased through an Exchange for person up to 250% fpl.
Potentially-eligible individuals are identified and informed of programs and options through advertisements in local media, forums, meetings and focus groups similar to those conducted prior to MA Health Reform implementation, and other targeted outreach activities.  VHCAP provides education and enrollment assistance at their offices on the Vineyard, as well as at various sites throughout the community as needed and requested.
Public Program and Health Insurance/Safety Net Enrollment: VHCAP is the single community-based safety net “hub” for medically-underserved Islanders in general, and is the primary public benefit enrollment site for our target groups. The program provides enrollment assistance for low- and moderate-income Islanders, and annually assists over 3,000 Islanders to enroll in public benefit programs. The Access Program uses the state’s Virtual Gateway software program for enrollment allow an individual (or family) who is applying for health insurance to also apply for other public benefits, including food stamps or WIC. Enrollment staff assists participants with these applications as needed.  The Access Program also determines whether a client has a Primary Care Provider and refers her/him to the health center if they do not.  
Island Health Care also has a full-time Outreach and Enrollment Specialist (OES) who works both at the health center and at VHCAP, in both places assisting health center patients as outlined above. It is also part of the OES’ role to provide eligibility assistance and verification of income for IHC patients who wish to participate in the health center’s Sliding Fee Discount Program.
2.	   SERVICE DELIVERY SITES
Our primary care health center site location is in Edgartown, one of the larger “down-Island” towns.  It sits in the “triangle” area of town, a small and bustling commercial/retail center, on the Vineyard Transit Authority (VTA) bus line, adjacent to the town’s only pharmacy and well-located for many of our Brazilian patients many of whom live as a community within a few miles of the health center.
a.	Access barriers
While the Island is approximately 100 square miles, most (75%) of the 17,137 year-round residents inhabit the three larger down-Island, or port towns in about a total 10 – 15 square mile area.  Over the last decade or so, the VTA has established a robust and efficient public transportation system (bus line and lifts) and it is now an easy and commonplace mode of transportation for residents and visitors alike – effectively removing a major transportation barrier of the recent past.
Historically, access to specialty and comprehensive hospital-based care is another matter, given the Island’s geographic location (see Need section 1. a. above). That said, the local hospital is now an affiliate of the Boston-based Partners Healthcare/Mass. General mega-hospital/specialty complex and Island community members/health center patients have easy referral access to the myriad Partners services.  Transportation and patient navigation barriers do still exist, and collaborative efforts among the many community organizations mentioned throughout this project narrative are making significant progress toward identifying, expanding and helping to pay for solutions such as a twice-weekly patient shuttle to Mass. General, and state transportation assistance funds for local use.
b.	Distance and travel among service sites
Health center required and additional services provided by referral (Martha’s Vineyard Hospital) and paid contract/MOU (VHCAP and ICC) are all located within 5.2 miles or less of the health center itself, and all are directly accessible on the VTA bus line.  
c.	Facilitating patient access and scheduling
Island Health Care is a permanent, year-round service site. Since March of 2015, we have expanded staff and hours to four evenings per week and all day Saturdays. The health center is open Monday through Thursday 8:00 a.m. – 8:00 p.m., Friday and Saturday 8:00 a.m. to 4:00 p.m.   The early weekday, evening and Saturday appointments work well for the many in our target population who work full time and more.
Additionally, as part of our ongoing PCMH patient-centered access commitment, we reserve a number of same-day appointments to accommodate the medical and scheduling needs of our patients.
Finally, in our MOUs for contracted services, we clearly define appointment scheduling and response timeframes, and review success on an annual basis.
3.	PATIENT MEDICAL EMERGENCIES
a.	Basic Life Support
It is a health center policy that the doors may not open unless or until there is Licensed Independent Provider on the premises.  Additionally, all LIPs, OLCPs, MAs/CHWS must have current BLS certification in order to be credentialed/re-credentialed. 
b.	After-hours coverage
Coverage is provided through a contract for after-hours answering/nurse triage service and on-call health center providers, as well as a contract for after-hours Emergency Room coverage at the Martha’s Vineyard Hospital.  The target population exists within a small, close-knit community in which the clear expectation and practice is that after-hours urgent care available at the service area’s only hospital.  The live after-hours answering/nurse triage service also has medical interpreter services for our Brazilian limited-English speaking patients and community members.
The Medical Director will maintain and provide to the answering service, on an ongoing basis, the after-hours provider on-call schedule, and provide the relevant Martha’s Vineyard Hospital (MVH) departments (Emergency room, Lab, etc.) and the answering service with an accurate schedule and provider contact information.  Providers include Nurse Practitioner (NP) clinicians.
During the hours that the Center is closed, an answering service will follow the Center’s call flow directives and either message the nurse on call or send a text message or make a telephone call to the provider on call for persons seeking care who cannot wait for Center normal hours of operation.  If the call flow directive dictates, urgent messages will be immediately sent to the provider on call and all non-urgent messages will be posted to a web portal for the Center to review the next business day.
The on-call clinician will be available by text or telephone at all times after center hours.  Document each contact with the patient on the after-hours call form or directly into the EHR.  Return calls to patient or answering service within 30 minutes.  On call providers are aware of after-hours resource at MVH emergency room for acute situations.
For patients physically presenting at the health center during off-hours, a posted notice directs persons experiencing an emergency to go directly to the Martha’s Vineyard Hospital Emergency Room, or to call the health center’s main number to reach the answering service.
Follow up will include a telephone call to the patient by the Primary Care Provider (PCP) or their representative, that can include another NP, a nurse, a medical assistant, or the practice office associate to ensure their concerns have been resolved and can include that an office visit be scheduled or to provide other needed services.
c.	How patients are informed
See 3.c. directly above.
4.	CONTINUITY OF CARE
a.	Hospital admitting privileges
Martha’s Vineyard Hospital (MVH), a Critical Access Hospital, is the service area’s only hospital. Over the past decade, MVH has transitioned from requiring and granting admitting privileges to Primary Care Providers not on staff to the use of hospitalists to provide/oversee inpatient medical care.
Island Health Care’s PCPs (all Nurse Practitioners) have a relationship (included in the health center’s Memorandum of Understanding, see Attachment 7: Summary of Contracts and Agreements) whereby the health center’s patients are admitted through the Emergency Department (ED) and followed/supported by hospitalist staff. 
b.	Hospital/ED/health center medical information communication
Communications between the health center and emergency, hospitalists and diagnostic/laboratory/specialty departments is well-established, ongoing and longstanding. Through a constantly growing and improving (through better technology) bi-directional system of information exchange between the hospital (including Partners HealthCare and Mass. General Hospital in Boston, of which MVH is an affiliate) and the health center, Island Health care patients are ensured of a strong continuum of care including discharge planning, post-hospitalization tracking and patient tracking.  This is also the case with Cape Cod Health Care’s hospitals in Falmouth and Hyannis, and numerous other providers of inpatient/outpatient/specialty/diagnostic services and care throughout the Boston/southeast region. Admissions/discharges/referrals are closely managed, tracked and documented at Island Health Care, part of both supporting a strong continuum of patient care and effective risk management.
c.	Post-hospital/ER visit health center follow-up
When IHC hospital patients are discharged, the health center receives a discharge summary which is entered electronically into the patient’s health record and an alert sent to the provider’s inbox. The provider reviews the summary and requests that the front desk contact the patient and schedule a follow-up appointment. Often the IHC RN Patient Manager will also receive a call from hospital discharge staff requesting a follow-up appointment, in which case the IHC RN will ask the front desk to schedule.
A similar process occurs when an IHC patient has an emergency room visit, but rather than a discharge summary, a report is instead received from the ER, an alert sent to the provider to review, who then works with the front desk staff to schedule a follow-up appointment.
5.	SLIDING FEE DISCOUNT PROGRAM
Directly below please find IHC’s Sliding Fee Discount Scale policy and procedures approved by the Board of Directors 1/30/18 and accepted by HRSA:
PURPOSE: To cover reasonable costs for providing services, to ensure that financial barriers to care are minimized for health center patients. 
POLICY: The health center maintains a reasonable schedule of fees for services; a corresponding schedule of discounts for eligible patients based on family size and income regardless of insurance status; and supporting governing board-approved policies and procedures.
PROCEDURES: 
 1.	IHC staff periodically (at least annually) reviews, researches and prepares a schedule of fees for the provision of services that is designed to cover reasonable costs of providing services included in the approved scope of project and that is consistent with locally prevailing rates or charges based on published regional health center data/fees and local market research.
2.	IHC staff annually reviews and establishes a Sliding Fee Discount Scale (SFDS) based on a patient’s ability to pay solely according to annual income and family size under the US Department of Health and Human Services (HHS) annual Federal Poverty Guidelines (FPG).  Island Health Care’s SFDS offers a full discount or nominal charge to those patients with family incomes below 100% of the FPG; a progressively “tiered” discount structure for patients with family incomes between 100% and 133%, 134% and 150%, 151% and 167%, and 168% and 200% of the FPG; and no discount for patients with family incomes over 200% of the FPG.  Any nominal charges are evaluated to ensure that patients are not impeded in accessing services due to an inability to pay. 
Eligibility for sliding fee discounts is a two-step process:

First, all patients (through signage, forms available at the health center’s front desk, and direct staff contact) are informed that they may be eligible for a discounted fee regardless of insurance status and asked if they would like to complete a simple family income attestation form.  If the attested income falls within the sliding fee discount scale, the patient is immediately eligible and only charged the discounted fee for the visit.  The form asks for signed certification that the information offered is accurate “to the best of my knowledge” and that within 14 days of signature date, the patient will follow up with required income documentation (2 most recent pay stubs, or adjusted gross income figure from last filed tax return.)  All attestation forms are passed on to IHC’s Outreach and Enrollment Specialist on a daily basis to track and follow up. 
Second, IHC’s Outreach and Enrollment Specialist then reviews and verifies the required income documentation.  If upon review the patient is in fact NOT eligible or has failed to provide the required documentation, the patient will be deemed responsible for the full charge, insurance deductible or co-pay amount.  The Specialist will make every attempt to contact and encourage patients to comply with documentation requirements before said deeming.  The Specialist will also, on an annual basis, review all active sliding fee discount patients to update and verify family income.  Importantly, the Specialist will also offer to assist patients without coverage to determine eligibility for the range of state, federal and private programs, as well as assistance in the application process. 
3.  IHC’s Board of Directors annually reviews and approves the Sliding Fee Discount Policy and Procedures, the specific structure of the SFDS itself, billing and collections, and provisions for waiving fee(s) and nominal charges for specific patient circumstances (financial or medical hardship).  Additionally, the governing board reviews and approves alternative mechanisms for determining patient income eligibility (e.g., self-declaration or affidavit); establishing nominal charges; use of multiple SFDS (for contracted and services by formal referral agreement); other provisions related to billing and collections including payment incentives, grace periods, payment plans or refusal to pay guidelines. 
The Board, after providing definition and guidance related to waiving of fees and financial hardship, delegates administration authority to a committee including the Billing Manager, Outreach and Enrollment Specialist, and the CEO.
Key Definitions
Family Size: The total number of individual taxpayers and dependents listed (or who would have been listed) on the most recent Federal Form 1040, with the exception of the addition of an unborn child with a due date before 12/31 of the current calendar year.
Family Income: The amount which appears (or would have appeared) on the most recent Federal Form 1040, line 37 Adjusted Gross Income (AGI), or the Modified Adjusted Gross Income (MAGI) as defined by the Massachusetts Health Connector and verified by the health center’s Outreach and Enrollment Specialist.
Financial Hardship: Documented, verifiable attestation of unforeseen and/or drastic financial circumstances (including but not limited to sudden loss of employment without unemployment benefits, recent detrimental change in family status, serious illness, etc.) which would significantly affect a client’s ability to pay amounts determined to be owed for services provided by the health center.
Modified and Board-Approved 1.30.18.
a. 	Defining income and family size 
See policy and procedure above.
b. 	Eligibility assessment 
See policy and procedure above.
c. 	Sliding Fee for all services
All services provided by the health center for which patients are charged – required or additional, direct or by contract or referral – are subject to the Sliding Fee Discount Scale. All contracts/MOUs reference this requirement, and a copy of the health center’s most current SFDS is appended annually to each contract or MOU. 
d. 	Determining pay classes
See policy and procedure above.
e. 	Nominal charge
The Board of Directors, informed by health center staff, patients through survey and consumer members of the Board, annually revisits the topic of whether to charge a nominal fee for individuals and families below 100% of the FPG. To date, the decision has been to charge a nominal fixed fee of $5, in recognition of the health center’s desire for all patients to recognize some value for services rendered.
f. 	Informing patients 
Signs in Brazilian Portuguese, Spanish and English are posted in the health center waiting area, as well as simple on-the-spot initial applications in two languages.  Additionally, medical interpreters are on-site to assist in explaining the application.
Front desk staff is trained to inquire of each patient, at his/her appropriate literacy level, if they might be interested in applying for a sliding fee discount.
g. 	Evaluating effectiveness in reducing financial barriers to care
IHC’s Outreach and Enrollment Specialist carefully tracks all Sliding Fee Scale applications on an ongoing basis, following through on each to verify income, connect patients with subsidized health insurance (often retro-active, negating the need for any fee to be paid), and re-enroll in the program on an annual basis. SFDS patients are asked annually as part of a customer satisfaction survey if their SFDS fee has reduced financial barriers to receiving the care they need.
6.	SLIDING FEE DISCOUNT SCHEDULE STRUCTURE
a. 	Nominal flat fee charge
See 5.c. directly above.  Additionally, the nominal fixed $5 fee is not more than the fee paid by a patient in the first SFDS pay class above 100 percent of the FPG (see Attachment 10: Sliding Fee Discount Schedule.)
b. 	Partial discounts across three pay classes
See policy and procedure above.
c. 	No discounts above 200 % FPG
See policy and procedure above. 
d. 	Discounts based on most current FPG
See policy and procedure above.
Please see Attachment 10: Sliding Fee Discount Schedule for IHC’s 2018 Sliding Scale.
7.	UNDUPLICATED PATIENT COMMITMENT 2020
Island Health Care is quite small – only three exam rooms – all administrative functions are conducted in a completely separate but co-located area in a condominium complex, allowing the clinic/health center to utilize all its space for patient care and support.  With expanded hours and staff, we essentially achieved our previous SAC patient target of 3,950 unique patients within this space.
We are now in the process of adding a mobile health van which has been donated to us and which we will use solely on site as additional temporary clinical space on while we renovate and add new clinical space (within our existing complex.  The van has one exam room and several small clinical support spaces, affording us new ability to increase workflow efficiencies and see more patients. 
Additionally, as described below in the Collaboration section, IHC intends to host/institute/coordinate an Integrated Public Health Collaborative (IPHC) and furnish/equip space within the health center for staff across a range of health and social service organizations to conduct – and patients and community members to participate in – health coaching/care management services, as well as evidence-based self-management classes. IHC will also conduct behavioral health screening (including social determinants of health), outreach and awareness activities, peer support and other enabling services. The initial focus of the IPHC will be to expand SUD-MH (Behavioral Health) access and service capacity in the service area. Through these community-directed initiatives, we are confident that we will see increased new patient self-referrals to integrated primary care and patient-centered medical care.
Our current patient target for 2020 is 4,555 and was derived as follows:
1.	SAC 2015 Target = 	           	3,950 medical patients
2.	330 Service Expansion 2015 =  400 medical patients
					    	     50 enabling service patients
                 30 oral health (additional dental) patients
3.	330 AIMS MH/SUD 2017 =      125 MH/SUD patients
			 	TOTAL     =   4,555					
___________________________________________________________________________
COLLABORATION
1.	FORMAL AND INFORMAL COORDINATED AND INTEGRATED ACTIVITIES
Many different community-based organizations (CBOs), particularly in a community like ours, exist to strengthen and build on the efforts of health care facilities and providers. These include community centers, faith-based communities, early childhood agencies and a number of public and civic organizations. Their strategic position makes their role as linkage agents pivotal in improving access to and participation in health care, consequently improving health outcomes. Island Health’s relationships include an array of CBOs which:
· Broadens the choice available to health care organizations in the type of partners they require in reaching out with health education and promotion activities. Local CBOs reflect a range of cultures, race/ethnicity, and religions compatible with consumers’ background.
· Allows people to select among activities that develop and deepen the understanding and skills they need to experience positive outcomes.
· Allows individuals and families to identify with others who are coping with similar issues.
· Gives the health care provider the capacity to respond to changes in availability and demands on CBOs, providing flexibility to respond to “filling gaps” and to changing consumer circumstances.
· Enables health care providers, behavioral health organizations and CBOs to enter alliances that build on the diversity of what they offer and learn from one another.
· Creates greater community awareness of wellness, prevention and health issues of community-wide concern.
Island Health Inc. opened the first rural health clinic in Massachusetts, called Island Health Care (IHC), in July 2004. The clinic, now health center, has dramatically increased access to primary care for residents from all walks of Island life, but its core mission is to serve the needs of the underserved and uninsured. In 2013, IHC became a Federally Qualified Health Center.
Prior to opening, staff made two commitments over and above its mission to provide high quality affordable primary care to Island residents. The first was to create a warm, open and patient-centered environment; and the second was to operate collaboratively, respectfully and responsibly within the provider, CBO and service area community, as well as regionally and state-wide to support continuity of care across community providers; address to other health or community services not available through the health center that impact the patient population; and reduction in non-urgent use of hospital emergency services.
As mentioned throughout this narrative, IHC exists within a strong and growing community-based health care network on the Vineyard and throughout the southeast Massachusetts Cape and Islands region.  This is in no small part due to the leadership, participation and cross-community support offered by Island Health Inc. (IHI) – Island Health Care’s non-profit “parent” – on a myriad of fronts.  As a lead member of the Dukes County Health Council, a health care commission appointed by the County Commissioners with broad representation from the health care provider and consumer communities (IHI’s CEO served as chair for eight of the now 23 years of the Council’s existence), Island Health is in the thick of activities related to the integration of primary care, working collaboratively with other Island health care providers and organizations on a number of projects and community-based services.
Through relationships necessary to support the continuum of care for IHC’s patients, IHI works to strengthen the referral network with local partners (primarily the Martha’s Vineyard Hospital) and regionally through a recently-formed community health center network called Cape and Vineyard Community Health Center Network (CVCHCNet).   Through the CVCHCNet collaborative, IHC participates in a Specialty Network for the Uninsured (SNU), quarterly meetings of the five participating health centers’ CEOs/EDs, and from time-to-time, specific collaborative projects.  The five FQHC members of CVCHCNet are: Outer Cape Health Services of Harwich, Provincetown and Wellfleet; Harbor Health Services of Hyannis and Plymouth; Duffy Health Center for the Homeless in Hyannis; Community Health Center of Cape Cod, in Falmouth, Bourne and Mashpee; and Island Health Care CHC on Martha’s Vineyard.
Evidence of IHC’s widespread and longtime collaborative efforts may be found in Attachment 9: Letters of Support, with strong expressions of support and confirmation from health care agencies across the community, including Martha’s Vineyard Hospital (a critical access hospital), elected Boards of Health, and community health center colleagues.
IHI has strengthened and supported outreach/enrollment efforts through the Vineyard Health Care Access Program (VHCAP), and continues to do so. This highly successful program has connected thousands of Islanders with health insurance that not only provides individual access to care but also offers providers such as our clinic with increased sustainability resources in the form of reimbursement for services. IHI and VHCAP have collaborated since 2002 on a range of local health care assessment, planning, development and program implementation, including the creation of a medical interpreter service.
It is worth noting that Island Health and VHCAP, together with the Wampanoag Health Service, represent the entire primary care health safety net for the service area’s most vulnerable county residents: Brazilian immigrants, Native American, low-income seasonally unemployed worker and their families, and the uninsured/underserved. These agencies have worked together in diabetic screening and nutrition education/self-management activities, as well as related planning and program development under two previous projects.
More recently, IHC, along with VHCAP and originally with the Vineyard Nursing Association (VNA, which closed its doors in March of 2014), collaborated in a five year project known as The Martha’s Vineyard Partnership for Health, a community-benefit program funded by the hospital to maximize community resources and employ the Chronic Care Model to improve care management and health status of Islanders with or at risk for four chronic diseases: Diabetes, Cardiovascular Disease, Congestive Heart Failure, and COPD.  Once the formal project period ended, IHC brought the project in-house under our enabling services expansion funding in 2015. 
Additionally, IHI has been/continues to be a primary partner in the following collaborative projects with a range of CBOs, provider organizations, community health centers and other partners locally, regionally and statewide:
· Martha’s Vineyard Rural Health Network Development Planning Grant – Worked with Island primary care providers (including Wampanoag Health Service) to identify integrative opportunities and activities.
· Community Foundation of Cape Cod (Lighthouse Health Access Alliance Federal CAP Grant – from September 2000 – August 2005, regional coalition of health and human service providers improving primary care, behavioral health, affordable health insurance, resource and referral. 
· The Dukes County Health Council Community Health Initiative grant development project (January 2010 – October 2010) to identify a community-wide process for distribution of Martha’s Vineyard Hospital Determination of Need (DoN) funding as required under state law.
· Shared Telephone Services Regional Grant Project – begun in 2014 and subsequently established as an ongoing after hours on-call service, a collaboration of five health centers (Brockton Neighborhood Health Center, Community Health Center of Cape Cod, Manet Community Health Center, Duffy Health Center for the Homeless and Island Health Care) with a focus on shared after hours/nurse triage services. Funded by the Partnership for Community Health (Neighborhood Health Plan and Partners Healthcare).
· Vineyard Transportation Committee – A group of community organizations formed to identify and provide resources for Vineyard residents in need of off-Island transportation for health care and social services. Members include Island Health Care, Martha’s Vineyard Community Services, Vineyard Health Care Access Program, and Center for Living (elder services) with a small amount of state budget support.
· Massachusetts League of Community Health Centers (MLCHC) – the state’s Primary Care Association, and nationally perhaps the premier statewide health center policy and advocacy organization. 
· Martha’s Vineyard SUD Coalition – In May 2016, a group of concerned citizens began to meet to raise awareness about the opioid crisis. The grassroots effort lead to the development of a working group that has met bimonthly since then to identify and begin to bridge gaps in services for those suffering from substance use disorders within our community. The working group has consistent representation from: concerned community members, Chiefs of Police, the Superintendent of Schools' office, MV Hospital, Island Health Care Community Health Center, Alcoholics Anonymous, Narcotics Anonymous, Island’s Boards of Health, Vineyard Sober House, Island Clergy, MV Community Services, Dukes County Administration, The Youth Task Force, the YMCA, the MV Drug Task Force, the Sheriff’s Department and Community Corrections.
· Community Care Cooperative Accountable Care Organization (C3) – IHC joined in April of 2018, the only ACO in the state founded and governed by Federally Qualified Health Centers.  This innovative model gives us the ability to transform the health of those we serve in a way that large health system-run ACOs are simply unable to do.  Our vision is to transform the health of underserved communities and we work together to promote population health, complex care management and transition of care practices, including targeted reduction in non-urgent use of hospital emergency department services and patient/community need related to social determinants of health. Currently serving approximately 110,000 Medicaid (MassHealth) patients statewide. 
· Municipal Boards of Health Public Health Nursing Contracts – Starting July 1, 2018, the six Island towns’ Boards of Health have contracted with IHC to provide public health nursing across a range of required services, including maternal and newborn visits, wellness clinics, home visits and assessments, care management and coordination of care, community education and evidence-based chronic disease self-management. Highlights of this partnership include: 
· Ongoing on-the-ground outreach and in-home contact with each town’s at-risk community members, providing new opportunities to assess community need across the spectrum of services required of municipalities under state public health laws;
· Connecting community members without a primary care provider to our health center services;
· Supporting the towns in meeting their statutory public health service obligations in best practice, innovative ways that we as an FQHC are uniquely positioned to offer
· Integrated Public Health Collaborative – As part of IHC’s recent proposal to HRSA to Expand Quality Access to SUD-Mental Health Services, and in light of our new public health nursing role with the Island towns described directly above, IHC intends to  host/institute/coordinate an Integrated Public Health Collaborative (IPHC) and furnish/equip space within the health center for staff across a range of health and social service organizations to conduct – and patients and community members to participate in – health coaching/care management services, as well as evidence-based self-management classes. IHC will also host related community partner staff training, behavioral health screening (including social determinants of health), outreach and awareness activities, peer support and other enabling services. The initial focus of the IPHC will be to expand SUD-MH (Behavioral Health) access and service capacity in the service area.
2.	LETTERS OF SUPPORT
Please refer to Attachment 9: Letters of Support for documented support from the following:
	a.	Other Health Center Program award recipients and look-alikes (4)
	b.	State and Local Health Departments (7)
	c.	Local hospitals (1)
	d.	Rural health clinics (0) (Note: Island Health Care was previously the only rural health clinic in Massachusetts.)
3.	OTHER LETTERS OF SUPPORT
Please refer to Attachment 9: Letters of Support for documented support from the following:
	a.	Other community providers and organizations (3)
	b.	Elected government officials (1)
	c.	State Primary Care Association (1)
	d.	Accountable Care Organization (1)
Note: The health center documents collaboration and coordination with providers and organizations in the service area, region or statewide primarily through MOUs and letters of commitment/support.
___________________________________________________________________________
[bookmark: _Ref75752227][bookmark: _Ref143938280]EVALUATIVE MEASURES
Building on prior experience working toward established goals and quality improvement, IHC is now moving toward the value-based outcomes programs of CMS, by participating in process and practice preparation to join the Community Care Collaborative (C3) Accountable Care Organization (for our Medicaid/MassHealth member patients), as well as the Southern New England Practice Transformation Network (SNEPTN) at the University of Massachusetts (for our Medicare patients). Both of these programs are built on incentives for cost reduction through wellness promotion; chronic disease and complex care management; transitions of care; unnecessary test elimination; and reduction of emergency department care. 
The Center’s QI Committee tracks, actively addresses performance, and reports to the Board of Directors on (currently) 9 quality measures quarterly. Measures are added as identified in need of action, or ‘retired’ as goal having been met. The Center tracks/monitors all clinical measures periodically for maintenance of performance and annually reports the previously mentioned 16 clinical measures for our Uniform Data System reporting. In addition, A1C and Asthma data are reported quarterly to the SNEPTN and are utilized for CMS national tracking of these measures. 
The SNEPTN additionally provides us with a 27-milestone Practice Assessment Tool, or practice transformation matrix, that outlines change concepts, levels of achievement and activity drivers in the areas of: patient/family engagement; team-based relationships; population management; practice as a community partner; coordinated care delivery; organized evidence-based care; enhanced access; engaged and committed leadership; quality improvement strategy; transparent measuring and monitoring; optima use of HIT; strategic use of practice revenue; staff vitality and joy in work; capability to analyze and document value; and efficiency of operation. IHC has established a baseline and set targets in each of these 27 milestones and (sub) driver areas. 
The achievement of Patient-Centered Medical Home, Level II recognition by the National Committee for Quality Assurance was a significant accomplishment that will keep us engaged in continuous quality improvement through its annual quality standards and performance measures review requirements.  
Please refer to Attachment 14: Other Relevant Documents for Board and HRSA-approved Quality Management Plan (QMP), and staff/board leadership and responsibilities for measuring clinical progress and assuring high quality outcomes.

1.	HOW IHC’S QI/QA PROGRAM ADDRESSES:
a.	Adherence to current clinical guidelines and standards of care
The Chief Medical Officer (CMO) oversees the QMP for quality and safety of the clinical program, the performance of the provider staff, and the provider performance assessment/improvement of the QMP. Clinical guidelines are established and informed by the current best practices for primary care. These guidelines are reviewed and updated by the CMO as needed, and agreed upon by entire provider staff as the bases for the health center’s practice.  As per the health center’s Clinical Protocols and Practice Guidelines Policy for the Center, clinical protocols and/or clinical practice guidelines are data-driven and clinically evidence-based. These are adopted by all providers in the practice, and guide members of the patient-centered medical home team to make decisions about appropriate health care and interventions for specific clinical circumstances and considerations.  The use of these protocols and clinical practice guidelines allows Island Health Care to measure the impact of the guidance on outcomes of care and contribute to the reduction in variance in diagnosis and treatment.
b.	Patient safety and adverse events
Adverse events are handled as they arise. The small size of our health center affords us many opportunities to communicate immediately, systematically and agency-wide if an adverse event should occur. IHC has a culture of safety and maintains a regular schedule (annual) of basic safety and equipment inspections.
The CMO Medical Director oversees nursing and medical assistant competencies and regularly reviews and updates. New MAs are mentored by an existing (more senior) MA until they are safe and proficient. This is reinforced by feedback from Data Management Consultant who monitors data input for quality and accuracy, ensuring that the provider has access to pertinent patient information for best patient outcome.
The Risk Management Committee - The Risk Management Committee is comprised of staff members from across the organization. Rotation onto and off of the committee is encouraged so that all employees at all levels and positions are apprised of risk issues and are engaged at this level. The committee meets on a regular (monthly) schedule, and takes on specific risk management issues and anticipated areas of concern. These concerns address processes change such as the development, trial and utilization of a nurse call triage form, as well as specific concerns such as timely return of labs to providers for decision-making. 
Risk management committee members reference the ECRI Institute (https://www.ecri.org) resource as needed, for high quality resources around risk and risk management. Committee members are advised of and encouraged to engage in continuing education on risk issues offered by ECRI regularly. For example, team members ‘attended’ the 4.25 virtual seminar “Federal Tort Claims Act (FTCA) Risk Management Virtual Conference’ which covered topics such as: Addressing Disruptive Provider Behavior in a Culture of Safety; How to Use Credentialing and Privileging to Improve Patient Safety, Adverse Event Analysis: A Staff Training Exercise; and Continuous Quality Improvement: Learning from Events.”
Please also refer to Attachment 13: Other Relevant Documents for IHC’s Complaint and Incident Reporting Policy and Procedure (including patient grievances).
c.	Patient satisfaction including patient grievances
While patient satisfaction is on schedule to be monitored quarterly, it is in fact monitored on an on-going basis. Because the Board of Directors is comprised of a majority of patient members who have chosen to engage at a high level, there is monthly feedback on services provided. The most recent general patient satisfaction survey (conducted in both English and Brazilian Portuguese) revealed a high level of satisfaction with health center services. Related to our PCMH certification, our Leadership Team has a has a plan to better educate patients on how to connect with their care team as an active member, and solicit participation in a Patient and Family Advisory Council.  Both of these are driven and supported by our commitment to our C3 ACO in which we ‘go live’ in 2020. 
d.	Quarterly QI/QA assessments to improve services
IHC’s Quality Management Plan calls for a high level of monitoring activity as well as quarterly meeting of the internal committee. This committee in fact meets monthly to review and adjust actions for maintenance of high quality outcomes, address shortfalls and provide targets for the achievement of new goals. The internal monitoring of not only clinical data and performance improvement on clinical measures, but data collection and documentation education for clinical and support staff have resulted in improved data quality and will continue to inform and shape data reliability and value, as well as process improvements across the organization. The adoption of LEAN Principles, cross-training and integrated position descriptions especially by the Patient Support Services team is on-going. 
e.	Reporting to key management and Board
IHC Board of Directors is extremely engaged and takes their responsibility for oversight very seriously. They review Quality Management Improvement Project (QMIP) summaries as well as overall performance reports every second month at their regular Board meetings. We are fortunate to have several health care clinicians on the Board, which puts our data under special scrutiny, to our advantage. 
IHC Leadership team (CEO, CFO, CMO, CQO, Data Management Consultant) meets weekly to report and discuss current issues and processes, revisit ongoing projects, map actions for the next interval and maintain a schedule for short- and long-term planning objectives. The CQO advises this leadership group on actions related to quality and plans regarding identification of new enabling service and social/behavioral determinants of health program opportunities in keeping with the health center’s overall strategic plan.
2.	OVERSIGHT OF QI/QA PROGRAM
a.	Implementation and assessments
The Chief Quality Officer position exists to direct, implement, manage and report on the Board-approved Quality Management Plan and Program Policy and Procedures. Please refer to Attachment 4: Position Descriptions for Key Management Staff for the CQO’s complete job description.
b.	Monitoring outcomes
See narrative directly above and also refer to Attachment 13: Other Relevant Documents for the Quality Management Plan Policy and Procedure.
3.	DATA COLLECTION TO ENSURE:

a.	Provider adherence to current clinical guidelines, standards of care and practice; b.	Patient safety/adverse events
Health center providers participate in specific activities (as mandated by FTCA deeming process), as follows: 1. Adopt/adapt specific evidence-based clinical guidelines grounded in national standards including, but not limited to health promotion, disease prevention and clinical outcome metrics, monitoring program for guideline effectiveness; 2. Peer Review/Clinical Guidelines audits conducted as required and scheduled by CMO that periodically assess the appropriateness of utilization (and quality/safety) of services; 3. Integration with QMP.
IHC engages a collaborating physician who conducts quarterly clinical peer chart reviews. This is managed by our Chief Medical Officer delivering clinical feedback as well as external collegial comment to providers on a regular cycle. This collaborating physician also attends provider staff meetings and participates in interviewing new provider candidates as well as makes himself available for consultation as providers require.
The Allscripts EHR delivers a Patient Manager segment of the patient chart which suggests clinical pathways for providers to consider, based on data-driven guidelines. Providers may choose these options based on their own clinical decision-making, or develop alternate solutions as a team member with patients.
4.	EHR SYSTEM
a.  Optimizing HIT; b. Confidentiality and protection of patient information;                 
c.  Collection and organization of performance data

The health center uses Allscripts Professional EHR and Practice Management System, an ONC-approved electronic health record. The system’s data analytics and reporting capabilities are robust and extensive, and our three-plus years of experience with it has put us in good position to utilize much of what it offers. The system includes a cloud-based data warehousing system, reducing the health center’s vulnerability to breach of content and patient privacy. 
IHC enlists the services of a Data Management Consultant who is continuously and consistently monitoring the use the EHR and data input to benefit provider workflow and access to patient information. Our data collection activities and reporting accuracy benefits from this process as there are several clinical measures required by the UDS which are not an exact fit for the Allscripts Reporting Module and must be custom-reported. These custom reports are also used to validate warehoused (Allscripts Analytics Platform, the EHR scorecard, etc.) data so that providers are consistently using accurate information, and the monitoring/reporting of outcomes is timely and appropriate, and supports a high level of confidence in the process.
5.	CLINICAL PERFORMANCE MEASURES
Please see EHB Clinical Performance Measures Form for measure-specific, realistic and responsive goals that are informed by contributing and restricting factors.

6.	HRSA CLINICAL PRIORITIES
a.	Diabetes
IHC has identified diabetes as a high-risk diagnosis for our patients. In fact, risk for diabetes is high in our population, based on family history. As noted in CLINICAL MEASURES FORM Key Factors and Major Planned Actions: 
	Restricting
Key Factor Description: Clinical staff turnover has hindered our ability to maintain the care management outreach initiative. Effective January 1, 2020, Island will be a member of a Medicaid ACO which will afford us a chronic care program for this group of patients.  
Major Planned Action: Our QI Department is working to improve data analytics from both our Electronic Medical Record vendor Allscripts and the Mass League of Community Health Centers to more readily access accurate data.  Ongoing effort to improve capturing the correct patient and provider at the laboratory at the Hospital.
Contributing    
Key Factor Description: As a result of clinical staff data input educational efforts, reporting workflow and regularly scheduled reports can be increasingly based on reliable data input. 
Major Planned Action: A scheduled report will be sent to Medical Assistants each week to pursue Hemoglobin A1C lab work ordered but not resulted, transferring this responsibility from an initiative to a standing work plan.  Improve monitoring of support outreach efforts to get patients in for lab work. 


In an extension of the PCMH teamwork model, Patient Support Services personnel will be enlisted in the patient reminder element of the chronic care process, furthering IHC’s commitment for all personnel to be working at the top their skills and interests. 
b.	Depression screening and follow-up
IHC has taken large steps to address the identification process and follow-up service availability for patients experiencing a depression diagnosis. Utilizing the HRSA FY 2017 Access Increases in Mental Health and Substance Abuse Services (AIMS) supplemental funding, IHC launched a significant effort in both our practice (screening and diagnosis) and our community (identification and access to resources) to highlight MH/SUD concerns, entry into and access to MH/SUD services by hiring a full-time access coordinator. In initial activity, the access coordinator developed a customized SBIRT process accompanied by EHR data collection procedures, and educated the entire staff to promote efficacy and trust (in the PCMH model - front office/medical assistant/nurse/provider). A system was developed to notify and refer to the coordinator for a warm hand-off wherever possible. As part of IHC participation in SNEPTN and anticipated C3 ACO membership, IHC has taken the lead in assembling our medical neighborhood, bringing together primary care, counseling center, hospital emergency room, and long-term services and supports in order to engage in a common core of education in Integrated Public Health Collaborative (see Collaboration section above.). SNEPTN resources have already been accessed, and medical neighborhood partners are in the process of identifying training content to be enlisted by all providers. 
	Contributing
Key Factor Description: AIMS grant resources and goals lend significant support to providers in comprehensive care. 
Major Planned Action: Currently piloting use of SBIRT process and will roll out health center wide.  External resources will expand improving access to formal supports.

	Restricting
Key Factor Description: Provider/MA turnover prevents pt/provider relationship and trust which limits confidence in screening test results. 
Major Planned Action: Entire staff education in Integrated Health Care and motivational interviewing during onboarding to promote confidence and acceptance at the staff level, which will carry over into the development of trusting relationship. Expansion of MH/SUD grant to include community health worker FTEs who will represent the peer community and will promote relationship between IHC and the patient.



c.	Child weight assessment and counseling
As IHC increases our pediatric population, practice will grow with regard to broader aspects of Maternal/Child Health.  These expanded practice includes food security and nutrition education, wellness in general – as part of IHC’s core operating tenet, and requirements for interviewing, collecting information on status, and intervention on social determinants of health. Improvements in school sports physical workflow will include shortlists for data collection, clinical decision-making and the provision of patient information in two languages.  
	Contributing
Key Factor Description: Will be easier now that we are seeing fewer seasonal pediatric patients.  Public health nurse is providing maternal child health support; expansion of Island Health pediatric nursing resources.
Major Planned Action: Improvements to school and sports physical workflows will address this measure.  Will increase nutrition and food insecurity resources via recently hired nurse with interest in child development.  Effective January 1 2020, participation in ACO will require significant increase in tracking and monitoring social determinants of health. 

	Restricting
Key Factor Description: There are a limited number of acceptable physical activity recommendations available through the UDS/CQMs. 
Major Planned Action: Educate providers on the contents of the available choices so that they feel comfortable making those recommendations. Create EHR shortlists that include. 


	Restricting
Key Factor Description: We currently do not have a reliable methodology to collect SDOH data. Cultural food/activity habits constitute lifestyle.  Provider comfort level with crossing cultural barrier.
Major Planned Action: Cultural competency training. Patient education in Portuguese.  Improved provider understanding of social determinants impact on weight, education in motivational interviewing, and strategies and resources for helping patient change. Referral to Chronic Disease Self-Management Program (My Life, My Health). 

	Contributing
Key Factor Description: In 2020, IHC will begin utilizing electronic gathering of SDOH data, allowing reports to be derived
Major Planned Action: Utilize SDOH data to determine risk, develop focus groups. Offer My Life My Health on a regular community health calendar basis. 



d.	Body mass index
IHC is in the process of adopting an organized system for the collection of data on social determinants of health, which will significantly influence our practice and interventions in this area. The relationships between food and housing security as well as cultural and social norms around diet and physical activity are complex and as a practical matter beyond the (time-limited) scope of a typical primary care visit. IHC is anticipating change in provider comfort with discussing these topics through education in motivational interviewing techniques as well as cultural awareness around food and physical activity in our elders, people with disabilities and our Brazilian Portuguese populations. My Life MY Health, the Stanford model chronic disease self-management program is available for our patients. IHC has three trained facilitators who are currently certified to lead these programs, and will be offering them for the community two or three times each year as the need presents.

7.	FINANCIAL PERFORMANCE MEASURES
Please see EHB Financial Performance Measure Form for measure-specific, realistic and responsive goals that are informed by contributing and restricting factors.
_________________________________________________________________________
[bookmark: _Ref81217291]RESOURCES/CAPABILITIES
1.	ORGANIZATIONAL STRUCTURE
Island Health, Inc. is a 501 (c) 3 tax-exempt corporation which operated the first rural health clinic in Massachusetts, and now the Island’s only Federally-Qualified Community Health Center called Island Health Care (IHC). The health center has dramatically increased access to primary care for residents from all walks of Island life, but its core mission is to serve the needs of the underserved and uninsured. 
At our current site in Edgartown, a clinical staff of 11.4 FTEs (4.2 providers and 7.2 clinical support positions), with patient support, management, administrative and enabling services staff of 17 FTEs, deliver family medicine, family planning, women’s health, psychiatric, behavioral health and substance use services, oral health, medical specialty referrals, chronic disease management, laboratory and other ancillary services, immunizations, and enabling services. Additionally, our scope of service includes outreach, health education and promotion, enrollment in public health insurance, as well as transportation and prescription assistance.  In CY 2017, 3,889 unique patients received services for a total of 11,721 visits. By CYE 2020, we expect to be able to raise those numbers to 4,555 and 13,710 respectively.
IHI’s mission statement: As described in Attachment 2 Corporate Bylaws, the organization’s mission statement is:
To provide access to high quality, affordable health care services for the residents of Martha’s Vineyard (Dukes County), primarily the medically underserved, uninsured and underinsured. Working in partnership with other health care organizations, agencies, associations and community groups, Island Health Inc. commits to:
· Operate and sustain Island Health Care Community Health Center as a Federally Qualified Community Health Center under Section 330(e) of the Public Health Service Act (42 U.S.C. § 254b.)
· Connect Island residents with affordable health insurance.
· Report periodically to the community as well as to regional, state and federal policy- makers on the effectiveness of the health center’s services, programs, and community initiatives.
· Develop and maintain an overall plan for the support and coordination of care for members of the community.
· Incorporate prevention, wellness and self-management information and programs as part of the health center’s plan for delivery of care.
· Conduct and provide ongoing community health assessment, planning and leadership.
· Sponsor and provide additional health care services as the Board of Directors deems appropriate and necessary.
a.	How lines of authority are maintained
Please refer to Attachment 3: Project Organizational Chart for a graphic of lines of authority from the governing board to the CEO down through the management and operational structure.
Also refer to Attachment 2: Corporate Bylaws for supporting details regarding organizational lines of authority. 
b.	Part of another organization
Island Health Inc. is not a part of a parent, affiliate or subsidiary organization.
2.	STAFFING PLAN
a.	Ensuring availability of required and additional services consistent with Form A: Services Provided
IHC’s Board of Directors and key management staff annually review the project’s 1.) Scope of Services; 2.) Staffing Plan; and 3.) Contracts and Agreements (see Attachment 14: Other Relevant Documents – Annual Board Calendar). 
In preparation for these reviews, staff analyzes provider and contractor productivity, financial and quality measure, customer satisfaction and needs assessment/strategic planning data for presentation, review and discussion with the Board.  These reviews either confirm current staffing/service contracting patterns, point to new areas of service and staffing need or indicate where staffing changes/adjustments may be necessary. 
b.	Addressing Service Area Need  
Experience with the target population(s)
Island Health has been the applicant organization in two previous federal Office of Rural Health Policy grant projects: 1.) Rural Health Outreach Grant (May 2003 - April 2006); and 2) Small Rural Health Care Provider Quality Improvement Grant (September 2006 – August 2008). The establishment of our Island Health Care Rural Health Clinic was the primary deliverable for the first project, designed to meet a pressing need of our target population – lack of affordable primary care.
In operating Island Health Care Rural Health Clinic, the Island Medical Interpreter Service and Vineyard Smiles, Island Health Inc. had 10-plus years of experience with those in need of health care services and access. Through a partnership with the Vineyard Health Care Access Program, an eligibility, enrollment and advocacy program, we serve the vast majority of MassHealth (Medicaid), Health Safety Net and subsidized health insurance enrollees on the Island.  The interpreter service allowed us to serve many in the Brazilian immigrant population, a significant percentage of whom are also patients at Island Health Care.
We have participated in the Cape and Island Diabetes and Disparities Collaborative to address serious diabetes problems, especially afflicting our Native American and Brazilian immigrants patients.  Through outreach, screening and education programs, over 150 new patients were seen and assessed at Island Health Care, and 84 participated in planned visits and performance measure tracking, with a significant percentage reporting improved health status.
Developing and implementing appropriate systems and services to address health care needs
Reflective of a high level of expertise in developing systems and services appropriate to the target population, IHI has been a driving force or primary partner in a number of collaborative projects:
· Cape and Vineyard Community Health Center Network – Started with a two-year federal ISDI grant, continued with University of Massachusetts Medical School Rural Health Network funding.
· Cape and Island Diabetes and Disparities Collaborative – Supported by a Blue Cross Blue Shield Foundation of Massachusetts three-year funding cycle; recently re-funded retaining focus on community health worker/social network model. 
· Martha’s Vineyard Rural Health Network Development Planning Grant – Worked with Island primary care providers (including Wampanoag Health Service).
· Community Foundation of Cape Cod (Lighthouse Health Access Alliance Federal CAP Grant – from September 2000 – August 2005, regional coalition of health and human service providers improving primary care, behavioral health, affordable health insurance, resource and referral.
· The Dukes County Health Council Community Health Initiative grant development project (January 2010 – October 2010) for distribution of Martha’s Vineyard Hospital Determination of Need (DoN) funding as required under state law.
· Martha’s Vineyard Partnership for Health – Island Health was the lead agency for this community-based chronic disease management, health education and wellness/prevention coaching and self-management project (funded by hospital community benefits program). With service expansion funding from HRSA in 2015, IHC was able to bring programs initiated under this grant “in-house” and currently includes them in our scope of services.
IHI is a longtime partner and fiscal agent for the Vineyard Health Care Access Program of Dukes County, whose core service is connecting the Island’s lower-income residents with health insurance and health care. Activities include public benefit health care program enrollment assistance, information, referral and advocacy; referrals to primary care, specialty care and complementary care; helping clients to make appointments and manage medical debt; and creating access to services like specialty care, vision care and prescription medication assistance. 
Founded in 1999, VHCAP also operates several additional health care access initiatives including the Reduced Fee Plan through which primary care and specialty providers offer discounted services to a specified number of low-income patients; the Senior Assistance Plan; the Specialty Network for the Uninsured, a regional network of providers who offer free or low-cost specialty care for people who are uninsured. VHCAP is also a partner with IHI in the Vineyard Smiles program. 
Under a Federal Rural Health Outreach Grant IHI and VHCAP established two new services: a Rural Health Clinic (RHC) and a medical interpreter service. Island Health Care has since grown into a full FQHC, building on and vastly expanding the services of the former RHC. 
Determining Size and Mix of Clinical Support Staff
As demonstrated by the annual Staffing Plan review by management and the Board described in 2.a. above, the health center has an ongoing formal process for assessing and determining the size and mix clinical support staff. 
Additionally, Island Health Care was recognized by the National Committee for Quality Assurance (NCQA) in November of 2017 as a Level II Patient-Centered Medical Home. In order to maintain and make further progress in our “systematic use of patient-centered, coordinated care management processes” our QI Committee (led by our CMO and CQO) now presumes a certain team-based clinical support to provider ratio which now guides our staffing pattern design. 
c.	Credentialing and Privileging 
IHCs Credentialing and Privileging Policy was updated in September 2017 and approved as fully implemented by HRSA in July of 2018. The text appears directly below in full, and while it technically applies only to Licensed Independent Practitioners (LIPs) and Other Licensed or Certified Professionals (OLCPs), Island Health Care also places OLCP credentialing and privileging requirements on all other clinical staff providing services (e.g., Medical Assistants, Community Health Workers).
PURPOSE:  
To ensure all health care providers are competent and qualified to provide care to patients in accordance with the Federal Tort Claims Act (FTCA) and the Bureau of Primary Health Care (BPHC) requirements. 
POLICY:
To assess and verify all Licensed Independent Practitioners (LIP) and Other Licensed or Certified Health Care Practitioners (OLCP) training, experience, and competence as a licensed or certified health care practitioner.  To authorize the specific scope and content of patient care services that can be performed by a practitioner.
PROCEDURE:
A.  Application: (LIP only) 
An application approved by the Medical Director and Chief Executive Officer requesting credentialing and privileges must be submitted to the Medical Director with completed information.  The application will include personal information, educational information, continuing education information, professional licensure, registration, certification, professional history, professional society memberships, disciplinary proceedings, professional liability insurance coverage, health status, references and any current criminal convictions or criminal procedures, in accordance with current law.
(OLCP shall complete the standard application)
I.  Credentialing
LIP credentialing requires the primary source verification of the following:
· Current licensure
· Certifying Body
· Relevant education, training and experience
· Current competence
· Health fitness or the ability to perform the requested privileges. 
· National Practitioner Data Bank (NPDB) query every two years.

LIP credentialing requires secondary source verification of the following:
· Government issued picture identification
· Drug Enforcement Agency (DEA) registration 
· Massachusetts Controlled Substance Registration (MCSR)
· Immunization and PPD status
· Basic Life Support training 

OLCP credentialing requires primary source verification of the following:
· State license or certification
· National Provider Data Bank query every two years.

OLCP requires secondary source verification on the following:
· Education and training
· Government issued picture identification
· Immunization and PPD status
· Basic Life support training 
· Fitness Statement
· Competency Document

II.  Privileging

LIP shall complete an Application/Delineation/Reappointment of Privileges form during the application process. 
· Privileges will be granted based on competency of providers to provide care.
· Initial training will be evidence of competence; thereafter demonstration of ongoing training and experience is necessary.
· Training for a specific privilege should be based on formal training/education or 
Validation.
· Methods of Validation:  Examination/Test, Observation, Verbal Response, Demonstration, Medical Records, Feedback, Rating Scale
· Annual monitoring of proficiency of practice will be done through provider submission of written summary of clinical procedures, skills, and clinical practice experiences.

B.  Credentials Committee Recommendation  
The Collaborating Physician, Medical Director, and Chief Executive Officer will comprise the Credentials Committee.  The committee will review the application, the supporting documentation, and any other information available.  The committee will prepare a report with a favorable recommendation, a deferral, or an adverse recommendation. A deferral will allow the applicant 10 days to provide additional requested information.  Failure to provide the additional information within 10 days of the request will be considered a voluntary withdrawal of the application.   The application will then be forwarded to the Board of Directors.
C.  Temporary Privileges
Temporary privileges will be granted for a period not to exceed 120 days to fulfill an important patient care need or when an applicant with a complete, clean application is awaiting review and approval of the credentialing committee and the board or for administrative delays (See Temporary Privileges Policy).
D.  Board of Directors Action
The Board of Directors who have the ultimate authority to approve credentials. The Board shall review the application and supporting documentation and shall consider the reports and recommendations of the Credentials Committee and shall make a decision as to the application or if it requires further action, shall defer action giving the applicant specific request and a time frame for response.  Written notice of the decision of the Board is given by the office of the Chief Executive Officer to the applicant and to the Credentials Committee. The granting of privileges will be approved and signed off by the Medical Director, Chief Executive Officer, and the president of the Board of Directors.
An appeal of denial of privileges may be made in writing to the president of the Board of
Directors within 10 days of notice of denial.
E.  Reappointment
LIP 
Will be evaluated every 2 years for quality improvement to ensure providers have the necessary skills and expertise to perform requirements of the job description
Process:
· Primary source license and certification renewal updates
· Providers will complete a reappointment application form approved by the Credentials Committee and will include 
· any requests for expanded privileges, 
· a peer review document, 
· a summary of his or her practice, 
· Fitness Statement 
· a signed statement from the medical director with the information set forth.  

Reappointment application will be forwarded to the Board of Directors for review in accordance with the procedures set forth in section C.  An appeal of denial of reappointment may be made in writing to the president of the Board of Directors within 10 days of notice.
OLCP 
· Will be evaluated every two years with review of annual evaluations of performance that assures that the employee is competent to perform the duties in the job description and includes:
· Documented Competency Evaluation
· Fitness Statement
· Immunization and PPD Status
· Basic Life Support Training
· A signed statement from the medical director with the information 

An appeal of denial of reappointment may be made in writing to the president of the Board of Directors within 10 days of notice.
F.  Credentialing Committee
· Shall review every application for credentialing and privileges
· Will meet every 3 months to review policies, procedures, and update as needed.  The committee will have an agenda and keep minutes.
· Will conduct an annual review of credentialing files

G.  Credentialing File Organization and Storage
Organization
· All credentialing files will be maintained in the following order
· Education
· License/Certification(s)
· DEA/MCSR
· Liability Insurance Coverage Sheet
· CPR Certification
· NP/MD Prescriptive Practice Agreement
· Scope of Practice
· Initial Application
· Reappointment Application
· Privilege Request Form
· Annual Review of Privileges
· Peer Reference Form
· Annual Peer Review Form 

· An excel spreadsheet will be maintained that list all licensed and certified staff with dates for renewal of license, certification, DEA, MCSR, liability insurance, and CPR certification.  Providers will be emailed reminders 2 months prior to expiration dates.  Providers who do not provide renewals by the expiration date will be suspended from practice until such documents are on file in the business office. 
Storage
· Each provider will have a separate paper credential file that will be maintained in a locked file cabinet in the business office with limited access only to the Chief Executive Officer, Chief Financial Officer, and Medical Director

______________________________________________________________________
3.    	KEY MANAGEMENT STAFF 
The key management team for Island Health Inc. currently is:
Cynthia Mitchell, Chief Executive Officer 
Judy Jones, DNP, FNP, Chief Medical Officer
Kathleen Beriau, CPA, MHA, Chief Financial Officer
Kathleen Samways, DPT, PT, Chief Quality Officer
a.	Defined roles
Consistent with Attachment 4: Position Descriptions for Key Management Staff and described therein, all members of the management team have operational and oversight responsibilities related to the needs, scope and complexities of managing the health center. In particular, the CEO’s responsibilities for day-to-day program management of health center activities are well-detailed and described.  In addition, Attachment 2: Corporate Bylaws makes detailed reference the CEO’s roles and responsibilities.
b.	Skills and Experience
As reflected in Attachment 5: Biographical Sketches for Key Management Staff, all of the current occupants of key management positions bring abundant skills, experience and deep commitment to their important positions.
Ms. Mitchell, Chief Executive Officer, is a long-time elected municipal finance officer and public administrator who has made community health a focus of both of her parallel careers: public office and executive leadership of Island Health, Inc. She is the founding director of the organization and has led it for over 16 years to its current status as an FQHC. She is a strong believer and passionate proponent of the community health center model and movement.
Ms. Jones, Chief Medical Officer, is a Family Nurse Practitioner who has worked in health centers elsewhere in Massachusetts, as well as providing primary care services in other settings such as correctional centers.  She holds a Doctor of Nursing Practice Degree as a Public Health Nurse Leader, is a certified Sexual Assault Nurse Examiner (SANE), and has a continued interest in public health issues that impact underserved populations. She is passionate about social justice and health equity, and how they impact health care delivery. Judy joined IHC provider staff in early 2013 and has been our CMO since March of 2015.
Ms. Beriau, Chief Financial Officer, is a CPA and holds an MHA degree.  She has worked in numerous health care settings, including federally-qualified community health centers. Kathleen also has considerable experience in large-scale electronic health record and practice management systems and so is able to significantly contribute and provide leadership in the data analytics, exchange and reporting area. She joined IHC’s management staff in February of 2016.
Ms. Samways, Chief Quality Officer, holds a Doctorate degree in Physical Therapy, and previously served as the Clinical Director at Vineyard Nursing Association. She is a long-time ally and advocate for public health, health promotion and inclusion, and also earned an MA with a specialization in Adult Education. She joined IHC’s management staff in October of 2015.
c.	Shared Key Management/Changes in Last Year
Ours is a small organization, and several of our management positions include shared oversight and responsibility, as follows:
The CFO position also includes Human Resources and Credentialing areas.
The CQO position includes both QI and Enabling Services areas.
The CMO position is split 50/50 between administrative and direct patient care. 
There have been no changes is management in the past year.
d.	Employment arrangement of the CEO
The CEO is employed by the health center under contract, and reports directly to the Board of Directors.
e.	Responsibilities of the CEO
In accordance with the Bylaws of the Corporation and policies of the Board of Directors, develops and recommends plans, policies and strategies for Island Health Care Community Health Center, and upon approval of the Board of Directors, oversees their implementation; accountable for the overall operation of the Federally-Qualified Community Health Center (Center); and serves as the Center’s chief representative to external agencies, groups and the community. Key responsibilities include:
With input from the staff conceives, prioritizes, develops and recommends plans, policies and long-range strategies for the Center in response to community needs; presents such plans and strategies to the Board of Directors; and oversees their implementation as approved by the Board.  Informs the Board on major strategic and operational issues of the Center, providing necessary background and recommendations to assist the Board in its policy deliberations.
Recommends an organizational structure to ensure quality management of the Center, recruits, recommends and hires all staff, and evaluates their performance.
Accountability for overall operation of Island Health Care and for appropriate delegation of operational responsibilities to staff.  Oversees establishment of quality management and quality assurance systems.  Analyzes Island Health Care’s operating results and its principal components relative to establishing objectives and ensures that appropriate steps are taken to correct unsatisfactory conditions.
Please see Attachment 4 for the complete CEO job description.
	
Ongoing recruitment and retention of key management and clinical providers
The key management and professional health care providers necessary for achieving the proposed staffing plan, consistent with Form 2: Staffing Profile and are already hired and in place at Island Health Care.
As an ongoing matter, as an FQHC, we will have access to the J-I Visa program and the National Health Service Corps and plan to access them as much as possible, especially for minority recruitment. As a HPSA-designated facility, we are able to participate in both state and federal loan repayment programs and have done so for three of our providers over the past five years.
We advertise for vacant positions in a number of regional professional journals. We regularly have a number of medical and graduate nursing students primarily from University of Massachusetts Medical School who provide welcome additional support staffing to us as part of their rotations and who are clearly possible future recruits.
Because we began as a Rural Health Clinic, and were the first in Massachusetts, we have enjoyed some visibility. That, and the fact that our community is a word-renowned resort area mean that we routinely attract physician and nurse practitioner inquiries and applicants who are interested in joining the health center staff and living in our unique community. 
We also collaborate with four other health centers in the region – Outer Cape Health Services, Harbor Health of Hyannis CHC, CHC of Cape Cod and Duffy Health Center – in a network which - among a host of common issues and concerns - addresses and supports member recruitment and retention efforts.
4.	OVERSIGHT AND AUTHORITY OVER CONTRACTS AND AGREEMENTS
a.    Structure; b. Ensuring 330 compliance; c. Monitoring; d. Reporting requirements
Island Health, Inc. maintains appropriate oversight and authority over substantive contracted services performed off-site by including language in the contract or Memorandum of Understanding (MOU) that references compliance with relevant health center program requirements (Sliding Fee Discount Scale, performance measure tracking and reporting, bi-directional communication, accepting patients without regard for ability to pay, etc.) 
The Board of Directors approved the following updated Contracted Services Procurement Policy earlier this year, language accepted by HRSA as demonstrating compliance:
	TITLE: CONTRACTED SERVICES PROCUREMENT POLICY
	Pages:

	DEPARTMENT:  Finance
	Reviewed and Approved by Board:

	AUTHOR:  CFO
	Effective:  02-20-18

	Signature of Board Chair: 
	Next Review Date:  



PURPOSE: To ensure that the health center follows appropriate procurement and monitoring/oversight procedures and standards for services that are provided contractually.
POLICY: The health center requires that procurement of all contracted services follow standards which assure a fair and open bidding or quote process, and that ongoing monitoring and evaluation of contracted services routinely occur in order to guarantee that said services are in compliance with health center program requirements and the health center's quality assurance management policies and plan.
PROCEDURES:
Procurement
Per Island Health Care's Internal Financial Control Policies and Procedures, procurement of contracts for services will adhere to the following:
     Competitive Bid Procedures
If goods or services are to be purchased by federal dollars then at least three competitive bids or quotes must be obtained for all goods and services over $25,000. Also, at the discretion of the Chief Financial Officer (CFO) or the Chief Executive Officer (CEO), competitive bids may be obtained for other goods and services as they deem appropriate. Competitive bids should be in writing and contain all payment order specifications.
Procurements by non-competitive proposals are allowable only when:
· The item is available only from a single source
· The public exigency or emergency for the requirement will not permit a delay resulting from competitive solicitation
· Competition is determined to be inadequate after soliciting a number of sources
· The non-competitive proposal is specifically authorized by the Health Resource Services Administration (HRSA) 
After the bids or quotes are received, the designated personnel requesting the bids will recommend to the Chief Executive Officer or the Chief Executive Officer’s  designee as to which bid should be accepted.
Monitoring and Oversight
Per Island Health Care's CFO job description, general oversight for contracts for services is assigned as follows:
· Ensures compliance with all legal and regulatory standards, grant/contract obligations, reporting regulations, and all Health Center policies in areas of responsibility.

Additionally, the Medical Director, Director of Quality Improvement, and CEO will join the CFO in an annual review of all contracts for service to monitor and evaluate contractor compliance with respect to the following:
· Uniform Data Reporting (UDS) measures and data requirements as applicable;
· The health center's QI Management Plan and policies and procedures;
· The health center's Sliding Fee Discount Scale Policy;
· Bi-directional patient information sharing and follow-up;
· Credentialing and privileging of licensed independent practitioners and other licensed or certified practitioners;
· Regulatory compliance (facility license, etc.) as applicable;
· Other requirements of the health center program or the specific contract as applicable.  (Health center contracts with other providers for the provision of health services within the HRSA-approved scope of project must include a schedule of rates and method of payment for such services).  Contracts that support the HRSA-approved scope of project must include provisions that address the following:
· The specific activities or services to be performed or goods to be provided;
· Mechanisms for the health center to monitor contractor performance
· Requirements for the contractor to provide data necessary to meet all applicable Federal financial and programmatic reporting requirements, as well as provisions addressing record retention and access, audit, and property management where applicable

The health center must retain financial records, supporting documents, statistical records, and all other records pertinent to the Health Center Program award carried out under contracts for a period of three years from the date of the submission of the final expenditures report to the Department of Health and Human Services. 
Contracts which upon review fail to comply may be re-bid.
Subrecipient arrangements
Island Health Inc. has had no subrecipient arrangements to date.

5.	FINANCIAL ACCOUNTING AND INTERNAL CONTROL SYSTEMS
a. Accounting for federal awards; b. Allowable expenditure of federal award funds
Directly below please find the relevant section of IHC’s Financial Management Policies and Procedures, last revised and approved by the Board (and HRSA) on 6/28/2018:
Control over Grant Funds:
All grant funds received shall be deposited immediately and recorded in the accounting system as temporarily restricted until they are expended for the purposes specific to the conditions expressed in the grant award letter.  Receipt of funds and the related expenditures shall be recorded in a spreadsheet and the accounting software.  A spreadsheet is maintained specific to each grant.  Summarized Federal and Non- Federal grant receipts are recorded in a specific line item on the IHC financial statements with related detail reported as part of the monthly financial package presented to the board of directors. 

Grant funds drawn down from the Federal Payment Management System are approved by the Chief Executive Officer or designee, and reflect budget line items that are specific to individual awards.  The Chief Executive Officer or designee, draws down all funds and records them in the accounting system, immediately upon receipt. All federal funds drawn down during a specific period must be expended within seven (7) business days.   All documentation must be in accordance with Generally Accepted Accounting Principles and/or Government Accounting Standards Board Principles.  

The Chief Financial Officer reviews the drawdowns and matches the funds to the specific budget line items drawn down by the CEO or designee, and confirms that the funds are being utilized for award specific purposes.  The cash payment is recorded in the spreadsheet that is maintained and matches the presentation of grant funds in the financial statements.  The Chief Financial Officer confirms that the funds have been received by the bank.  The CFO confirms the accuracy of the spreadsheet by matching to a report of expenditures from the Payment Management System.  The CFO confirms each month that expenditures of Federal and Non Federal award funds are allowable with the terms and conditions of each award and with Federal Cost Principles.  The CFO further confirms unobligated balances and unspent authorized expenditures by reviewing reports from the Payment Management System and matching these reports to the detailed internal accounting documents.   

The CFO will provide the CEO and the Board a detailed set of financial statements each month.  These reports shall include a Statement of Financial Position, Statement of Activities and Changes in Net Assets that reflects Federal and Non-Federal income and expenses and a Statement of Cash Flows.  Additionally, these reports will include details of all Federal expenditures by budgeted line item.  

The CFO will provide the CEO and the Board a report that demonstrates the federal and non- federal revenue and expenses based upon the grant budget year which is different from Island Health’s fiscal year.  (Fiscal year is July 1 – June 30, Federal Grant year is February 1 – January 31st) This report will be provided quarterly.  Island Health will work toward obtaining accounting and payroll system functionality that has the ability to designate revenue and expenses specifically associated with any federal grant, moving away from utilizing excel spreadsheets for this purpose.  Said functionality will be in place not later than 12/31/2018.

6.	BILLING AND COLLECTIONS
a.  Patient payments; b.  Patient insurance options; c.  Public and private assistance program timely billing
Directly below please find the relevant sections of IHC’s Billing and Collections Policies and Procedures, last revised and approved by the Board (and HRSA) on 1/30/2018:
PURPOSE: To cover reasonable costs for providing services, to ensure that financial barriers to care are minimized for health center patients and to ensure that appropriate and uniform billing and collection processes are followed. POLICY: The health center maintains a reasonable schedule of fees for services; a corresponding schedule of discounts for eligible patients based on family size and income regardless of insurance status; and supporting governing board-approved policies and procedures, including billing and collections.
PROCEDURES: 
Billing and Collections
1.	IHC staff periodically (at least annually) reviews, researches and prepares a schedule of fees for the provision of services that is designed to cover reasonable costs of providing services included in the approved scope of project and that is consistent with locally prevailing rates or charges based on published regional health center data/fees and local market research.
2.	Third Party Payers:  IHC makes every reasonable effort to obtain reimbursement from Medicare, Medicaid, Health Safety Net, CHIP or other public assistance programs and private third party payers, as applicable, in accordance with requirements specified in statute, regulations, policies and/or contract terms/conditions. The health center maintains billing records that show claims are submitted to third party payers in a timely and accurate manner in order to collect reimbursement for its costs in providing health services.  The billing records reflect patient charges in accordance with the current fee schedule and sliding fee discount schedule.  The health center sends charges to third party payers electronically and by using paper claim forms.  Charges are sent to third party payers every day that a medical record is completed and charges are added by the provider.  Collection of all unpaid charges are reviewed continuously by the billing manager and follow up for unpaid third party claims is performed on a weekly basis.  Follow up may include correction and resubmission of denied claims.  
3.	Patients:  Patients are billed for unpaid services on a monthly basis (at 30, 60 and 90 days). IHC makes all reasonable efforts to secure payment from patients for services rendered based on ability to pay including income-determined sliding fee discounts.  Prompt Pay discounts for uninsured patients are also available to patients at the time of their visit.  Oher factors considered when assessing ability to pay include provisions for waiving charges, payment incentives and approaches to refusal to pay.  At IHC, the act of billing and collecting from patients is conducted in an efficient, respectful and culturally appropriate manner, assuring that procedures do not present a barrier to care and patient privacy and confidentiality are protected throughout the process. IHC has established a Sliding Scale Discount Policy that addresses policies and procedures for patient eligibility for reduced or nominal fees.  The health center has systems and procedures in place to educate and assist patients on eligibility and application for available insurance and/or discounts.  
Patient balances over 90 days old are reviewed in detail each month.  A personal, handwritten note is sent on the bill that is 90 days old requesting that the patient contact the billing manager for financial assistance.  Patients may contact the billing manager or financial counselor who will assist the patient if refusal to pay is determined to be loss of employment, loss of housing or other financial hardship.  Financial hardship will not be considered refusal to pay.  
Aging of patient billing is reviewed monthly.  Write off of patient balances to bad debt are considered on a case by case basis. A reserve for bad debt is reviewed and calculated monthly.  
4.	Use of Massachusetts’ Health Safety Credit and Collections Policy and Procedures: Except where clearly non-applicable, IHC follows and applies all definitions and processes included within state regulations 101 CMR 613 to the implementation of the Sliding Fee Discount Scale and related billing and collections.  
Key Definitions, Payment Arrangements and Waivers by Exception
Refusal to Pay: After completed income verification and discount eligibility determination by the health center’s Outreach and Enrollment Specialist (financial counselor) as well as the exploration of potential payment plans with the Billing Manager, a client’s active decision not to pay amounts determined to be owed for services provided by the health center will be considered refusal to pay. The health center may elect to limit or deny services based on a patient’s refusal to pay.  A patient’s refusal to pay is determined when a patient has been billed for three consecutive months and no payments have been received, the patient has refused a meeting with a financial counselor and has refused to establish a payment plan.  A patient who refuses to pay may receive services if their condition is considered urgent by the attending provider.  Patients that are denied services based on a patient’s refusal to pay may be permitted to rejoin the practice when the patient has met with a financial counselor to establish a payment plan or payment is made.  
Payment Plan: An arrangement with a patient to pay routine (undisputed) account balances over a period of time not to exceed 12 months.
A committee comprised of the Outreach and Enrollment Specialist, the Billing Manager and the CEO will be known as the Payment Arrangements and Waivers (PAW) committee.  PAW will, on a case-by-case basis, review and determine a.) whether exceptions to normal billing and collections procedures may be granted in circumstances deemed to constitute financial hardship for a patient; and b) appropriate collection activities when a client refuses to pay, including but not limited to requiring payment in advance or at the time of visit, so long as necessary medical care is not compromised.  Minutes of all PAW meetings will be maintained, and all patient arrangements approved by exception will be documented by a Memorandum of Understanding (MOU) signed by the patient and the CEO.
Note: Payment plans may be offered at the sole discretion of the Billing Manager, but must also be documented by a MOU signed by the patient and the CEO.
___________________________________________________________________________

7.	TELEHEALTH
Current and planned access to services; long-distance health services; patient health education; professional education/staff training 
For the last few years, IHC has used video-interpreting services to both supplement on-site medical interpreter services (primarily for our sizeable Brazilian Portuguese-speaking population) as well as provide multi-language communication and medical interpreting capability. It has been a great way to insure 100% coverage for both. 
We also have the capability as part of our patient portal service (FollowMyHealth) to provide patient health education and prevention “blasts”, key health screening reminders and important health information customized to our patients’ particular health conditions and needs – with their advance consent, of course.
Additionally, we have plans this fall to use Remote Patient Monitoring (RPM) through a smart phone application allowing secure and compliant assessment and support communications with patients and community members who are experiencing or at-risk for acute substance use disorder/mental health episodes. Our thought is to have our MH/SUD Access Coordinator and Community Health Workers (fall hiring planned for 1.8 FTE) be able to provide ongoing check-ins, coaching and contact in order to help bring those in need through whatever it takes to connect them with care and treatment. 
Our ongoing strategic planning process, recognizing the longstanding barrier of lack of specialty services given our remote geographic location, is clearly now pointing us toward exploring and developing patient telehealth specialty services such as dermatology, endocrinology and psychiatry. 
Over the next several months, the health center has plans to launch an Integrated Public Health Collaborative (see Collaboration section above).  A key goal of the IPHC is to offer service area health organization staff development and training using on-line as well as live Zoom teleconferencing technology. Boston and the surrounding area is rich with integrated primary care, behavioral and community/public health teaching resources and we see a real opportunity to use telehealth technology to bring it to our local professionals.

8.	NATIONAL QUALITY RECOGNITION
Island Health Care was recognized by the National Committee for Quality Assurance (NCQA) in November of 2017 as a Level II Patient-Centered Medical Home. We have also received HRSA Quality Awards over the last three years and just received our largest to date - $50,389, for performance in the areas of electronic record reporting, clinical quality measure improvement, advancing health information technology and achieving PCMH recognition.
9.	HEALTH CENTER PROGRAM-RELATED FEDERAL BENEFITS
Our health center benefits from FQHC Medicare and Medicaid/CHIP enhanced reimbursement and Island Health Care is National Health Service Corps provider site. We are in the process of applying for FTCA coverage and hope to successfully complete by December 2018.
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GOVERNANCE 
1.	BOARD COMPOSITION AND AUTHORITY - As our Corporate Bylaws (see Attachment 2) and other components of this application (cited below) clearly reflect, Island Health Care CHC meets the Health Center Program board composition and authority requirements, as follows: 
a.)	Board size is at least 9 and no more than 25 members, with a specific range of board members prescribed (Attachment 2, page 5). Compliance is demonstrated on Form 6A: Board Member Characteristics. 
b.)	At least 51% of board members are patients served by the health center (Attachment 2, page 5). Compliance demonstrated on Form 6A.
c.)	Patient members of the board, as a group, reasonably represent the patient populations in terms of demographic factors (Attachment 2, page 5). Compliance demonstrated on Form 6A consistent with Form 4: Community Characteristics.
d.)	Non-patient members are representative of the community in which the health center is located, either by living or working in the community or by having a demonstrable connection to the community (Attachment 2, page 5). See Form 4 and Form 6A for compliance demonstrated.
e.)	Non-patient members provide relevant expertise and skills (Attachment 2, page 5). Compliance demonstrated on Form 6A.
f.)	No more than one-half of non-patient board members may earn more than 10% of annual income from the health care industry (Attachment 2, page 5). Compliance demonstrated on form 6A. 
g.)	Health center employees, contractors and immediate family members may not be health center board members (Attachment 2, page 5). 
h.)	Board meetings occur monthly (Attachment 2, pages 3 and 6).
i.)	Approving the selection and dismissal or termination of the CEO (Attachment 2, page 3).
j.)	Approving applications related to the health center project, including the annual budget which outlines the proposed uses of both federal and non-federal resources, including revenue (Attachment 2, page 3 - 5).
k.)	Approving proposed sites, hours of operation, and services (Attachment 2, page 3).
	l.)	Evaluating the performance of the health center (Attachment 2, page 3 - 5).
m.)	Establishing or adopting policy related to the operations of the health center (Attachment 2, page 3 - 5). 
n.)	Assuring the health center operates in compliance with applicable federal, state and local laws and regulations (Attachment 2, page 3 - 5).
o.)	N/A

2.	BOARD AUTHORITY AND OVERSIGHT - OPERATIONS AND STRUCTURE 
The Bylaws of the Board of Directors assure the board’s full authority and responsibility of the management of the center including the approval of the annual budget and operating plan. The Board is charged with financial and programming oversight and evaluation, hiring and evaluation of the CEO. The Board establishes and approves all policies and protocols and is involved with strategic planning and quality assurance measures. Audit results are reported to the Finance Committee and the Board by the auditing firm on an annual basis.
Island Health Care’s Board is committed to reaching across the service area to make health care accessible to all but is also grounded in establishing and maintaining the delivery of quality health care. The Board recognizes and supports the ongoing need to continue to grow and collaboratively expand to build and support a healthy community.
Board members are recruited to reflect the diversity of our patient population, significantly from the Brazilian immigrant and year-round low-moderate income patient groups.  Our Board members have worked in the fields of social services, business, public school education, higher education, health care and public administration. Many members of the Board have served on other community boards and bring with them significant levels of expertise. 
The IHI Board has compliant committee structures and all members are required to be a member of at least one:
· Executive Committee – comprised of all (4) officers of the Boards, as well as one     member at large, having the powers and authority of the Board in the intervals between Board meetings subject to the direction and control of the Board.
· Finance Committee – Chaired by the Treasurer, oversees the financial affairs of the corporation, provides a monthly report to the Board, reviews and recommends annual budget to the Board, oversees annual financial audit and ensures that tracking mechanisms for grants and donations received by the corporation are maintained.
· Development Committee – Oversees the Public Relations Plan, ensures implementation of community involvement and awareness programs as well as community health programs, and review and develop fundraising plans.
· Strategic Planning Committee – Review and develop, in conjunction with senior leadership team, long range and annual operating strategic plans, evaluate quarterly and report to the Board.
· Nominating Committee – Recruit names for open positions on the Board, and present a slate of officers for election at the annual meeting.
The organization has a QI Committee whose membership is health center staff with representation from all departments. The Committee reports the Board on regular basis, at least six times per year.
The Board has developed an annual Board Calendar (See Attachment 14: Other Relevant Documents) to help assure that at minimum, on a yearly basis, each of the 19 program requirements is reviewed, evaluated and updated for compliance as necessary.  The Board understands that certain policy categories – i.e., Financial, Personnel – will need updating on a less frequent basis, but feels that an annual check of all of the 19 areas is essential.  One of the annual processes appearing on the calendar is a Board self-evaluation (see Attachment 14: Other Relevant Documents for the Board’s 2017 Self-Evaluation.) 
The governing board (consistent with Attachment 3: Project Organizational Chart) maintains authority and oversight over the proposed project as outlined in Attachment 2: Bylaws and specifically affirms that:
a.) No individual, entity, or committee (including, but not limited to, an executive committee authorized by the board) reserves or has approval/veto power over the board with regard to the required authorities and functions (Attachment 2, pages 9 and 10).

b.) Collaboration or agreements with other entities do not restrict or infringe upon the board’s required authorities and functions (Attachment 2, page 15). 
Note that as a Competing Continuation Applicant, Island Health Care is not required to submit Attachment 8: Articles of Incorporation. Also, Attachment 6: Co-Applicant Agreement does not apply in our case.
______________________________________________________________________________





























	Budget Category
	Year One
	Year Two
	Year Three

	REVENUE:
	$
	$
	$

	Federal SAC
	1,135,934
	1,135,934
	                       1,135,934       

	Program Income
	1,500,755
	1,533,752
	1,586,844

	State/Local
	0
	0
	0

	Other
	0
	0
	0

	Other Federal 
	0
	0
	0

	TOTAL REVENUE:
	2,636,689
	2,669,686
	2,722,778

	EXPENSE:
	$
	$
	$

	   a. Personnel
	1,599,497
	                  1,618,944
	1,672,299

	   b. Fringe Benefits
	303,822
	307,372
	317,109

	   c. Travel
	1,287
	1,287
	1,287

	   d. Equipment
	0
	0
	0

	   e. Supplies
	79,660
	79,660
	79,660

	   f. Contractual
	407,594
	407,594
	407,594

	   g. Construction
	0
	0
	0

	   h. Other
	244,829
	254,829
	244,829

	Total Direct Charges
	2,636,689
	2,669,686
	2,722,778

	Indirect Charges
	0
	0
	0

	TOTAL EXPENSE:
	2,636,689
	2,669,686
	2,722,778


[bookmark: _GoBack]

SUPPORT REQUESTED
1.	BUDGET PRESENTATION/SUMMARY
Please refer to the following sections for our complete, consistent and detailed budget presentation:                                                                                 
· Form SF-424-A
· Budget Narrative and Justification Attachment
· Form 2: Staffing Profile
· Form 3: Income Analysis

2.	ADVERSE IMPACT MITIGATION PLANNING
Consistent with the information presented in the above forms, patient related revenue and expense calculations are based on 4,000 unduplicated patients in Year 1, 4,200 in Year 2, and 4,555 in Year 3. 
We have performed an analysis of services area barriers, target populations’ needs and issues, plans for compliance with 330 (e) program expectations relative to the creation of a fully compliant Section 330 CHC (e) health center. We have analyzed financial data to test a number of financial scenarios with a range of assumptions and to arrive at a set of reasonable and sound financial projections to support IHC’s operations and capacities to generate patient income.
Increases in staff productivity, economies of scale and greater numbers of Medicaid/Medicare/Health Safety Net patients have a positive effect on revenue. The pool of potential patients eligible for Medicaid coverage in the proposed service area has grown; achieving greater enrollment (and greater revenue) is a low-risk proposition with proper marketing and outreach. Island Health Care’s outreach and enrollment efforts in partnership with the Vineyard Health Care Access Program over a period of nearly 10 years comprise a well-founded strategy for reaching out to underserved populations in ways that encourage them to seek both coverage and care, as well as provide enhanced reimbursement to the health center.
Although we conservatively estimate other support, in order to sustain the services described in the current proposal we will look to identify and pursue opportunities for:
· Accountable Care Organization (ACO)-related best practice support and Delivery System Reform Incentive Payment (DSRIP) funding to improve quality and reduce costs through interventions in the areas of complex care, transitions of care and chronic disease care management.
· Health insurance/other payer reimbursements (to support care management (e.g., CMS Chronic Care Management), nutrition service prevention/education services, tobacco counseling – including group visits, oral health services);
· Other related state and federal grants through continued multiple local and regional collaboration arrangements/agreements; 
· New sources of community-based organizational and individual funding/support through the non-medical social network.						
a.	Shifts in payer mix, ACO participation risk and reward
Island Health Care’s payer mix shifted slightly over the last few years due in large measure to the Affordable Care Act’s Medicaid expansion program which meant that more health center patients became eligible for and enrolled in Medicaid (MassHealth).  Otherwise, our payer mix has been remarkably consistent over the years and includes commercial payers such as Blue Cross, Harvard Pilgrim, Tufts and Neighborhood Health Plan (some 40% of our net patient revenues). 
Beginning in January of 2020, we will be actively participating in the new ACO environment and will need to carefully consider and plan our risk/reward tier strategies. We will spend much of CY 2019 preparing for our 2020 ACO “go-live” with Community Care Collaborative (C3), a Massachusetts Model B ACO exclusively comprised of and governed by FQHCs. 
b.	Workforce recruitment/retention
As previously described, IHC as an FQHC benefits from participation in the National Health Service Corps. We are able to participate in both state and federal loan repayment programs and have done so for three of our providers over the past five years.
We advertise for vacant positions in a number of regional professional journals. We regularly have a number of medical and graduate nursing students primarily from University of Massachusetts Medical School who provide welcome additional support staffing to us as part of their rotations and who are clearly possible future recruits.
Because we began as a Rural Health Clinic, and were the first in Massachusetts, we have enjoyed some visibility. That, and the fact that our community is a word-renowned resort area mean that we routinely attract physician and nurse practitioner inquiries and applicants who are interested in joining the health center staff and living in our unique community. 
We also collaborate with four other health centers in the region – Outer Cape Health Services, Harbor Health of Hyannis CHC, CHC of Cape Cod and Duffy Health Center – in a network which - among a host of common issues and concerns - addresses and supports member recruitment and retention efforts.

___________________________________________________________________________
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NARRATIVE


 


–


 


INTRODUCTION


 


 


In November of 2013, Island Health Care (IHC) became Martha’s Vineyard Island’s 


Federally


-


Qualified Community Health Center (FQHC).  The health center is Dukes County’s 


(Martha’s Vineyard and the Elizabeth Islands) only sa


fety


-


net primary care facility, and 


currently sees approximately 4,000 patients for nearly 12,000


 


visits per year.  IHC has been 


recognized as a Patient


-


Centered Medical Home, providing high quality, evidence


-


 


and team


-


based integrated primary care. 


 


IHC’s


 


delivery of services for the disadvantaged and vulnerable populations of Martha’s 


Vineyard has improved


 


health care access and health 


quality indicators for the underserved, 


uninsured, under


-


insured, low


-


 


income, Brazilian immigrant, unemployed, seasonall


y 


employed, incarcerated, homeless, those with disabilities, mental health


 


and substance use 


disorders as well as


 


other vulnerable populations in Dukes County.  


 


Through this proposal, IHC seeks continued Service Area Competition (SAC) funding from 


Health 


Resources Service Administration/Bureau of Primary Health Care (HRSA/BPHC) for 


the three


-


year project period 2/1/2019 


–


 


1/31/2022. 


 


SAC funding will allow IHC to further


 


provide access and 


connect, and engage at


-


risk target groups in our community with cul


turally 


relevant and evidence


-


based health services that include primary medical, oral health,


 


substance use disorder treatment and mental health counseling, health education, evidence


-


based prevention and behavioral health services including the social de


terminants of health 


and their impact on the health status of the underserved and vulnerable members of this 


isolated rural community.  


 


Our FQHC m


odel of primary care relies on closely


-


tied linkages with numerous community 


partners to create the highest q


uality, lowest cost and most accessible system of care.


 


NEED


 


CHARACTERISTICS OF THE TARGET POPULATION 


 


The geographic service 


area for this SAC proposal 


–


 


Dukes County, MA 


(a


lso known as Martha’s 


Vineyard I


sland 


–


 


has 


been the subject of 


important health 


care 


access and need 


assessments specifically 


focused on the low


-


income, un


-


 


and under


-


insured, and chronically 


underserved and multiple 


other vulnerable year


-


round resi


dents of the 


I


sland.  Martha’s 


Vineyard Hospital (MVH) 
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