[image: image1.png]


[image: image2.png]



West Virginia’s 
Rural Health Plan

To Improve Access to Health Care Services In Rural Communities

Contact

Shawn Balleydier, Assistant Director
Division of Rural Health and Recruitment

Bureau for Public Health/WVDHHR

350 Capitol Street, Room 515

Charleston, West Virginia 25301-3716

Telephone:  (304) 558-4382 Fax:  (304) 558-1437

E-mail:  shawn.g.balleydier@wv.gov 
WVDHHR/BPH/OCHS/DRHR

February 2009
West Virginia’s Rural Health Plan

To Improve Access to Health Care Services

In Rural Communities

Joe Manchin, III, Governor

State of West Virginia

Martha Yeager Walker, Secretary

Department of Health and Human Resources


Chris Curtis, Acting Commissioner


Bureau for Public Health


Joseph Barker, Director


Office of Community Health Systems and Health Promortions

Melissa Wheeler, Director

Division of Rural Health and Recruitment

Shawn Balleydier, Assistant Director

Division of Rural Health and Recruitment


Medicare Rural Hospital Flexibility Program

February 2009
Forward
West Virginia’s Rural Health Plan to Improve Access to Health Care Services in Rural Communities


The West Virginia Rural Health Plan contained in this document provides an overview of West Virginia’s Health Profile and its health care delivery system, as well as an outline of the strategy to improve access to health care services among West Virginia’s rural population.  The overarching goal of the West Virginia Rural Health Plan is to improve the health status of the State’s rural population. It is recognized that improved access to health care services is only one component of the State’s overall strategy of improving health status that is being implemented through the West Virginia Healthy People 2010 Initiative.  Thus, the Rural Health Plan described in this document is limited in its focus to strategies to improve access to health care services, including strategies to stabilize rural Critical Access Hospitals.
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West Virginia’s Health Care Challenge
Introduction


West Virginia is the second most rural state in the nation with 64% of the population residing in areas with a population of less than 2,500.  West Virginia is also the only state that is entirely immersed in the Appalachian Region, with 19 of its 55 counties classified as “distressed” by the Appalachian Regional Commission.  Although conditions in Appalachian have improved in recent years, these improvements have not benefited all communities of this region equally.  The isolated rural counties of central Appalachia continue to experience the most adverse social, economic and health disparities.  


Current research indicates that residents of rural areas are at higher risk for mortality from chronic diseases than their urban counterparts.  Lower standards of living and restricted social and economic opportunities in many areas contribute to the higher incidences of chronic disease risk factors such as poor diet, physical inactivity, obesity and tobacco use.  In recent years West Virginia has also surpassed Florida as the oldest state in the nation.  Hence, the demand for health care services continues to increase as the population ages and the incidence of chronic disease remains high.  The rugged terrain and lack of transportation require the availability of emergency and basic acute care throughout the state.



An individual’s genetics is a significant determinant of one’s health.  In addition to the contributions of our individual genetic predispositions to disease, health is the result of our personal behaviors, the environment of the community in which we live and the policies and practices of our health care and public health delivery systems.  Unlike genetics, these three areas are areas which we as individuals and as members of society can influence - - interact to create the healthy outcomes we desire, including a long, disease-free and robust life for all individuals regardless of race, sex or socio-economic status. These elements influence each other and the resulting health outcomes of a population.  
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West Virginia’s Health Status
Since 1940, chronic diseases have been the leading cause of death both in the United States and West Virginia.  In 2004, West Virginia was tied with Alabama for 43rd in the overall general health measures among the 50 states.  It has ranked between 44th and 47th since 1990.  The state faces challenges in many areas as it ranks among the bottom five states in seven of the 18 individual measures, including:

· Highest total mortality in the nation with 1,006.1 deaths per 100,000 population 
· A high prevalence of smoking at 27.3 percent of the population

· A high number of limited activity days per month at 3.4 days in the previous 30 days;

· A high rate of cancer deaths at 228.1 deaths per 100,000 population
· A high prevalence of obesity at 27.7 percent of the population
· A high percentage of children in poverty with 26.7 percent of persons under age 18
· A high rate of deaths from cardiovascular disease at 393.3 deaths per 100,000 population

*Source:  United Health Group State Health Ranking - 2004 Edition

Certain risk factors enhance a person's chances of developing chronic diseases. Non-modifiable risk factors include age, gender, race, and heredity.  Modifiable risk factors are those that are amenable to intervention such as tobacco use, physical inactivity, hypertension, high cholesterol levels, obesity, and periodontal disease.  Each year since 1984, the West Virginia Behavioral Risk Factor Survey has measured a range of risk factors that can affect our health. 
Following are finding highlights from the 2003 Survey:

Health Status 

· West Virginia ranked 2nd highest in the prevalence of persons reporting their general health as either “fair” or “poor” (25.3%) 

· “Fair” or “poor” health was most commonly reported among adults without a high school diploma/GED (51.0%) and those with an annual income less than $15,000 (49.2%). 
Weight Control

· Thirty-nine percent (38.9%) of adults were currently trying to lose weight. 

· The rate was significantly higher among women than men (44.7% versus 32.7%). 

· Since 1991, the prevalence of attempting weight loss has increased among overweight and obese adults.
Diabetes Awareness 

· West Virginia ranked 4th highest in the prevalence of diabetes awareness (9.8%). In 2002, West Virginia ranked 2nd. 

· Of all diabetic adults, 12.6% had not had an HbA1c test, 35.4% had not had a professional foot exam, and 33.8% had not had a dilated eye exam in the past one year. 

· Well over half of all diabetic adults (59.8%) had not taken a class in the self-management of diabetes. More than one-third (38.3%) checked their blood glucose at home less than once daily or never.
Obesity and Overweight

· West Virginia ranked 3rd highest in the prevalence of obesity (27.7%) and 51st in the prevalence of overweight (34.0%). The prevalence of obesity has steadily increased since 1987. 

· Men were significantly more likely to be overweight (39.0% versus 29.2%) and obese (30.5% versus 25.0%) than women.
Physical Inactivity

· Recent data indicate a sharp decline in the prevalence of physical inactivity. The 2003 rate of 28.0% was significantly lower than the rates from the year 2000 and before. However, West Virginia still ranks high in this risk factor -11th highest among 54 BRFSS participants. 

· The prevalence of physical inactivity was significantly higher among women than men (30.9% versus 24.9%) and was more common among older adults and those at the lowest levels of education and income. 

· However, 61.8% of adults were being more physically active in order to lower their risk of heart disease or stroke.
Nutrition

· More than 8 out of every 10 adults (81.3%) consumed fewer than the recommended 5 servings of fruits and vegetables each day. West Virginia ranked 8th highest in the prevalence of this risk factor. 

· In particular, males, young adults, those without a high school diploma/GED, and those with an annual household income less than $15,000 had high rates of this behavior. 

· Nevertheless, more than two-thirds of adults were eating more fruits and vegetables and fewer high-fat or high-cholesterol foods in order to reduce their risk of heart disease and stroke.
Tobacco Use

· Current cigarette smoking: More than one-fourth (27.3%) of adults smoked every day or some days. West Virginia ranked 3rd highest in the prevalence of this risk factor. 

· Current smokeless tobacco use: The rate of smokeless tobacco use among both men and women was 7.7%. Among men, the prevalence was 15.9%. 

· Fewer than half (44.0%) of every day smokers reported trying to quit for at least one day in the past year. Among every day smokeless tobacco users, the rate of quit attempts was 34.5%. 

· Twenty-eight percent (27.6%) of current smokers reported that they did not receive advice on smoking cessation from their health professional during a medical visit in the past 12 months. 
Alcohol Consumption

· West Virginia ranked considerably low in the prevalence of heavy drinking (3.1%, 49th) and binge drinking (11.1%, 49th). 

· Men had a significantly higher rate of heavy (4.5% versus 1.9%) and binge (16.8% versus 5.9%) drinking than women.
Cholesterol

· Twenty percent (20.4%) of adults had never had their cholesterol checked. Of those who had, 38.1% reported that it was high - - 2nd highest among 54 BRFSS participants. 

· Women were significantly more likely to have high cholesterol than men (41.7% versus 33.8%).
Hypertension

· West Virginia ranked 1st in the prevalence of hypertension. More than a third of adults (33.6%) had ever been diagnosed with high blood pressure. 
· The prevalence of hypertension was highest among older adults, those without a high school diploma/GED, and those with an annual household income less than $15,000.
Cardiovascular Disease

· The prevalence rates of heart attack, angina, and stroke were 7.4%, 8.7%, and 4.2%, respectively. Almost half (49.0%) of adults who had ever had a heart attack had their first attack before the age of 55. 

· More than three-fourths of adults who had experienced heart attack or stroke (76.2%) did not receive any outpatient rehabilitation after leaving the hospital. 

· More than a third (38.2%) of all adults aged 35 and older reported that they were on daily or alternate-day aspirin therapy.
Asthma

· Twelve percent (11.8%) of adults had ever been diagnosed with asthma (22nd highest) while 8.1% currently had asthma (17th highest). 

· Women had significantly higher rates of lifetime and current asthma than men. Asthma rates were also higher among adults with low levels of education and annual household income.
Arthritis

· West Virginia ranked 1st in the prevalence of arthritis (37.2%). 

· Arthritis was most common among older adults, those without a high school diploma/GED, and those with an annual income less than $25,000. 

· Approximately one-third of adults had an arthritis-related activity (36.3%) or work (31.6%) limitation.
Disability and Falls

· West Virginia had the highest disability rate.  More than one fourth (26.4%) of adults were disabled because of a physical, mental, or emotional problem. 

· Sixteen percent (16.0%) of adults aged 45 and older had experienced a fall and 37.4% of them were injured by a fall during the past three months.
Immunization

· Among adults aged 65 and older, 30.9% had not had a flu shot in the past 12 months and 36.2% had never had a pneumonia shot.
Sexually Transmitted Diseases

· The majority (91.3%) of adults aged 18 to 64 had not received any counseling about condom use from a health professional in the past one year.
Sunburn

· More than a third (38.1%) of adults had experienced sunburn with redness lasting at least 12 hours in the past 12 months. 

· The prevalence of sunburn was higher among men, young adults, and those with higher levels of education and income.

Health Care Access and Shortage Areas


According to the 2003 BRFSS report:
· Nearly one-fourth (23.5%) of adults aged 18 to 64 had no health care coverage. 

· Eighteen percent (17.8%) of adults needed medical care within the past 12 months but could not afford it. 

· Twenty-two percent (21.6%) of adults did not have a specific source of ongoing health care (no personal doctor or health care provider). 

Health Professional Shortage Areas.  The Federal Division of Shortage Designation (DSD), Bureau of Primary Health Care, Health Resources and Services Administration, Department of Health and Human Services, designates an area as a Health Professional Shortage Area (HPSA).  The designation is usually a geographic area consisting of a county or a sub-county area and is based on the ratio of primary care physician providers to the population.  


Currently, there are 50 HPSA service areas which include all or part of 38 counties.  The state also provides data to the DSD for the purpose of designating dental and mental health HPSAs.  Currently, there are nine dental HPSAs and nine mental health HPSAs.  Additionally, 50 counties are wholly or partly designated as Medically Underserved Areas (MUAs). 

Maps depicting (Attachment 1) HPSAs and (Attachment 2) MUAs can be found in the attachments section.

West Virginia’s Rural Health Care Delivery System

Introduction


The rural health care delivery system in West Virginia consists of a patchwork of hospitals, primary care clinics, emergency medical service providers, local health departments, long-term care, behavioral health and other health care providers.  Following is a brief description of West Virginia’s rural health care delivery system.

Primary Care Centers


West Virginia’s system of 35 (state funded) non-profit primary care center organizations representing more than 72 primary care sites are located in 50 of the State’s 55 counties.  There are eight Health Right Free Clinics and 40 School-Based Health Centers also providing services.  These centers serve as a principal source of primary health care services in rural, medically undeserved areas of West Virginia.  In addition, an integral component of the state’s primary health care infrastructure includes private practitioners, rural health clinics, and rural hospitals that also provide primary care services in rural and remote areas of the state.


West Virginia’s system of primary care centers currently provide almost 1,000,000 patient encounters annually.  Approximately 70% of these encounters are for Medicaid, Medicare or uninsured patients. The uninsured represents approximately 30% of the encounters or over 210,000 persons.


West Virginia’s primary care centers provide over 1,000 full time equivalent jobs in West Virginia with an annual payroll of approximately $33 million and a total operating budget of over $52 million.  Federal and state grants provide uncompensated care funding to many of the primary care centers.
Free Clinics


West Virginia has eight (state funded) free clinics located, for the most part, in the more populated areas of the state.  Free clinics are dedicated to serving persons with household incomes below the Federal Poverty Level who do not have insurance.  Ongoing medical expenses are taken into account in determining household income.  Free clinics are non-profit organizations run by volunteer boards of directors.  They place a high priority on building and maintaining broad-based community support. Services may include comprehensive medical care, specialty care, laboratory testing, diagnostic procedures, prescription drugs, case management, dental care and health education programs.

Local Health Departments 


There are 54 local health departments organized in West Virginia, with 49 administrative agencies.  Each health department functions under the direction of a board of health, whose members are appointed by the county commission.  The exceptions are those counties with combined boards of health whose members may be appointed by municipalities or several county commissions.  

The responsibility of the board of health is to ensure that public health policies and procedures are carried out in each county.  Each county has a health officer and professional staff to perform responsibilities related to sanitation, immunization, health promotion, disease surveillance and disease outbreaks in the county.  

There are approximately 1,000 full time equivalent personnel employed by local health departments to provide public health services.  Since local health departments only receive approximately 25% of their revenue from state and local governments, they provide many services for which they must generate additional fees.


Local health departments in West Virginia, as across the nation, are struggling to define their role in the changing health care environment.  They understand the need for and the philosophy behind the shift to core public health functions, but there is inadequate funding to support core functions.  Activities in the areas of immunization, sanitation, regulatory functions and provision of care to the indigent are usually easily identified by the public, but the day-to-day contribution to the health of all state residents is not as well known. The traditional role that local health departments have played as the safety net is seriously jeopardized.  The Public Health Transitions Project funded efforts to improve and strengthen public health functions.  One strategy to accomplish this included addressing public health from the perspective of the entire health care delivery system.  Local health departments are encouraged to network with other providers and partners in their communities to evaluate roles, responsibilities and other workforce issues.  Developing a network of relationships with existing providers in the community, such as Critical Access Hospitals, has been a major focus during this project. 
Emergency Medical Services


The West Virginia Emergency Medical Services (EMS) System is patterned after the Federal Emergency Medical Services Systems Act of 1973, which in addition to local EMS units, provides guidelines and funding for development of regional EMS systems.  The state system is organized through the Office of Emergency Medical Services as the lead EMS Agency within the Office of Community Health Systems.  There are seven regional offices to provide direct services to counties and emergency ambulance services in their respective EMS Regions.


Residents living in highly rural counties in the state often have limited access to advanced life support within their geographic areas.  The West Virginia Bureau for Public Health is responsible for certification and training of all EMS personnel.  Approximately 33% of the EMS personnel are community volunteers.  Rural areas are especially dependent on these technicians for front-line, life-sustaining emergency medical services.  However, recruiting and retaining volunteer technicians who are willing and able to maintain the training and certification for EMS work is a challenge.


Support Services.  The West Virginia EMS Technical Support Network (TSN) is a non-profit corporation that provides programmatic support and technical assistance to the West Virginia Office of EMS. TSN is funded by both Federal grants and state appropriations.  TSN’s support to the State EMS System is multifaceted and includes management of seven Regional Based Field Offices; provision of assistance to local EMS agencies with certification, recertification and continuing education processes and other support functions. 


Emergency Medical Resources.  9,034 certified EMS personnel provide over 462,000 ambulance runs to the state’s citizens and visitors in 990 certified ambulances.  
There are 212 licensed EMS agencies serving the state, with all but a few providing Advanced Life Support (Paramedic) Services.


Most EMS air transports in West Virginia are provided by four helicopters and one fixed-winged aircraft.  The helicopter transport services are hospital-based (all at urban tertiary care hospitals) and the fixed-wing aircraft (located at the Charleston Airport) is shared by the same four hospitals.


Medical Oversight and Communications.  A quality improvement process is conducted through each of the regional offices with established criteria involving the Squad, County and Regional Medical Directors.  The Regional Medical Directors may consult the State Medical Director for assistance on medical oversight issues.


Online medical control for EMS agencies is provided in six of the seven regions in the state through regional medical command centers.  Communications between EMS personnel and designated medical command centers are facilitated through a network of UHF/VHF tower sites strategically located.  However, there remain isolated areas of the state in which radio communications are still inaccessible. 


Trauma and Emergency Medical Information System.  TEMIS is the information system developed and maintained by OEMS to collect necessary trauma and emergency care information for assuring system quality and accountability, as well as to provide data for use in system design and operations. This system includes, but is not limited to, the State Trauma Registry (STR), the State Medical Command Record (SMCR), and the EMS Patient Care Record (EPCR).
West Virginia’s Trauma System

There are forty-two 911 Centers in the state which cover 76% of the state’s geographical area.  Utilizing 1990 Census Data, approximately 87% of the state’s population is covered by basic or enhanced 911 centers.  There are only two basic 911 centers and 40 enhanced 911 centers.


A coordinated trauma system is in place with 11 designated trauma centers throughout West Virginia. There are two Level I Trauma Centers, located in Morgantown and Charleston. A cooperative effort between two hospitals provides a joint-designation Level II Trauma Center in Huntington.  In addition there are two additional Level II Trauma Centers located in Wheeling and Parkersburg.  There are 17 Level III and IV Trauma Centers located throughout the state as a mechanism to stabilize the severely injured prior to transporting to a tertiary care center. 
Cooperative Agreements Between EMS and Critical Access Hospitals


Certification as a Critical Access Hospital (CAH) in West Virginia requires that the hospital enter into a transport agreement with area Emergency Medical Services as the very nature of the CAH dictates the necessity of access to reliable, timely emergency and non-emergency transport.  The CAH will often be the only facility within a reasonable distance of a medical emergency and CAHs are required, legislatively, to provide 24-hour emergency care.   


Due to the limited length of stay at the CAH, non-emergency transport is required when a patient’s condition deteriorates, or it is determined that the patient is in need of a longer length of stay or requires services which are not available at the CAH.

With many local EMS agencies facing financial difficulties, the communities, including the local medical facilities, often must combine efforts to support local EMS agencies.  In West Virginia one Rural Primary Care Hospital voluntarily took ownership of the previously county-owned EMS agency in an effort to assure continuation of the service. This outstanding example of community collaboration has resulted in a stronger hospital and a more stable EMS agency.  
Other CAHs have made efforts to aide local EMS agencies financially, given the dependence of the CAHs and EMS on each other in rural communities.


Given the critical link between the CAHs and the EMS agencies, the West Virginia Flex Program has used a significant portion of its Federal grant funding to support EMS systems development.

Division of Threat Preparedness


The West Virginia Department of Health and Human Resources (WVDHHR) is the state agency charged with overseeing the health response to disasters occurring within the borders of West Virginia.  Response is undertaken collaboratively with many partners—local health departments, hospitals and other health care facilities, physicians and other health care providers, EMS agencies, Emergency Management agencies, WV Poison Center, etc . 

Within WVDHHR, the WV Bureau for Public Health, Division of Threat Preparedness facilitates advance planning and preparation for health disasters.  The Division began in 2002 and is supported primarily through federal funding.  While the division works to support and oversee the effort, much of the work itself is undertaken by hundreds of individuals, organizations, and agencies located throughout the state.

Behavioral Health Centers 


Public and private behavioral health care facilities and programs in West Virginia provide an array of prevention, treatment and rehabilitation services to individuals who have, or are at risk of, developing mental illness, developmental disabilities, or chemical dependency.  The backbone of the public behavioral health system includes 14 comprehensive behavioral health centers, two state-operated psychiatric hospitals, and four centers for people with mental retardation/developmental disabilities.  In addition to these resources, there are three private, free-standing psychiatric hospitals and 11 acute care hospitals with 357 beds.

In 2001, West Virginia had 62 certified intermediate care facilities with 514 beds for people with mental retardation (ICF-MR).   All 62 facilities are located in community settings.  There are additional licensed group living residences for people with behavioral health needs, including residential treatment services for children and youth and for persons with chemical dependency.  The West Virginia Office of Behavioral Health Services also manages the Title XIX MR/DD waiver program for BMS.  It currently serves over 2,200 children and adults with MR/DD in a variety of community settings.   These settings range from natural families to specialized care to small group homes and apartments.  

Long-Term Care


Intermediate and Skilled Nursing Facilities.  The total percentage of West Virginia residents over age 65 has increased from 12% in 1990 to 15.3% in 1995. The percentage of population over age 65 is expected to increase to 15.6% in 2000.  
As the number of seniors continues to increase, the prevalence of chronic diseases will also increase. These factors will certainly increase the need and demand for long-term health care services in West Virginia.

Based on Office of Health Facility Licensure and Certification (OFLAC) information, there are 104 free standing licensed nursing homes in West Virginia.  These nursing homes have a total of 9,971 licensed beds.  There are an additional 1,082 Skilled Nursing Beds licensed among 33 hospitals.  In addition, five state-owned long-term care facilities have a total of 536 licensed beds.  The total number of Medicaid-certified long-term care beds in West Virginia is 10,943.

The Health Care Authority administers the state’s Certificate of Need Program.  There has been a state moratorium on nursing facility beds since 1987, in an effort to contain the growth (and associated costs) of the nursing home industry that was prevalent at that time.  Conversion of acute beds to long-term care beds is subject to the moratorium.  However, the Certificate of Need law sets forth an exemption to the moratorium for the conversion of acute care beds to Medicare-only skilled nursing beds.  


Personal Care.  Personal care homes provide alternative, community-based care for individuals who are dependent upon the services of others by reason of physical or mental impairment who may require limited and intermittent nursing care, including those individuals who qualify for and are receiving services coordinated by a licensed hospice.  Such care and treatment requires a living environment for such persons which, to the extent practicable, will approximate a normal home environment.


Current regulations, as implemented by OFLAC stipulate that all health care facilities providing services to four or more residents must be licensed by the West Virginia Bureau for Public Health.  


There are currently 2,006 personal care beds in 51 personal care homes in West Virginia, which are licensed by OFLAC.  In addition, there are 1,022 licensed personal care beds in 80 Residential Board and Care Facilities.  There are 128 licensed beds in three residential care communities, which provide personal care assistance in an apartment type setting.



Alternative Care Services/New Technologies.  In response to the demand for services for the growing elderly population and other disabled persons rural communities have increased the availability of alternative health care services which may be offered in the patient’s home or in an outpatient setting.  These alternative delivery sites allow extended periods of independence and avoid the need to resort to a nursing home setting for care.  Home health care services, mobile diagnostic and treatment services and various local outpatient treatment and therapy clinics are valuable to rural residents because of the difficulty and expense of arranging transportation to a more distant site.  Assisted living facilities, adult day care services, independent living services and retirement centers are services that are being developed by many small, rural hospitals in the state. 


Future advances in and increased availability of technology will continue to make services such as telemedicine for diagnostic, consultative and educational purposes accessible to rural providers.

West Virginia’s System of Support for Rural Health Providers

Rural Health Workforce Support Systems


Physician shortages in rural areas have troubled West Virginia for decades.  The Division of Recruitment (DOR) within the Office of Community Health Systems, the University System, the Center for Rural Health Development and other state provider organizations work collaboratively to assist community efforts to alleviate health care provider shortages.  Flex Program staff serves on the DOR committee which reviews applications for the Recruitment and Retention Community Project as well as J-1 Visa Waiver Programs.  This collaborative effort between Divisions has been a valuable and led to the merger of the two Divisions in fall 2005 which will improve efforts to ensure that staffing issues are addressed for current and future Critical Access Hospitals. 


Recruitment and Retention Committee.  The West Virginia Recruitment and Retention Committee was established in 1998 in West Virginia code for the purposes of better targeting recruitment resources to students and medical residents in the state and increasing the retention of graduates of state medical schools and residencies in rural West Virginia.  In addition, the Recruitment and Retention Committee fills gaps in federally-funded programs with state resources through the administration of the Health Sciences Scholarship Program and Medical Student Loan Program.

· Health Sciences Scholarship Program.  Authorized by the West Virginia legislature in 1995, this program provides a scholarship incentive for students to complete their training in primary care and practice in an underserved rural area of the state.  Scholarships of $20,000 are awarded to fourth-year medical students at state schools.  Students in the final year of a state educational program for primary care nurse practitioners, physician assistants or nurse midwives are eligible for $10,000.   Participants are required to practice primary care for a minimum of two years in an underserved area of the state.

· Medical Student Loan Program.  Administered by the University System, this program provides loans to medical students who meet designated academic standards and are enrolled or accepted for enrollment at West Virginia University School of Medicine, Marshall University School of Medicine, or West Virginia School of Osteopathic Medicine. 
Medical students can receive loans of up to $5,000 per year.  Upon beginning practice, the loan is then forgiven at a rate of $5,000 per year in return for full-time clinical practice in an approved underserved area, or in a medical specialty designated as a critical-shortage field in West Virginia.  
 
Grow-Your-Own Strategies.  Providers who are originally from West Virginia are more likely to remain in the state to practice, as opposed to providers from outside the state.  Thus, programs such as Roane County’s “Grow Your Own Career” program provide information to secondary school student regarding health career opportunities and the education needed to pursue a health career.  

In addition, the West Virginia Health Sciences and Technology Academy (HSTA) is a ninth- and twelfth-grade math and science program designed to encourage minority and underrepresented students pursue careers in science and technology, including health-related careers. 

State Loan Repayment Program.  In 1989, the State Loan Repayment Program (SLRP) began assisting primary care providers with loan repayment in exchange for a minimum of a two-year obligation.  Federal grant funds are matched with state funds.  Primary care providers who are eligible include: Family Practitioners, Internists, Psychiatrists, Dentists, Pediatricians, Obstetric/Gynecological Physicians, Nurse Practitioners, Nurse Midwives and Physician Assistants.  Providers are eligible to receive an initial $40,000 for a two year service obligation.  Contracts may be amended for up to two additional years at a rate of $25,000 per year.  


Recruitment & Retention Community Project.  The Recruitment & Retention Community Project (RRCP) is a statewide initiative to complement and enhance the existing scholarship and loan repayment programs available for the recruitment and retention of primary care providers in West Virginia’s rural communities.  The RRCP provides matching funds to a community organization for recruitment and retention of primary care providers for purposes of residency loan/loan forgiveness; loan repayment; or locum tenens services.  A qualifying community must be located in a Health Professional Shortage Area, Medically Underserved Area or a Medically Underserved Community as defined by the Bureau for Public Health, Office of Community Health Systems and provide a full continuum of care.  

Eligible providers include Family Practice, General Internal Medicine, Pediatrics and Obstetric/Gynecological physicians; Dentists; Nurse Practitioners; Nurse Midwives and Physician Assistants.  In addition, eligibility for the RRCP was recently expanded to include Board Certified Emergency Room Physicians providing care in hospital emergency rooms that have been certified as a Rural Health Clinic or in Critical Access Hospital.  Preference is given to those communities that sponsor a student from one of West Virginia’s medical schools or training programs.  Grants are available for up to $10,000 per year and the community sponsor must provide 50% matching dollars. The service obligation of the provider is one year for every year of sponsorship with a maximum of four years. 


The National Health Service Corps.  The National Health Service Corps (NHSC) is a federal program that offers loan repayment and scholarship incentives in exchange for a service obligation to a facility that meets Federal guidelines and is located in a Health Professional Shortage Area.  Historically, the NHSC has been used extensively in West Virginia to fulfill workforce needs in rural West Virginia sites. 


J-1 Visa Waiver Program.  The J-1 Visa Waiver Program has operated in West Virginia since 1987. This program recruits and obligates international medical graduates for four years to underserved areas throughout the state.  

Rural Health Educational Partnerships.  The University System Board of Trustees, as a matter of policy, requires health science students enrolled in system-supported schools to complete three months of rural rotations before receiving their degree.   Rotations are offered to students in dentistry, medicine, nursing, pharmacy, physician assisting, dental hygiene, medical technology, physical therapy, psychology, and social work. 

The West Virginia Rural Health Education Partnerships (WVRHEP) Program is organized into eight rural health training consortia in remote areas of the state that utilize an interdisciplinary training model.  Each of the consortia operates with a lead agency and partnerships with health care, education, and social service facilities located region of contiguous counties.  Each consortium has a site coordinator and a learning resource center linked electronically to the state’s three health science centers. 

Recruitable Community Program.  The Recruitable Community Program (RCP) focuses on increasing a rural community’s recruiting potential.  Cornerstones of the program include visits to participant communities initially by a “first impression” team that assesses the appearance of the community and provides recommendations for enhancing its image to recruits; subsequent visit by a “community design” team that makes assessments and recommendations for general community development and for enhancement of community recruiting potential; recruitment workshops with a rural focus; and continued technical assistance to the community recruitment boards of the participant communities.

West Virgina Rural Health Leadership Fellowship.  The West Virginia Rural Health Leadership Fellowship is a new program sponsored by the Center for Rural Health Development in collaboration with West Virginia Area Health Education Centers.  The purpose of the Fellowship is to decrease geographical isolation and the lack of collegiality often felt by rural practitioners, residents and newly placed physicians, by linking Fellows to a mentor from one of the three participating medical schools.  These campus linkages not only provide a vehicle for continued professional growth for physicians, but also have the potential to make significant improvements to health care in rural underserved areas by providing the physician with skills needed to provide necessary health care services in the rural community.  
Rural Health Infrastructure Support Systems


West Virginia has several programs, operated both in public and private sectors, that support financial sustainability of the rural health care infrastructure.  The following programs describe work to strengthen the health care infrastructure in rural West Virginia:.


Rural Health Systems Program.  The Rural Health Systems Program (RHSP) was established in March 1996 to avoid the potential crisis or collapse of essential rural health services by encouraging the restructuring of rural health care systems through early intervention.  The RHSP came about as a result of crises and closures of rural health care facilities, primarily rural hospitals.  The RHSP is jointly administered by the Health Care Authority and the Office of Community Health Systems.  


RHSP encourages the reduction of excess capacity and duplication of services while continuing to assure access to essential local health services.  Collaboration between rural health care providers with regional linkages to secondary and tertiary services is encouraged to ensure access by citizens to a full continuum of health services.  


The RHSP issues grants to financially vulnerable health care facilities located in underserved areas.  Two types of grants are offered to participating providers:

· Collaborative Grants.  Eligible applicants for Collaborative Grants must provide evidence of collaboration between the lead agency (applicant) and other health care providers, including support/ancillary service providers and community support service providers within the service area.  The lead agency must be located in a Medically Underserved Area, and must be a non-profit organization or public entity with the ability to enter into grants.  A one-to-one match is required.  

· Crisis Grants.  Eligible applicants for Crisis Grants must demonstrate that essential health care services are threatened within the service area.  In addition, applicants must provide evidence of impending closure or severe financial difficulty which impact delivery of essential health care services to the community.  Supporting documentation in the form of audited financial reports, cash flow projections, etc. are required to demonstrate this situation.  

West Virginia Coordinated Placement Program.  The Coordinated Placement Program was funded by Claude Worthington Benedum and Robert Wood Johnson Foundations through the WV Rural Health Access Program to create or improve capacity at the state’s medical schools by allowing placement counselors time to work more closely with students and residents.  It also established a web page (wvhealthjobs.net) to allow placement professionals, practice sites and recruits easy access to current information about practice availability in West Virginia.


West Virgnia Rural Health Infrastructure Loan Fund.  The West Virginia Rural Health Infrastructure Loan Fund (Loan Fund) is operated by the Center For Rural Health Development, Inc. (Center), a private not-for-profit corporation whose primary mission is to improve health care services in rural areas of West Virginia.


The Loan Fund was created to provide an affordable source of capital financing for rural health care providers.  The Loan Fund has demonstrated its effectiveness to serve as an effective instrument to positively alter access to health care services, sustainability of service and quality of care in West Virginia’s rural communities.  The Loan Fund has demonstrated its ability to stimulate the private capital markets to invest in developing an essential part of a community’s economic infrastructure – health care.  The revolving nature of the Loan Fund should allow the capital to be utilized for like purposes for generations to come.


In addition to providing access to an available and affordable source of capital, the Loan Fund has evolved into a technical assistance vehicle for rural health care providers.  In many cases, the development of rural health care infrastructure is every bit as complex as the large more sophisticated health care provider’s projects.  Although the sophistication of the needs is the same or similar, the small rural providers do not have the luxury of sophisticated in-house staff or cannot afford to hire professional services with the technical knowledge to further their project’s development. The technical assistance provided by Loan Fund personnel for project development fills this gap in the expertise of rural health providers by providing the technical expertise needed to assist them with a variety of needs.

WV Electronic Health Initiative.  The WV Electronic Health Initiative (WVeHI) is a newly formed organization that consists of a diverse partnership of leaders from all health care sectors working to advance the adoption and implementation of health care information technology to achieve measurable improvements in patient safety, quality and efficiency.  WVeHI is still in its early formative stages and is currently sponsored primarily by the West Virginia Medical Institute.
West Virginia’s Rural Hospitals and Flex Program

Rural Hospitals in West Virginia


Of the 64 acute care hospitals operating in West Virginia, 49 are non-metropolitan acute care hospitals.  Eighteen hospitals are currently designated as Critical Access Hospitals (CAHs).  In addition, the Division of Rural Health and Recruitment anticipates that three additional hospitals will consider CAH certification in the next two to three years.  Nineteen of West Virginia’s 55 counties do not have a hospital facility.


West Virginia’s small hospitals are key providers of health care in rural areas.  They provide inpatient services vital to the health and well-being of the isolated communities that they serve.  In crisis situations, access to these hospitals can mean the difference between life and death as in the case of a death in a rural resident that occurred the day after the closure of a small, rural hospital in West Virginia.


According to the 2004 Annual Report published by the West Virginia Health Care Authority, the 11 CAHs that existed in 2003 experienced mixed results in financial performance.  Two additional hospitals converted to CAH during the year, bringing the total to 13.  Including the two newly converted CAHs, these hospitals reported an overall loss of $1.5 million or 1.2% of NPR in FY 2003.  CAHs reported gains of 3.0% in FY 2002 as compared to losses of 0.6% in FY 2001.  Ten of the 13 CAHs reported expenses increasing faster than net revenue.


Operating expenses increased for CAHs similarly to acute care facilities due to higher employee compensation, drug and supply costs and utilization.  The facilities are experiencing the same pressures as general acute care facilities to address a manpower shortage while maintaining cost controls.  
Rural Health Networks


There are currently three formal rural health networks in West Virginia that involve rural hospitals.  Two of the networks are described as vertical networks that involve a variety of health care provider types.  The other is recently formed horizontal network of CAHs.


The CAH Network is a newly formed network consisting of all CAHs in West Virginia operating under the auspices of the West Virginia Hospital Association.  The purpose of the CAH Network is to create a forum in which the CAHs can work collectively to develop and implement effective strategies to structure systems of care that efficiently and effectively care for patients and to begin performance improvement initiatives to improve financial, operational and clinical functions in the CAHs. 


Partners in Health Network (PIHN) is a non-profit rural health network based in south central West Virginia.  Currently PIHN membership consists of 19 members encompassing 11 counties and includes hospitals, primary care clinics and a health department.   PIHN’s mission is to operate an integrated delivery network that assures the equitable and appropriate delivery of a seamless continuum of health care in its service area.  PIHN works to increase efficiency in delivery of health care services primarily through the provision of technical assistance and organizational development services.


The Mid-Ohio Valley Rural Health Alliance.   The Mid-Ohio Valley Rural Health Alliance (MOVRHA) has been in existence for seven years.  Its purpose is to ensure access to quality health care in the rural areas of the Mid-Ohio Valley through the development of a coordinated system of care. It currently has 12 members consisting of a broad variety of health care providers, including hospitals, local health departments, primary care centers and others.  The MOVRHA service area encompasses nine rural counties and one primarily urban county in north central West Virginia.    The members of the MOVRHA are committed to improvement in community health status through joint planning and the development of an integrated delivery system to provide the highest quality health care services possible at the most appropriate location for patients needs.

West Virginia Rural Hospital Flexibility Program


The West Virginia Rural Hospital Flexibility (Flex) Program, often referred to as the Critical Access Hospital Program, is a statewide program that encourages regionalized systems of care and enhances the availability of primary health care services through the designation of Critical Access Hospitals. The goal of the Flex Program is to maintain essential health care services in rural communities.  The Flex Program works to achieve this goal by:

· Allowing small hospitals the flexibility to reconfigure their operations, particularly for acute inpatient care as Critical Access Hospitals (CAHs);

· Offering cost-based reimbursement for Medicare acute inpatient, swing bed services and outpatient services. The West Virginia Bureau for Medical Services supports the program by also offering cost-based reimbursement for Medicaid patients;

· Encouraging the development of rural health networks; and

· Offering grants to hospitals to strengthen the rural health care infrastructure. 


WV Flex Program History.  In February 1998, West Virginia became the first state in the nation to receive approval from the Centers for Medicare and Medicaid Services to implement the Medicare Rural Hospital Flexibility Program. The program is administered in West Virginia by the Division of Rural Health in the Office of Community Health Systems, Bureau for Public Health, in collaboration with the West Virginia Hospital Association.


The Medicare Rural Hospital Flexibility Program (MRHFP) was created by the Balanced Budget Act of 1997, which was signed into law in August 1997. The MRHFP replaced the Essential Access Community Hospital (EACH) Program, which was established in 1989, and authorized in only seven states: West Virginia, New York, North Carolina, South Dakota, Kansas, Colorado and California. The EACH Program was designed to increase rural health care access. The program essentially paired small rural hospitals with larger hospital facilities and focused on sharing of resources and elimination of service duplications. 
This affiliation provided benefits to both hospitals. West Virginia designated six hospitals as Rural Primary Care Hospitals (RPCH) under this Program.


CAH Designation Criteria.  To be designated by the state as a Critical Access Hospital (CAH) in West Virginia, and subsequently certified by the Centers for Medicare and Medicaid Services (CMS); a hospital must be located more than a 35 mile drive from another health care facility (15 miles in the case of mountainous terrain) and provide a maximum of 25 acute care or swing beds for inpatient care for a period not to exceed an annual average of 96 hours.  

An exception to the 25-bed limit is made for swing bed facilities which are allowed up to 25 inpatient beds that can be used interchangeably for acute or SNF-level care, provided that not more than 15 acute care beds are used at any one time.


A CAH must have emergency services available on a 24 hour basis, but need not otherwise staff the facility except when an inpatient is present. Such inpatient services may be provided by a physician assistant, nurse practitioner, or clinical nurse specialist subject to the oversight of a physician who does not have to be present in the facility. Staffing decisions, made by the individual hospitals, take into consideration preferences and support of the community.


A CAH must have an agreement with at least one EMS agency for Emergency and Non-Emergency transport.  The CAH must have an agreement with at least one hospital for patient referral and transfer and use of communication systems. Additionally, the CAH must have an agreement with a network member hospital or other organization for credentialing and quality assurance. In West Virginia these agreements are typically made with the Affiliate Hospital.

The Definition of a CAH (Attachment 3) can be found in the attachments section.


CAH Application Process.  In West Virginia, any hospital considering conversion to Critical Access Hospital status must submit an application to the Office of Facility Licensure and Certification (OFLAC), West Virginia Department of Health and Human Resources. The Application must be initiated by the hospital and signed by the Hospital CEO and Board President. The application must include a completed Community Needs Assessment (CNA) and Financial Feasibility Study (FFS). 


The CNA is a comprehensive study of the existing health care system. It identifies the services available to the community, service duplications and services needed by the community.  The CNA process helps define those services the CAH might offer which are most likely to be utilized by the community.  The FFS provides information regarding the financial impact on the hospital should conversion occur.


When all eligibility criteria are met, the State may designate the hospital as a CAH.  The newly designated facility must then be surveyed by the West Virginia Office of Health Facility Licensure and Certification (OFLAC).  When a satisfactory survey is completed, OFLAC will recommend to the Centers for Medicare and Medicaid Services (CMS) that the facility be certified as a Critical Access Hospital.

The WV Flex Grant application process forms (Attachment 4& 5) can be found in the attachments section.

CAH Networks.  Network participation has proven to be vital to Critical Access Hospitals. Agreements developed with larger hospitals (Affiliate Hospitals) often afford access to management expertise, purchasing power, and training opportunities that may have otherwise been unavailable to the CAH.  The network affiliations have also provided the CAH with access to credentialing and quality assurance services available through the larger Affiliate Hospital.


CAH Grant Program.  Flex grants are made available in West Virginia through the Division of Rural Health.  These grants have allowed the WV Flex Program to award grant funds to certified CAHs and to hospitals interested in studying the feasibility of conversion to CAH.

Rural Health Advisory Council.  A Rural Health Advisory Council will be formed to work collaboratively with the Flex Program and the State Office of Rural Health, to address issues and find solutions to problems identified by rural healthcare providers.  The Council will serve as a resource for the implementation and growth of the State Office of Rural Health and the Flex Program.  


Issues to be addressed by the Rural Health Advisory Council will include regulatory issues, program policy guidance and reimbursement, and other such issues as:

· Educational/informational processes to promote the State Office of Rural Health, Flex Program and Rural Health and Recruitment programs offered by the office;
· Continued updates to the WV Rural Health Plan as needed;
· Proposed changes in state and federal legislation affecting Rural Health;
· Development of programmatic and inter-agency policies; and
· Identification of state and local issues to be addressed by the WV Bureau for Public Health.

West Virginia Flex Program Evaluation Measures


In accordance with federal and state policies, the WV Flex Programs have implemented and set standard of evaluation measure.  These measures are used to evaluate the grant program and provide input from CAHs and Rural Health Organizations involved.  The use of these measures provides valuable feedback on ways to improve the program and provide input into the services provided to the CAHs and their communities.
The WV Flex program implements these evaluation measures by:

· WV Flex Grant Program Progress Reports required 15 days after the end of the grant period (August 31).

· Site visits to all Flex Grantees each spring/summer (April – June).

· Site surveys to provide input from Flex grantees and Rural Health Organizations.

· Attending various meetings and trainings provided to Flex and Small Rural Hospitals.

· Providing technical assistance to all Rural Health Organizations, CAHs and Small Rural Hospitals.

The WV Flex Progress Report, Site visit and Site Survey forms (Attachment 6-8) can be found in the attachments section.
West Virginia Policy Impacting CAHs

West Virginia’s policy makers and third party payors have had a strong history of developing policy supportive of the state’s CAHs. Beginning with the introduction of the EACH/RPCH model, West Virginia policy makers developed an interest in conducting a long-term assessment of the effectiveness and gaps in the state’s local health care delivery system.  From the onset, the State has viewed the Flex Program as a foundation for network building and implementation of effective health care delivery models beneficial to our rural communities.
Flex Program staff have worked extensively with state payors and other state agencies over the years, advocating for reimbursement policies matching those of Medicare and more regulatory flexibility.  As a result of this collaboration, West Virginia has Medicaid cost-based reimbursement for CAHs.  
In addition, the Public Employees Insurance Agency (the agency that offers state and other public employees health insurance choices) provides reimbursement under the same method of payment.

Flex Program staff has also work closely with the Office of Health Facility Licensure and Certification (OFLAC) and the WV Health Care Authority (WVHCA), the State’s Certificate of Need and hospital rate review agency, to maintain support for needed flexibility in administering the program.  Issues considered in discussions have included:

· Payment and regulatory policies to support access to basic emergency and acute care services in rural areas ;
· Adequacy of payments for essential safety net services;
· Regulatory relief under rate-setting;
· Effectiveness of current rural programs in stabilizing and restructuring the rural health care delivery system; and
· Rural healthcare workforce needs.
As a result of this collaboration, the following policies have been implemented over the years that provide a policy environment conducive to the CAH initiative in West Virginia:

· WVHCA exemption of CAHs from rate setting, Certificate of Need and the annual WVHCA assessment;

· CAH eligibility for 10% Disproportionate Share reimbursement;

· Coordination of surveys for CAHs;

· Special consideration by Medicaid in response to CAH cash flow concerns;

· Continual reimbursement by Medicaid; and

· Development of Medicaid process to develop an encounter rate payment methodology for CAH Outpatient Services.

The Flex Program staff will continue dialogues at both the Federal and State levels in order to obtain maximum flexibility in administering this program.

West Virginia’s Plan to Improve Access to Health Care Services in Rural Communities
Introduction


The West Virginia Rural Health Plan contained in this document provides an outline of West Virginia’s strategy to improve access to health care services among West Virginia’s rural population.  The overarching goal of the WV Rural Health Plan is to improve the health status of the State’s rural population.  It is recognized that improved access to health care services is only one component of the State’s overall strategy of improving health status that is being implemented through the WV Healthy People 2010 Initiative.  Thus, the Rural Health Plan described in this document is limited in its focus to strategies to improve access to health care services, including strategies to stabilize rural critical access hospitals.


The rural health care delivery system in West Virginia consists of a patchwork of hospitals, primary care clinics, emergency medical service providers, local health departments, long-term care, behavioral health and other health care providers.  Despite efforts to promote integration of these components through many substantial state, federal, and private foundation grant initiatives, there has been little success in eliminating duplication or improving coordination of service delivery.  A significant barrier to integration is that many services are reimbursed through state and federal categorical programs, which instead encourage duplication and competition for patient volume because of underlying reimbursement methodologies. 


The following Rural Health Plan will be implemented under the direction of the WV Office of Community Health Systems in collaboration with (1) other governmental agencies such as the WV Health Care Authority, other offices within the WV Bureau for Public Health and other agencies within the Department of Health and Human Resources; and (2) private partners, including the WV Hospital Association, WV Primary Care Association, Center for Rural Health Development and other health professional associations.

WV Flex Program Objectives and Strategies:

This component of the WV Rural Health Plan describes the objectives and strategies directly related to improvements in the WV Flex Program and thus are the responsibility of the Flex Program staff that will be implemented in collaboration with the CAH Advisory Council:
Objective 1:
Provide support and technical assistance to rural hospitals desiring to obtain designation as a Critical Access Hospital.

Strategies:


· Make available public information and provide education to rural hospitals and the public regarding the Flex Program and Critical Access Hospitals.

· Develop capacity to complete financial feasibility studies for hospitals contemplating Critical Access Hospital status.

· For hospitals that have confirmed feasibility of becoming designated as a CAH, develop capacity to provide developmental assistance to obtain designation, including meeting all Federal and State regulations.

· Assist in designation of CAHs.

Objective 2:  
Provide on-going support to designated CAHs to improve operations, address financial issues and improve quality.


Strategies:


· Support the development of the newly formed CAH Network operated under the auspices of the WV Hospital Association.

· Create a directory of qualified consultants available to assist CAHs with various operational and other technical assistance needs.

Objective 3:
Work collaboratively with policy makers and third party payors to create a policy environment in West Virginia conducive to entry and sustainability of rural hospitals into the CAH program.


Strategies:

· Review relevant state licensure codes for consistency with Rural Hospital Flexibility Program.

· Work with state Boards of Medicine, Nursing, Osteopathic Medicine and other related board to enhance their understanding of the provisions of the Flex Program and reduce regulatory barriers regarding non-physician providers.

· Coordinate with other WVDHHR bureaus and other state agencies to support CAH business plans and coordinate with applicable licensure regulations to assist CAHs in developing programs within applicable regulations.

· Conduct joint meetings with CMS and fiscal intermediaries to reduce barriers to reimbursement for CAHs.

Objective 4:
Encourage integration of Emergency Medical Services (EMS) into rural CAH-based health delivery networks.


Strategies:

· Work collaboratively with the Office of Emergency Medical Services and Trauma Division to reduce policy barriers to the integration of EMS and Trauma services into rural health networks.

Objective 5:
Continued development of an evaluation methodology to assess the impact of the Flex Program over time.


Strategies:

· Develop outcome measures which will document the success of the Flex (CAH) Program to include such measures as cost savings, community impact, impact on local emergency services, shifts in referral patterns, physician and community satisfaction and other factors.

· On a bi-annual basis, assess CAH’s planned performance, as outlined in the Community Needs Assessment and Health Services Delivery Plan (and eventually in comparison to the outcome measures developed through the strategy described above), with actual performance.

Improving the Rural Health Care Delivery System Objective and Strategies:

This component of the WV Rural Health Plan describes the objectives and strategies that are broadly related to improving rural health infrastructure in West Virginia and thus are the responsibility of the Office of Community Health Systems and other state agency staff:
Objective 1:
Support development of regional approaches to health care services delivery.


Strategies:

· Encourage the participation of local health care providers in regional and/or community based health improvement initiatives that focus on addressing local health needs.

Objective 2:  
Enhance the human resource capacity of rural communities, including the education, training and deployment of health care professionals.


Strategies:

· Provide support to the various loan and scholarship repayment programs.

· Encourage communities to develop and implement “Grow Your Own Strategies” to encourage secondary schools students from rural communities to enter into health professions.

· Support the WV Area Health Education Centers (WVAHEC) program to enhance access to quality health care, particularly primary and preventive care, by improving the supply and distribution of health care professionals through community/academic educational partnerships. 
Objective 3:
Support the improvement of programs and services that improve the financial viability of the rural health care infrastructure in West Virginia.

Strategies:

· Provide support to the Rural Health Systems Program to ensure availability of essential rural health services.  

· Provide technical support for the expansion of an affordable source of capital financing for rural health care providers.

· Support the availability of services to health care providers to improve the “business” through improvements in operations and/or financial viability.

Objective 4:
Develop recommendations and plans to assist rural communities and providers in acquiring the knowledge and tools needed to improve quality that are aligned with the strategies developed by the Institute of Medicine Committee on the Future of Rural Health Care.


Strategies:

· Develop recommendations for an integrated, prioritized approach to addressing both personal and population health needs at the community level.

· Establish a quality improvement support structure to assist rural health providers improve quality.

· Enhance the preparedness of rural residents to engage actively in improving their health and health care.

· Work collaboratively with the WVeHI to build a HIT infrastructure to support quality improvement.

Attachments:
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West Virginia Flex Grant Guidance and Application

Attachment VI:

West Virginia Flex Grant Progress Report Form
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West Virginia Flex Program Site Visit Survey Form
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Attachment III

West Virginia Critical Access Hospital Definition

	Eligible Facilities
	Current Licensed Hospital

	Service Limit (LOS)
	Annual average of 96 hours

	Service Limit (Size)
	25 Beds (Swing or Acute)

May have Distinct Part Units (DPU) such as Long Term Care

	Location Criteria
	Rural and

35 miles drive to hospital or CAH (or 15 miles in mountains or areas with secondary roads)

	WV Medicare Payment
	Cost Based Reimbursement 

(Excludes Distinct Part Units)
101% Reimbursement rate


	WV Medicaid Payment
	Similar to Medicare

	Rural Health Network
	Network = At least 1 CAH and 1affiliate hospital

Agreements maintained with network hospital may include:

Referral and Transfer

Communications

Agreement with network hospital, PRO or equivalent for:

Credentialing

Quality assurance

Transportation Services

	(Flexible( Aspects of Program 

	Services May Include
	Inpatient Care

Outpatient

Emergency Care

Laboratory 

Radiology

Distinct Part Units

Some Ancillary and support services may be provided part-time, and/or off site

Other services as identified by Community Needs Assessment

	Emergency Services
	Available 24 hours

Staff has emergency services training or experience

Staff may be on-call and available within 30 minutes

	Medical Staff
	At least 1 physician (need not be on-site)

May include midlevel practitioner

	Nursing Staff
	RN, CNS, LPN on duty when there is an inpatient in the facility

	Hours of Operation
	24 hours (if inpatient(s) present)

If not occupied, emergency services made available


Attachment IV

West Virginia Flex Grant Pre-Application
RURAL HOSPITAL FLEXIBILITY GRANT PROGRAM (Flex) 
Critical Access Hospital Grant Pre-Application for FY 200_

Due to Division of Rural Health and Recruitment by________________
Email to:
Shawn Balleydier, Assistant Director 

shawn.s.balleydier@wv.gov  

Grantee Information   (Check) CAH - Yes  FORMCHECKBOX 
 or No  FORMCHECKBOX 
  
Hospital Name:  ______________________________________________________________   

Address: ____________________________ City: ___________________ State: __________ 

Zip: __________________   County: _____________________________________________
Phone: _________________________________   Fax: _______________________________    

Contact Person ______________________________________ Title ____________________

This Pre-application form is not the actual grant application; however, it is mandatory for all CAHs to complete this form if they wish to be considered for a grant award.  The grant application, guidance and budget worksheet will be sent to all CAHs that have completed this Pre-application form.    Only the CAHs who return the Pre-application will be qualified to make application for funding for the                 Fiscal year.   

The total funds available for CAH funding for this fiscal year is $______________.  This amount will be divided equally between all CAHs approved for grant funding.

To assure the streamlining of the grant process, this Pre-application form must be received by this office by the close of business day on:                    .  

If you are interested in making application for grant funding, please complete the above requested information and check the appropriate box below.

If you have any questions please contact this office for assistance immediately.

Please check one of the following:
     FORMCHECKBOX 
 My hospital will be requesting Flex funding for the _________ Fiscal Year.

  FORMCHECKBOX 
 My hospital will not be requesting Flex funding for the _________ Fiscal Year.
  FORMCHECKBOX 
 My hospital will not be requesting Flex funding for the ___________ Fiscal Year.  However, we would still like be considered for funding in the future.
Attachment V

West Virginia Flex Grant Guidance and Application
[image: image6.png]WEST VIRGINIA
HEALTH PROFESSIONAL

DEFINITION SHORTAGE AREAS (HPSAs)
A ederlydesigated county sub-county, PRIMARY CARE
o multi-<ountyarea which has. primary
care population-to-physcan atio o 35001 March 2007

(30001 with  high need inclicator) or worse

B Designated
" LowlIncome Designation
B Pending Designation/Redesignation

Pending De-Designation





WHO IS ELIGIBLE TO APPLY FOR A FLEX GRANT?

1. Hospitals that have been certified as Critical Access Hospitals by the Centers for Medicaid and Medicare Services (CMS).

2. Hospitals wishing to study the feasibility of conversion to CAH, development of a rural health network,  and which meet basic criteria for CAH such as:

· Hospitals located in a rural area, at least 35 miles from the nearest hospital, or 15 miles in mountainous terrain.
· Hospitals willing to consider reduction of licensed acute/swing beds to 25.  

· Hospitals willing to consider revision of procedures to limit length of stay to an average of 96 hours annually.

WHAT TYPE OF PROJECTS ARE ELIGIBLE FOR FUNDING?
The West Virginia Flex Program, Division of Rural Health and Recruitment, Office of Community Health Systems, has established the following funding criteria for Critical Access Hospital related projects.

1.
Development of Interested/Potential CAHs or facilities not yet certified by the Centers for Medicaid and Medicare Services.

1. a.
Community Needs Assessments (CNA) and Financial Feasibility Studies (FFS) for a facility that may reasonably be considered a potential CAH

· Completion of a CNA

· Completion of FFS

· Update of CNA and/or FFS for a facility that previously conducted such studies no less than three years prior to grant application.

1. b.
Technical Assistance related to certification process including: 

· Legal services

· Technical Assistance related to conversion issues

· Procedural manual changes

· Hospital Board and staff training in CAH procedures & guidelines

1. c.
Equipment necessary to support CAH conversion (limited to 20% of total grant)
2. Support of Certified Critical Access Hospitals (certified by CMS)

2. a.
Quality Assurance Projects including: 

· Partnership/Collaborative projects

· Credentialing projects

· Comparative benchmarking

· Staff training and development

· Patient Safety initiatives

· Health Information Technology (HIT) initiatives  (Equipment Limited to 20% of Total Grant)
2. b.
Integration of Local Emergency Medical Services (EMS) including:

(
Planning and implementation activities
(
Financial Feasibility Studies specific to EMS integration

(
Legal fees

(
Staff training costs associated with EMS integration (procedures and guidelines)

(
Equipment necessary to support EMS integration (Limited to 20% of Total Grant)
2. c.
Other Network and Community Development Initiatives including:

(
Projects that incorporate new partner(s) to Rural Health Networks

(
Projects that expand, enhance, or improve a particular service for the community

(
Financial Feasibility Study related to network and community development initiatives 

(
Equipment related to network development initiatives (Equipment Limited to 20% of Total Grant).  See page 11 for equipment definition.

IN ALL PROPOSED ACTIVITIES, COST SHARING IS ENCOURAGED (MONETARY AND/OR IN-KIND); PRIORITY WILL BE GIVEN TO COLLABORATIVE PROJECTS.
COMMENTS REGARDING SERVICES OF CONSULTANTS:
In an effort to achieve maximum value for grant dollars, applicants are encouraged to seek and take advantage of opportunities to assist contracted consultants in the completion of CNA and FFS.  

Please refer to the FLEX PROGRAM APPLICATION FOR DESIGNATION to identify required tasks which may be completed separately and then incorporated into the final, completed document.  Among the most costly activities related to the CNA process are  travel, lodging and time costs incurred when the consultant must travel to a community to conduct board and staff meetings, community meetings, key informant interviews, etc.  

The total cost for these and similar activities could be considerably reduced by utilizing resources within the hospital or network elsewhere in the community, or, possibly State staff for selected activities. 

Also, please remember that any CNA, FFS, or updates of studies must conclude with recommendations or a strategic plan based on findings.

SUBMISSION OF APPLICATION

The application is limited to 5 PAGES in total including attachments and 12 point font.  If you need more pages you must contact the Assistant Director.  PLEASE FORWARD THE ORIGINAL AND ONE (1) COPY TO KAREN PAULEY. It may be necessary for our staff to copy your grant application; therefore, please do not include color material which may lose its meaning when copied in black and white.

CONTACT INFORMATION
Direct project proposals and requests for information to:

Karen Pauley, Loans and Grants Program Coordinator

Division of Rural Health and Recruitment

Office of Community Health Systems

Bureau for Public Health, WVDHHR

350 Capitol Street, Room 515

Charleston, West Virginia 25301-3716

Phone:  (304) 558-4382

Fax:  (304) 558-1437

E-mail:  karen.k.pauley@wv.gov
AMOUNT OF AWARDS
The amounts of awards are dependent upon receipt of the pre-application funding form.  The pre-applications were sent out on __________ and received on ___________.  The amounts awarded to the participating CAHs will be in accordance to the number of them returning the pre-application forms. 

The Funding for Potential CAHs and Grantee Organizations are set by the amounts received and set by HRSA through the Federal Flex Grant.  The Potential CAHs and Grantee Organizations will be notified separately of the amount they will be requesting in their application.

The possible maximum grant award for CAHs is $                .  THERE WILL BE NO EXTENSIONS OR GRANT FUNDING AVAILABLE AFTER THE DEADLINE DATE.
DURATION OF FUNDING
Awards are made to projects with a completion time of one year within the Flex grant fiscal year (September 1, 200_, to August 31, 200_).  Please list only the use of Flex funding during the project year.  APPLICATIONS WILL NOT BE ACCEPTED WITH COMPLETION DATES AFTER THE ENDING OF THE GRANT YEAR (AUGUST 31, 200_).

GRANT PROGRAM TIME LINE
APPLICATIONS AVAILABLE:  ____________.

DEADLINE FOR APPLICATIONS:  Close of Business on ___________.
AWARD PROCESS
Once award decisions are made, you will be notified by letter or email no later than ______________.  A grant agreement will be sent to the successful applicant for review and signature.  When the grant agreement has been processed, a final copy will be sent to the applicant, along with an invoice from the WVDHHR for the full grant amount.

APPLICATION INFORMATION AND DESCRIPTION
Each section of the following template should be included in your completed application and arranged in the order indicated.  If you feel that a particular section is not applicable to your project, you should nevertheless include that section and explain the inapplicability within the application.

I. REQUIRED FORMS (5 POINTS)

I. Application Form (ATTACHED) 

I. State Budget Worksheet (ATTACHED) (NOT INCLUDED IN PAGE LIMIT)

II. BUDGET WORKSHEET JUSTIFICATION (one page maximum) 

(If needed/required for amount of over $5,000 for one item or one project area) (NOT INCLUDED IN PAGE LIMIT)

II. Justification 
Justification (if needed/required) must be written on a separate sheet of paper from the application and must be similar to the example below:

B.  Justifications by project area:


1.
Equipment and Other Capital Expenditures Justification:  
Capital expenditures for general purpose equipment, buildings and land are unallowable unless approved in advance by the DHHR.  The Grantee shall contact the DHHR for specific instructions regarding the purchase, prior approval, accounting for and administration of any equipment or other capital expenditures.
Note:  An item that does not meet the capitalization level or that is “expensed” by the organization shall be budgeted in either the “Supplies” or “Other” categories as appropriate. 


CAPITAL EXPENDITURES ARE NOT ALLOWABLE BY FEDERAL GUIDELINES FOR THE FLEX PROGRAM.  HOWEVER, EQUIPMENT IS ALLOWABLE AT 20% OF THE GRANT.

2.
Materials and Supplies Justification: If total material and supply costs exceed $5,000 or 5% of the award, whichever is greater, the Grantee must provide a brief narrative explaining/justifying the costs associated with each individual item type (e.g., office supplies, postage, and training materials).  When total costs do not meet or exceed the threshold provided, the Grantee is not required to submit any information beyond the listing of individual items included on the worksheets.

3.
Professional Service Costs Justification:  Document the need for each service budgeted under professional service costs and detail how it relates to the overall success of the program.  The 
Grantee shall maintain all documentation (agreements, billing invoices, etc.) to support professional service costs and provide such information to the DHHR, as requested.

4.
Rental Costs Justification:  Provide a brief explanation of the need for each of the items listed under rental costs.  If multiple items of the same type are required (i.e., multiple buildings, copiers), justify the need for each individual item.

5.
Other Justification: Provide a brief explanation of the need for each of the items listed under the category “other”.  When budgeting for travel the Grantee shall itemize all travel expenses by purpose (e.g., staff training, field interviews, advisory group meeting, etc.) and the basis of computation (e.g., X-people to X-day training at $X airfare, $X lodging, $X per-diem).  If travel details are unknown, the basis for any proposed costs should be explained along with the source of Travel Policies to be applied (Grantee or Federal Travel Regulations).  

6.
Subgrants Justification:  Subgrants are unallowable unless approved in advance by the DHHR.  The Grantee shall contact the DHHR for specific instructions regarding the Subgranting of DHHR awards.

7.
Indirect Costs: can only be claimed if your organization has an “Indirect Cost Proposal” prepared in 
accordance with the applicable Federal cost principles.  Specifically, for payment of indirect costs by the DHHR, the Grantee must comply with one of the following three criteria:


a)  “Indirect Cost Negotiation Agreement” from the cognizant federal agency if the Grantee is a direct recipient of Federal Grants;


b)  An approved “Indirect Cost Negotiation Agreement” from another state or local government agency that has agreed to review and approve the Grantee’s indirect cost proposal; or

c)  A written statement from an independent certified public accounting firm attesting that the proposal complies with the requirements of OMB Circular A-122, OMB Circular A-21 or OMB Circular A-87 and provides the basis of the calculated rate.
EXAMPLE:
Budget Worksheet Justification for CAH County Memorial Hospital

Flex Grant
G000000
Marketing, Software, Training and Travel:



$6,621.00

Marketing, Software, Training and Travel is necessary for effective implementation of CAH County Memorial Hospital’s Flex Sub-Grant. Marketing, Software, Training and Travel will include:

· Purchase two different radio ads at $460.00 each. 2 ads x $460.00 per ad =  $960.00 (Grantor supplied funding for the radio ads for marketing is $960.00)

· Purchase software for interfacing with the equipment.  350 Chemistry System software is $2,730.50 and ECI Analyzer software is $2,730.50. 2 Software modules x $2,730.50 = 2 x $2,730.50 = $5,461.00 (Grantor supplied funding for the software is $5,461.00)

· Mileage for the lab staff for training on the new equipment is estimated hospital staff members with a maximum average of 449.45 miles = 449.45 miles x .445 cents/mi. =   $200.00 for mileage.  (Grantor supplied funding for mileage is $200.00)

· The total budgeted for marketing, testing cost, software and travel provided by the Flex Sub-grant is $10,161.00

III.    APPLICTION INSTRUCTIONS

A.  Grant Description and Use of Funds

For each budget item, a narrative budget justification must be written that briefly describes the necessity for each item of expense included in the budget.

It is recommended that the applicant solicit and submit copies of competitive bids and/or obtain quotes from vendors and professionals for significant budget items.  (e.g., computer equipment or other equipment, printed literature or professional consulting/contracting services). Copies of bides and quotes will not be counted in the page limit.
The following summaries provide a broad definition of the costs included in each category, procedures to break down the costs included within each category and examples of the documentation that is necessary to justify the costs.
1.
Equipment:  Equipment is defined as an article of nonexpendable, tangible personal property having a useful life of more than one year and an acquisition cost which equals or exceeds the lesser of the Grantee’s capitalization level or $5,000.  
THE FEDERAL DEFINITION OF EQUIPMENT IS:  TANGIBLE, NON-EXPENDABLE, PERSONAL PROPERTY HAVING A USEFUL LIFE OF MORE THAN ONE YEAR AND AN ACQUISITION COST OF $5,000 OR MORE PER UNIT.  (HOWEVER, YOU MAY ONLY REQUEST 20% OF THE TOTAL REQUESTED AMOUNT OF THE GRANT FOR EQUIPMENT NEEDS.

2.
Materials and Supplies:  Supplies include any materials costing below the lesser of the Grantee’s capitalization level or $5,000 per unit and those are expendable or consumed during the course of the project.  List material and supply items by individual item type (e.g., office supplies, postage, training materials) and provide an overall budget estimate of the costs.

3.
Professional Service Costs:  Professional service costs include expenditures incurred for obtaining or requiring the services of contractors and/or consultants.  A contract is generally an amount paid to non-employees for services or products, while a consultant is a non-employee who provides advice and expertise in a specific program area.  List all professional service costs to be paid for with DHHR grant funds including a breakdown by contractors/consultants name (if known), hourly or daily fee, estimated time to be spent on the program, and an estimated total cost for each service.  

4.
Rental Costs:  Rental costs are allowable to the extent that the rates are reasonable in light of such factors as: rental costs of comparable property; market conditions in the area; alternatives available; and the type, life expectancy, condition and value of the property leased.  List the rental cost of each separate item to be charged to the grant award during the course of the project.  

5.
Other:  This category includes items that are directly charged, yet not included in one of the above categories.  List “other” items (e.g., telephone, utilities, travel, training or insurance and bonding) by major type and provide a basis for computation.  

6.
Subgrants: As is the case with professional service costs, sometimes certain aspects of a grant may/must be performed by another organization that is more qualified, has the necessary facilities or can more efficiently provide the services.  In situations such as these, negotiation of a Subgrant to another organization may be the appropriate course of action.  When a Grantee further Subgrants DHHR funds, it should include a single amount for this in the budget encompassing the total of Direct and Indirect costs.

7.
Indirect Costs:   Indirect costs are those that have been incurred for common or joint objectives and 
cannot be readily identified with a particular final cost objective.  A cost may not be allocated to an award as an indirect cost if any other cost incurred for the same purpose, in like circumstances, has been assigned to an award as a direct cost.

8.
Other Grantee Supplied Funds:  Grantee supplied funds needed to operate program, but not a requirement of this grant.  These funds do not include certified match.  

B.  Work Plan 

Assign time frames to each goal, objective and activity.  Identify the person or persons responsible and the parties who will be involved in each activity.  Time frame must be in weeks or to be completed by the ending of the grant cycle (August 31, 200_). DO NOT PUT SPECIFIC DATES OF WHEN ACTIVITY IS TO BEGIN OR END.   Specific dates in the time frame section will no longer be accepted.
SAMPLE WORK PLAN

	ACTIVITY
	ANTICIPATED OUTCOME
	TIME FRAME


	RESPONSIBLE PERSON

	Purchase software for upgrades to the CPSI system.
	Upgrade CPSI system. 
	To be completed by August 31, 200_
	CFO, Network Manager

	Secure Consultant for software training.
	Complete Software training.
	Six weeks from receipt of grant funding
	CEO, CFO & Network Manager

	Disburse Subgrant funding to collaborative partners.
	Provide Subgrants to collaborative partners to complete project.
	To be completed 14 weeks from receipt of grant funding.
	Administrator and CFO


C.  Flex Subgrantee Budget:  

All reasonable costs of conducting identified activities are eligible.  THE FOLLOWING FEDERAL PROHIBITIONS APPLY:  FUNDS CANNOT BE USED FOR CONSTRUCTION, RENOVATION, MODERNIZATION, ROUTINE HOSPITAL AND EMERGENCY MEDICAL SERVICES OPERATING COSTS, OR INDIVIDUAL CLINICAL SERVICES.  ALL EQUIPMENT PURCHASES ARE LIMITED TO 20% OF GRANT AWARDS.  
Salary and Fringe will NO LONGER be an allowable cost for grant funding.  Any grants that include these will be returned to the grantee and could face the possibility of not being funded for the __________ fiscal year.

1.
State Financial Budget Worksheet Form (ATTACHED AND SENT VIA EMAIL TO ALL GRANTEES)

Complete the electronic financial budget worksheet form and return electronically to karen.k.pauley@wv.gov and signed by mail to: 







Division of Rural Health and Recruitment







c/o Karen Pauley, Loans and Grants Program Coordinator






350 Capitol Street - Room 515







Charleston, West Virginia 25301

This will be sent along with the application for processing.  You must print out the budget worksheet form in its entirety.  Once completed, sign and return it with your application to be complete and available for processing.  (NOT COUNTED IN PAGE LIMITATION)
2. 
Flex Subgrantee Budget 

The Flex Subgrantee budget section of the application identifies the categories to be used for calculating resources needed for the project expenditures. 
Please identify all sources of funding (cash or in-kind) in addition to State funding requested under this grant for each budget category.  In the Flex Funding Requested column list only the amount of funds requested from the Flex program, not the total amount it would take to complete the project.  
(REQUEST SHOULD BE LIMITED TO $                  FROM THE GRANTOR (Flex) FOR BUDGET YEAR          .)
D.  Application Verification

The application must be submitted electronically.  Do not mail the application back.  You must submit the application, budget worksheet and justification (if justification is needed) via email to Karen Pauley, Loans and Grants Program Coordinator karen.k.pauley@wv.gov .  The original application verification page and the budget worksheet must be signed and mailed to Karen Pauley at:







Division of Rural Health and Recruitment







c/o Karen Pauley, Loans and Grants Program Coordinator







350 Capitol Street - Room 515







Charleston, West Virginia 25301
VI. 
OUTCOMES MONITORING PLAN 

(Due to Karen Pauley, Loans and Grants Program Coordinator by February 15, 200_)

The plan must consist of the following components:  







1) Narrative addressing questions listed below. 








2) Outcomes monitoring tools to be utilized. 








3) Plan for follow-up resulting from outcome monitoring.


In order to evaluate programming, CAHs must respond to the following questions when submitting their 
Outcomes Monitoring Plan portion for Flex funding to the Division of Rural Health and Recruitment:


1)  
Describe how you will evaluate and measure each goal, objective and action step listed in your Workplan?


2)  
How will your project affect the problem or needs you identify in your Workplan?


3)  
What will the short-range outcomes of your project be?  For example, what immediate changes will the services you offer bring about in the lives of the patients your serve?  How will you measure these changes?




4)
What will the long-term outcomes of your project be?  What long-term benefits will the individuals you serve experience as a result of your project?  How will you measure the impact?

5)
How will you know if your project is successful?  What are your plans for patient follow-up to determine the benefits to the individuals you serve?


6)
Describe what you will do with the results of your evaluation.  For previously funded grantees, describe how your prior evaluations contributed to project/services improvement.

WEST VIRGINIA RURAL HOSPITAL FLEXIBILITY GRANT PROGRAM 
Critical Access Hospital/Grantee Grant Application for FY 200_

Due to State Office of Rural Health by _______________

Grantee Information   (Check) CAH  FORMCHECKBOX 
 or Potential CAH  FORMCHECKBOX 
 or Organization  FORMCHECKBOX 
 
Grantee Name:  ______________________________________________________________   

Address: ____________________________ City: ___________________ State: __________ 

Zip: ____________   County: ____________________
Phone: _______________________   Fax: __________________________    

Admin / CEO: __________________________________   E-mail: _______________________

CFO: __________________________________________
Email: ________________________

Contact Person: __________________________________
Email: ________________________
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Grant Program Activities
Describe your hospital or organization’s current needs and proposed use of funds during the ____________ grant year to meet those needs for each area that is listed below. Please be as descriptive as possible so that the Flex Program can complete the processing of your grant. You will need at least two paragraphs explaining each area that you will be using the funding.
Program Description and Use of Funds.                                                                                                 

Equipment (20% of Grant Funds)

Material and Supplies

Professional Service Cost

Rental Cost

Other

Sub-grants

Indirect Cost (Must be DHHR approved indirect charge)
Other Grantee Supplied Funds (Funds used outside grant funds supplied by the grantee)
WORKPLAN
	ACTIVITY
	ANTICIPATED OUTCOME
	TIME FRAME


	RESPONSIBLE PERSON

	Equipment


	
	
	

	Material and Supplies


	
	
	

	Professional Service Cost


	
	
	

	Rental Cost


	
	
	

	Other


	
	
	

	CAN


	
	
	

	FFS


	
	
	

	Subgrants


	
	
	


FLEX SUBGRANTEE BUDGET 

	Categories
	Flex Funding Requested
	Funding from Other Sources
	Total

	Equipment
	
	
	

	
	
	
	

	
	
	
	

	Material and Supplies
	
	
	

	
	
	
	

	
	
	
	

	Professional Service Cost
	
	
	

	
	
	
	

	Rental Cost
	
	
	

	
	
	
	

	Other
	
	
	

	CNA
	
	
	

	FFS
	
	
	

	
	
	
	

	Subgrants
	
	
	

	Indirect Cost
	
	
	

	Other Grant Supplied Funds
	
	
	

	
	
	
	

	TOTALS
	
	
	


APPLICATION VERIFICATION  (Send this section via mail only)
I certify that the information contained herein is true and accurate to the best of my knowledge and that I submit this application on behalf of the applicant organization.

Admin / CEO: __________________________________   Date: _______________________

CFO: __________________________________________
Date: ________________________

Contact Person: __________________________________
Date: ________________________

Co Applicant (if applicable) ________________________
Date: ________________________

Attachment VI
West Virginia Flex Grant Progress Report Form

Hospital Name

West Virginia Rural Hospital Flexibility Program

Project Name

Grant Number 

WV FIMS Encumbrance Number 

Progress Report

Problem Statement:
Write a brief statement explaining the reason for requesting Flex funds for your project.

Brief Summary of Project:


Write a brief statement explaining the project for which you used Flex funds.

Goals and Objectives:
You can list more than one goal of the grant and objectives met.

GOAL: 

OBJECTIVE:


OBJECTIVE: 

Work Plan

	ACTIVITY
	ANTICIPATED OUTCOME
	TIME FRAME

(Actual or Target)
	RESPONSIBLE PERSON(S)

	
	
	
	 

	
	
	
	


Initial/Beginning Progress:

Write a brief explanation of the initial/beginning progress of the grant and the involved members, include education and staff development if possible.  Discuss any challenges or areas of difficulty that you faces as you began your project, as well the areas of your hospital or outside sources involved in the project:  

Staff name 
 - 


Staff name
 - 


Staff name
 -


Staff name
 - 


Summary of Project Breakdown:
Include here any details about your project you including goals and how they were met.

OBJECTIVE:


OBJECTIVE:


OBJECTIVE:


	ACTIVITY
	ANTICIPATED OUTCOME
	TIME FRAME 

(Actual or Target)
	RESPONSIBLE PERSON(S)

	
	
	
	

	
	
	
	

	
	
	
	


Final Progress and Completion:

Include here how you finished your project including any difficulties you had.  Describe if your project is an ongoing project you may request Flex funding for in the future or if it was a one time project.  If this is a project that will be ongoing, describe how it will be sustainable.
PROJECT BUDGET 

	Categories
	Flex Funds 
	Flex Funds Expended
	Balance
	Brief Explanation

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Totals
	
	
	
	


Hospital Name

Name____________________________________

Chief Executive Officer/Hospital Administrator
Attachment VII
West Virginia Flex Progress Site Visit Form

DRHR/Flex/SHIP

 SEQ CHAPTER \h \r 1Division of Rural Health and Recruitment

Rural Hospital Flexibility Program

Small Rural Hospital Improvement Program

Pre-Site Visit Questionnaire

 SEQ CHAPTER \h \r 1Date_________________Administrator____________________________________________

Hospital Site___________________________________________________________________

Affiliate Hospital_______________________________________________________________

Geographic Area Served________________________________________________________

Population Size______________HPSA________MUA_______Necessary Provider_________

Number  of  FTEs_______________Physicians_____________Midlevels

Change in FTEs in the past 24 months

Changes anticipated
Time Period

Number of Acute Beds Licensed

Number of Beds Staffed

Number of Swing Beds

Number of Long Term Care Beds

Scope of Services Provided:

· 24 Hour ER
(
Swing Beds

· 24 Hour Primary Care
(
Wellness Center

· Diagnostic/Lab
(
Physical Therapy

· Radiology
(
EMS

· CT Mobile or Other
(
Cardiac Rehabilitation

· MRI
(
Pharmacy

· Mammography
(
Occupational Therapy

· Surgery
(
Speech Therapy

· Home Health Care
(
Respiratory Therapy

· Outpatient Clinic
(
Long Term Care

· Rural Health Clinic
(
Dental

· Other Designation
(
Mental Health

______________________________

(
Rehabilitation
· OB/GYN

(
Psychiatric
· Social
(
Aquatic Therapy
· Day Care
(
Transportation Service
· School Based Programs
(
Hospice
· Ultra Sound
(
Respite
Other services


Changes in services in last 24 months


1.
Describe your greatest accomplishments and/or challenges in completing your Flex grant objectives.
2.
Describe other networks/partnerships/collaborative efforts that you are involved in currently.
3.
Describe the local health care provider mix within your community.
4.
Describe your quality assurance program.  Are you satisfied with your current quality assurance program?  Do you feel this area could benefit from further study, partnership activities, etc.?

5.
Do you receive Community Financial Assistance? (i.e. tax levy, etc.)

6.
Do you anticipate the need for major equipment and/or capitol expenditures within the next 24 months?  Please briefly explain.
7.
Please describe your affiliation with local EMS.  Describe joint activities or projects.  Identify challenges within your community related to EMS agency.  Is EMS constituted as a part of your Rural Health Network?
8.
Do you anticipate applying for future Flex grants?  If so, what kind of programs or projects do you have in mind?
Attachment VII
West Virginia Flex Progress Site Survey Form
West Virginia FLEX Program Evaluation Survey

Date: 

____________________

Hospital: 
_____________________________________



_____________________________________

CEO/Admin.: 
__________________________________________

Person Completing Survey:
________________________________________

Number years as a CAHs 
______


1.
Do you receive FLEX updates regularly? 
Yes
No

2.
Do you find them useful?

Yes
No

3.
Do you have sufficient contact between your CAH and your State FLEX program staff?


Yes
No

4.
Would you participate in additional opportunities to network with FLEX staff and other WV 
CAH Representatives?

Yes
No

5.
Has your CAH benefited Network participation?
Yes

No

6.
 Whom does your network Partnership involve?  Please check all that apply:

___ County EMS

___ Referral hospital


___ Public Health 

___ Local Social Services
___ Mental Health Agency

___ Local City Council

___Managed Care Insurer
___ Healthcare Consumer Advocate
___ Home Health Agency

___ Other (List) _______________________________________________________________

7.
Identify Network activities that you participate in:

___ Patient Referral


___ Sharing of information

___ Funding

___ Equipment assistance

___ Grant opportunities

___ Staffing assistance

___ Educational opportunities
___ EMS services




___ Other :( List) __________________________________________________________________

8.
Have you participated in any or all of the following projects? Circle please:

1.  EMS Trauma Project
2.  WVMI Patient Safety Project
3.  SHIP/WVHA HIPPA Project

9.
Which of the above mentioned projects did you find most useful to your CAH? 


List number _______

10.
Have you utilized online resources such as: Circle all that apply. 

a. Technical Assistance and Services Center (TASC)
e. Federal Office of Rural Health Policy

b. Health Resources and Services Administration

f. WV Hospital Association

c. WV Office Community and Rural Health Services
g. Other: (List) __________________

d. Rural Policy Research Institute


11.
Off the above mentioned sites which have you found the most useful?  


Please list number(s) here ________

12.
Describe your local EMS services?

___ Paid

___ Volunteer

___ Both

___ None

13.
Has your hospital collaborated with local EMS to help develop improvement strategies?   
Yes
No

14.
Rate the overall functioning of the local EMS system from 1 (lowest) to 5 (highest)


1     
2      
3      
4      
5     


15.
Do you need assistance or resources for any of the following areas?

___ Reimbursement/Billing

___ Staff Continuing Education
___ Grant Opportunities

___ HIPPA Compliance

___ Malpractice Insurance

___ Equipment 

___ Maintenance


___ Hospital upgrades


___Other: (List) ___________________________________________________________________

16.
If there were any suggestions you could make for ways to improve the Flex program in your state, what would they be? _______________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

17.
On a scale from 1 (lowest) to 5 (Highest) how would you rate, overall, your State Flex 
Program?  Circle one, please:


1     
2      
3      
4      
5     

Additional Comments:

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________
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Personal behaviors


Include the everyday decisions we make that affect our personal health. It includes habits and practices we develop as individuals and families that have an effect on our personal health and on our utilization of health resources. 





Community environment 


Reflects the reality that the daily conditions in which we live our lives have a great effect on achieving optimal individual health. 





Health care 


Indicative of the availability of resources and the extent of reach of public health programs into the general population. 








West Virginia Department of Health and Human Resources


Bureau for Public Health


Office of Community Health Systems and Health Promotions








Division of Rural Health and Recruitment (DRHR)








West Virginia 


Medicare Rural Hospital


Flexibility (Flex) Grant Program 








GRANT PROGRAM GUIDANCE








Fiscal Year ___________





Application Due Date: _____________








Date of Issuance:  ____________





Program Contact:





Shawn Balleydier, Assistant Director


Karen Pauley, Loans and Grants Program Coordinator


WVDHHR/ Bureau for Public Health


Office of Community Health Systems


Division of Rural Health and Recruitment


350 Capitol Street, Room 515


Charleston, WV 25301


Phone:  (304) 558-4382


Fax:  (304) 558-1437


E-mail: 	� HYPERLINK "mailto:shawn.g.balleydier@wv.gov" �shawn.g.balleydier@wv.gov�


		� HYPERLINK "mailto:karen.k.pauley@wv.gov" �karen.k.pauley@wv.gov� 











September ______ – August ______











Co Applicant (if applicable) ________________________	Email: ________________________





Address: ____________________________ City: ___________________ State: __________ ��Zip: ____________   County: ____________________





Phone: _______________________   Fax: __________________________    
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