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 Summary Report
On Tuesday, June 23, 2009, stakeholders from the seven-county Metropolitan Chicago region gathered at the University of Illinois at Chicago Student Center West to discuss a series of policy recommendations concerning the implementation of a regional health care safety net to serve the health needs of uninsured and underserved populations.  

The Summit was organized by a local non-profit independent think tank – Health and Medicine Policy Research Group (HMPRG).  The U.S. Department of Health and Human Services/Health Resources and Services Administration (US DHHS/HRSA) co-hosted the Summit as part of a “Strategic Partnership Session”.

HMPRG, in collaboration with eight other organizations, began the Regional Health Care Safety Net Initiative in 2006 to build on the successes of the previous Chicago/Cook County Summit, and to address the new and intensified problems of today.  This collaborative effort, which uses the World Health Organization’s framework for strengthening a health system, is designed to create a regional blueprint to more efficiently and effectively provide quality health services for uninsured, Medicaid, and other vulnerable populations across the seven county region (Cook, DuPage, Kane, Kendall, Lake, McHenry, and Will counties).  The economic downturn of 2008-2009, political leadership changes, and shifting populations provide an opportunity to create sustainable change.   
BACKGROUND

In 1990, the Mayor of Chicago, Cook County Board President, and Governor of Illinois convened leaders from the public, private, and not-for-profit health care system, along with business, philanthropic, and community leaders, in a Chicago/Cook County Health Summit.  This year-long effort prepared a prospective roadmap to address the problems facing vulnerable populations and providers of the health care safety net in Cook County, with many of the recommendations since implemented.
The ensuing 19 years have seen the emergence of new problems and intensification of old ones.  Skyrocketing unemployment, hospital closures, increasing numbers of uninsured, funding cuts across the health system, shifting demographics, clinic consolidations, uncoordinated planning, and new political leadership require that we take action, but this time from the regional perspective of northeastern Illinois.  With a national call from President Obama to reform the health system, and stimulus package money to support safety net institutions, this Initiative is the opportunity to answer the call and ensure the strength and continuity of the region’s health care safety net.

The steady progress to date has resulted in a detailed description about each County’s needs and resources (through key informant meetings and assembling of existing data), background information about models in other metropolitan areas, and prioritization and support for this direction at a Pre-Summit meeting in the fall of 2008.  To access this material, please visit www.hmprg.org, click on “Programs and Projects” and view the “Regional Health care Safety Net” page.  

SUMMIT PURPOSE

A series of policy recommendations that emerged from the work of over 100 partners and organizations over the past two years were presented at the day-long Summit.  During the Summit, participants reviewed, prioritized, and endorsed the recommendations, and, as a unified community, planned for moving the recommendations to action.  The recommendations will be a catalyst to align disparate health planning efforts such as public health department plans (i.e.: IPLANS), the State Health Improvement Plan, etc..  The recommendations will also be used to influence related planning efforts such as the region’s new comprehensive plan, “Go To 2040,” being developed by the Chicago Metropolitan Agency for Planning (CMAP).  These recommendations will enable the regional health safety net to be strengthened and sustained in new and profound ways.    

SUMMIT WELCOME

Linda Rae Murray, MD, MPH, Chief Medical Officer for the Cook County Department of Public Health of the Cook County Health and Hospital System, and HMPRG Board member, began the Summit at 8:50am with a welcome to the participants.

Dr. Murray stated that since 2003, people have said the safety net was in trouble and crumbling, and now in 2009, we are finally moving on action items to fix this broken system.  Dr. Murray then briefly reviewed the Summit Agenda:

a. Review work completed over the past 3 years 
b. Overview of where we are today
c. Examples of Safety Nets collaborations from around the country

d. Small work groups to determine recommendations for different areas
e. Large group to report back on recommendations
Dr. Murray commented that there is a fiscal crisis almost everywhere one looks, and especially with respect to the Illinois State Budget for FY10.  The budget was set to begin on July 1, 2009, but as of June 23, State officials had not been able to settle on the solution to a balanced budget. Dr. Damon Arnold, the Director of the Illinois Department of Public Health, was in attendance at the Summit for the morning portion, but had to depart in the afternoon to work on budget issues. 


Dr. Arnold offered the following brief remarks to Summit participants:

· He is pleased that this Summit group has no boundaries in the regional approach with regards to age, sex, disease, etc.
· This group must address behaviors that cause chronic disease as well as the social components that accompany such a diagnosis – such as lack of access to care, health disparities, etc.
· Patient Safety Issues must be a priority.  We must overcome our social stigmas that prevent certain groups from accessing the best care.
· Everyone desires access to adequate, timely, and compassionate health care

· IDPH is supportive of this regional health care safety net endeavor,  and Dr. Arnold commends everyone in this room for coming together to work on this.
· For his closing remarks, Dr. Arnold stated that everyone in the State of Illinois should have their health care needs met.

Linda Murray emphasized that a day of work was ahead for the Summit participants.  “We need to do this work because we live in the richest (and only industrialized) nation where health care is NOT a right bestowed upon all citizens.  Everyone attending this Summit understands and believes that health care is a right, and with a complex Metropolitan population like Chicago’s, the simplest and best solution is regional coordination, planning, and systems.”
Dr. Murray gave thanks to the following foundations for their generous support of this Initiative:

· Field Foundation

· Lloyd A. Fry Foundation

· Alphawood Foundation

· Irving Harris Foundation

· Kenneth and Harle Montgomery Foundation

Dr. Murray gave thanks to the co-hosts of the Summit- US DHHS/HRSA staff.  HRSA has been very supportive of regional planning and involved in this process for the past 3 years. 

Dr. Murray also gave thanks to the organizations that have been part of this effort since the beginning:

· Health & Medicine (HMPRG)
· Chicago Department of Public Health (CDPH)

· Chicago Metropolitan Agency for Planning (CMAP)
· Cook County Bureau of Health Services

· Institute of Medicine Chicago (IOMC)

· Near North Health Services Corporation

· UIC Latino Health Research, Training and Policy Center

· (Refer to website for list of other agencies involved in the Initiative)

Dr. Murray then addressed the question, “Why are we here today?”

· Locally we have major structural deficits that are so severe they threaten to destroy the public aspects of our safety net.  
· All around the Chicago metro region, the safety net providers are laying off employees.

· The critical infrastructure that makes up the health and social service safety net is crumbling, and it doesn’t just come back once it is gone.  
· The situation we find ourselves in today is worse than when we called for this Initiative in 2003.
· Through these years, we have done something that is highly unusual for Chicago - we actually left the county boundaries, and reached out beyond Chicago and Cook County to involve our colleagues in the collar counties.  
· The other counties have programs that we haven’t tried in the city- things we can learn from.  
· We are pleased that we have involved lots of stakeholders from across the region to grapple with the solutions at hand to piece together the tattered safety net before we lose it completely.

· Hopefully at the end of the day you will lend your voice and your organization to endorse the regional health care planning agenda that we discuss today.
SETTING THE STAGE: 

THE CASE FOR REGIONAL ACTION TO STRENGTHEN THE SAFETY NET
Lon Berkeley, MS, President of HMPRG Board, began to speak about the history of the Regional Health Care Safety Net Initiative.

HMPRG and other original partner agencies embarked on this project in January, 2006 with Phase 1 of the process.  In Phase 1, they organized the players, defined the problem, and shaped the scope by convening an initial meeting, convening a steering committee, drafting the Roadmap, conducting key informant meetings, and researching other models.  During Phase 1, Cook County Bureau of Health Services experienced a funding crisis which led to the formation of a new Board (The Cook County Health & Hospital Systems Board), and CMAP launched their “Go To 2040” initiative.
Phase 2 began in September 2008.  The tasks were to prioritize problems, draft and vet preliminary recommendations, and plan the Summit.  HMPRG and the other partners did this by convening a pre-summit, engaging a Summit Planning Committee, asking for written feedback on recommendations, and preparing a Call for Summit.  During Phase 2, President Obama was elected, Pat Quinn was appointed the new Governor of Illinois, Cook County Health and Hospital System began a strategic planning process, and the nation fell into an economic crisis.

Phase 3 began with the Summit and will carry into the future.  The tasks at hand are to finalize the regional blueprint, engage additional implementers, solicit funding and political support, and identify leaders.   These tasks will be accomplished by convening a Summit, reviewing other regional models, getting people to endorse the Regional Health Pact, implementing pilot projects, and going on trips to see other regional models in action.  Other developments that could impact the trajectory of this initiative are the huge push for national health care reform, and stimulus funds for Health IT.

Terminology

Several terms are used frequently in this Initiative, and it is important that all participants have the same understanding of the definitions.

· Health – is not merely the absence of illness or disability, but also the attainment of mental, physical, spiritual, or social well-being (WHO).  Health is a worldwide social goal and fundamental human right.
· Safety Net – Providers that organize and deliver a significant level of health care and other related services to uninsured, Medicaid, and other vulnerable populations, as well as other population-based health services.

· Examples- community health center, health depts., hospitals, free clinics, school-based clinics.
· Goal is to be as inclusive as possible in our approach.
· Regional - Includes counties of Cook, DuPage, Kane, Kendall, Lake, McHenry, Will.
· Vulnerable Populations - Residents who are vulnerable because health services are unavailable, inaccessible, under-subsidized, or not subsidized.  Includes uninsured, under-insured, and Medicaid-insured.
Nine Key Assumptions for this Initiative
1. There is no mandate for a regional approach.
2. Planning between public and private sectors increases our chances of reaching our goals.
3. Collective regional action will strengthen planning, resource sharing, advocacy, patient referrals, service coordination, research opportunities.
4. Multi-sector approach to health care that extends beyond traditional medical care and public health will best improve the health status and quality of life of our population.  
5. Continuum of health care services – vertical and horizontal dimensions
6. We accept the World Health Organization’s Six Building Blocks of Health Systems 

· Service delivery

· Health work force

· Information

· Medical products and technologies

· Financing

· Leadership/Governance

7. We accept the Institute of Medicine’s Six Specific Aims of Health  System Improvement
· Safe

· Effective

· Patient-centered

· Timely

· Efficient

· Equitable

8. HMPRG’s role is simply to facilitate the process.  

9. Everything explained today is a “work in progress.”  Nothing is set in stone.  We have not touched every person who can inform this Initiative.

Demographic Snapshot
Russell Pietrowiak, Associate Planner for the Chicago Metropolitan Agency for Planning (CMAP), provided a brief demographic snapshot of the seven county metropolitan region.

CMAP is comprised of land use and transportation planners for Chicago Metro region, and is a quasi-governmental organization
First, there has been a population shift throughout the metropolitan area between 1990 and 2006.  The largest area of population growth has been in the counties furthest from Chicago, such as Kendall, Will, McHenry and Kane.   The metropolitan area population has remained ethnically diverse, with growth in every single race category.  The largest growth rate was seen in the Hispanic population.  Finally, while the Chicago metro area does have a large proportion of foreign-born residents, we are outpaced by cities such as New York, Los Angeles, and Dallas.
Within Cook County, we are seeing the aging of the white population.  More than 65% of Cook County residents age 64 and older are white, non-Hispanic.   Only 33% of Cook County residents under the age of 18 are white, non-Hispanic.  This means that within the next couple of decades, the white, non-Hispanic population of Chicago will begin to decline relative to the population of the entire County.  Other Chicago metropolitan counties are seeing some demographic changes too, but not nearly as much as in Cook County.  It is not known if Cook County is the bell weather signifying a dramatic population shift throughout the region.

 There has been dramatic growth in the Latino population since the 1970s.  Hispanics have grown from 5% of the overall population to 20% of the overall population.  Hispanic growth has happened in every part of the region.  The health care implications of this population explosion are serious.  Latinos, both native and foreign born, have the highest uninsured rates of all race categories in Illinois. 
Using a regional perspective, Chicago has a relatively young population.  Of the composite population, 26% are kids under 18 years, 63% are working adults ages 18-64, and only 11% are seniors age 65 or older.  The “senior tsunami” that is expected to hit many other regions of the US is going to come much later in Chicago.  The Chicago Metro area will most likely maintain a relatively younger population because our economy attracts younger workers and families.

In terms of income, Chicago does fairly well regarding median household income compared to other major metropolitan regions.  We have a lot of rich families, many poor families, and a good portion of middle class families.

Employment in the Chicago region has shifted over the past few decades.  There has been a marked shift away from manufacturing towards the service industry.  This employment shift will affect health care.  The manufacturing sector often came with powerful unions that brokered health care plans for its members.  The service sector is broad, and does not come with a strong union background.  Hence, many of these positions are lower paying and do not come with solid benefits packages that include health insurance.  It is still be to be determined how this employment shift will affect health care in the future, and how health care will meet the growing demands.
In the City of Chicago, many people use public transportation, so health care will need to be planned along that access grid.  As one gets further away from Chicago, the use of public transportation significantly declines.  Many of the outlying counties barely have a public transportation system.  Therefore, health care will need to be accessible by car in these counties.  In a regional planning system, attention will have to be paid as to how to keep health care services accessible in disparate settings.
For more demographic information and information about “Go To 2040,” visit CMAP’s website at http://www.cmap.illinois.gov. 
Ongoing Efforts to Strengthen the Safety Net
Lon Berkeley then highlighted some ongoing efforts to strengthen the safety net.  Among the efforts, HMPRG is compiling a “Summary of Actions” of other national efforts to strengthen the safety net.  Secondly, there has been much federal and state legislation regarding community-building and coalitions for safety net Improvements in areas such as workforce, health information technology, and financing.  Finally, there have been several metropolitan-focused initiatives throughout the nation aimed at strengthening the safety net, such as The Chicago Access Puzzle, Healthy San Francisco, Detroit/Wayne County, Mid-American Regional Council in Kansas City region, Access DuPage, and Access to Care.  
CMAP also developed “The Plan for Health” as part of “Go To 2040.”  This is a comprehensive health plan for the seven county region.  

The scope of the plan was guided by:

· 3-decade planning horizon

· No more than 15 indicators

· Emphasis on determinants of health

· Burden of chronic disease

· Focus on what can be accomplished in the 7 county region

The CMAP Plan for Health recommended four strategies:


· Integrate prevention and promotion; planning and policy
· Electronic medical records (real time data)
· Address workforce concerns
· Strengthen public health infrastructure
Key Terms for Summit
Several terms will become prominent during the Summit, and therefore we need to define what they mean. 
· Preliminary Recommendations – what is presented today is not set in stone.
· Blue Print – we want to create a vision with guidelines.
· Strengthening – existing services need support.
· Move to Action – we need to build on past progress, not start from scratch.
As we move to action, it is important to remember that there is a Continuum of Improvement that starts at the Current State, moves to a Transitional State, then to an Improved State , and finally to the Desired State.  Change is an evolutionary process and it will not happen overnight.
HMPRG and other partners determined preliminary recommendations categories for the Regional Safety Net as follows:
· Data/IT

· Workforce

· Access to Care
· Health Equity

· Systems Finance

· Planning/Coordinating Approaches

The afternoon portion of the Summit will allow for small group work to review the preliminary recommendations made for the above categories.  Participants will each receive a worksheet that delineates the problem statement and vision for their category, the preliminary recommendations,  and local/regional examples of each recommendation.  Each participant will be asked to rate his/her level of support for each recommendation, and also highlight the role they or their organization would take in implementing the recommendation (i.e. as a leader, participant, resource, stay informed, or not interested).
To recap, the Summit goal is to combine vision and action together (quoted a Japanese proverb: “Vision without action is a dream; action without vision is a nightmare”).  The Summit participants are the ones who must lead this effort, and we are hoping to gain momentum through today’s efforts.  We can only do this if you contribute your ideas, comments, energy, and action.
To view the PowerPoint presentation, please visit the HMPRG website- www.hmprg.org.

COMMUNITY AND POPULATION-BASED HEALTH CARE DELIVERY SYSTEMS: BUILDING COLLABORATIVE NETWORKS 

Pat Terrell, Principal of Health Management Associates, presented on the topic of how to build a collaborative health care delivery network, based on her experiences doing such work through her consulting firm.
Ms. Terrell argued that there is a need to build a regional and collaborative health care network for four reasons:

1. Pressure is mounting on local communities and governments to meet the growing needs

2. Public health systems can’t meet the needs alone

3. Providers are motivated to come to the table to bring new ideas

4. National and state reform will require new delivery system models

Local communities have unique opportunities to build collaborative health networks due to several factors:

1. Rising numbers of uninsured people
2. States are trying to beat back attempts to cut services, but can’t fund new ideas

3. Federal government will be immersed in reform deliberation

4. Any solution to deal with current safety net issues will require a new delivery model (i.e. insurance coverage does not guarantee access to health care services) 

5. Local communities can become learning labs for new delivery systems with local government as the honest broker
Elements of Developing Effective Delivery Systems
1. Know the population
2. Understand current needs and health service use 

3. Find gaps and duplications

4. Align mission, financial sustainability, competencies of individual providers.

5. Create systems to manage network. System of accountability.

6. A delivery system should be EPS- equitable, predictable, sustainable (not altruistic)

Know the Population

The focus of a safety net system is NOT hospitals, doctors, unions, or county supervisors – it is the POPULATION.    

First you must target the population to include in your collaborative health network:

1. Underserved, not just uninsured

2. Medicaid

3. Multiple morbidities

4. Geographically isolated

5. Under-insured

6. Immigration/Cultural issues

You must determine where the target population lives now and where it is moving, and you need to know what health care services they are getting now and from which providers.  Then you can determine what your target population actually needs from a health care system.  
Understand Current Needs and Health Service Use

When creating a collaborative health network, you should determine what the demand should be, not just what the demand currently is.  In other words, you must assume that all the health care needs of your target population are NOT being met currently.  In an ideal system, what level of services will your target population need?  You must use this population focus to determine the volume of primary care, specialty outpatient care, inpatient acute care, lower levels of acute care, and long-term care needed and then translate this into provider requirements.  For example, ask “How many hospital beds do we need?  How many providers?” Etc.
There are different approaches to determining need based on the services that currently exist in a given area.  You must ensure that whatever approach you use accurately captures the level of services needed to completely fulfill the health care needs of the target population.
Find Gaps and Duplications

After you determine your target population, and understand their current needs and health care usage, you must fill-in service gaps and eliminate duplication to build an effective collaborative health delivery system.

First, you must map out need and current resources, then identify:
1. Current gaps and duplications

2. Inappropriate utilization

Align mission, financial sustainability, competencies of individual providers

After finding gaps and duplications, you can project the ability of your delivery system to meet future health care needs.  You can begin to fit providers into the system design, based on:
1. Individual institutional mission

2. Financial rationality (i.e. primary care in FQHCs)

3. Community benefit leverage

4. Not wanting to be “left out”

Next, you must bring players to the table:
1. Start with individual discussions (even if only with the public system)

2. Propose roles, assume that others are included

3. Key issues: predictability, sustainability, equitability

4. Stress role of local government bodies as “honest brokers”

5. Bring all together when there is general agreement to endorse broader plan

Create Systems to Manage the Network
1. Network management will be key – takes beyond a puzzle of different components

2. IT, referral systems, common disease management approaches are essential

3. Connections with non-acute services

4. Evaluate what works and what doesn’t, changing what doesn’t work, do this on an ongoing basis

Formalize the Network
1. Can be internal system oversight of multi-provider governance

2. Accountability of all elements of the systems to each other

3. Planning for continual changes in the patient population and services needs

4. Resource sharing and cost-savings

5. Coordinating advocacy at state and national level 

Examples of Network Development
Ms. Terrell highlighted examples of network development that she participated in through Health Management Associates.  
1. San Mateo County, CA – This county has a unique requirement of local responsibility for indigent care.  San Mateo has upwards of 150,000 MediCal and uninsured patients, and their current safety net is comprised of just one small public hospital.  The county has very few doctors that aren’t part of a big health group, and many doctors will not take MediCal patients.  County administrators were very concerned about the rising costs of health care and the impact on the county budget.  Therefore, they decided to reform and reorganize their safety net health care system.  Currently, San Mateo has built a network and every single health system CEO has signed on to this plan and is clear about what services they are providing.  A MediCal plan has been engaged by the county.    
2. Orange County, CA– This county has 500,000 uninsured patients and is currently spending $80 million to pay the private sector to care for only 25,000 people to get coverage.  The county has no organized way to provide care for uninsured.  They want  to create a safety net system in the county that currently has no public provider core.
3. New Orleans, LA- $300 million was held back in Katrina recovery funds because they wanted to use the money to fund private insurance companies, not a public hospital.  This gets back to a huge access issue – i.e. You can provide private insurance to the uninsured, but if the patients have nowhere to go to receive health care services, the insurance does not help. 
4. Austin, TX – Has a big public hospital, nonprofit hospitals, and for-profit hospitals.  One nonprofit hospital took over the big public hospital, and county focused their safety net services on FQHCs and primary care.  They are also instituting an information exchange through the use of the same EMR.  

5. Chicago/South Suburbs – Comer Foundation hired HMA to design a new delivery system for pregnant women and kids in the south side.  The first step was to start with patients to figure out where they were going for services.  They discovered that the Far South Suburbs have no access to care, so they are starting a network down there. 

6. Miami/Dade County, FL- Had a huge 2,400 bed public hospital, and badly run community clinics.  FQHCs in Dade County are taking over primary care from Jackson (the large public hospital).
7. Cincinnati, OH –Has no public hospital, but put money into health care.  They are using increased money to incentivize network development.

8. Overall Message: Change how a patient is able to access care, not just how they are covered by insurance.
Question and Answer Session
1. How does health promotion/prevention and funding of Community Health Workers (CHWs) fit into this type of network development?
a. Answer: This network focuses on the medical side of health delivery.  It was developed as a delivery system framework that will allow other services, like CHWs, to be built into it.
2. Can you explain the role of Community Health Care Council?
a. Answer: Failure of that project was that they didn’t change the way they related to each other

b. Important effort, but ultimately didn’t succeed

c. Self-interest is key

3. Have you had any success in getting 3rd party payers to modify the payment structure so that public health systems can function at their fullest potential?

a. Answer: Adequate reimbursement levels are critical for Medicaid payments.  

b. Medical home networks – have to think beyond primary care. There is some work in New Orleans to have providers that are part of a medical home be paid for performance, etc

4. Do you have any examples of outcomes from networks?

a. Answer: No, I don’t because all of these networks are just too new.
b. San Mateo up and running for less than 1 year

c. Maybe in 1-2 years we can state some outcomes

5. What do you project as potential outcomes/achievements?

a. Answer: Achievements will be community specific because there are different issues and goals in each community.
b. Clear set of goals for each network and ability to track and evaluate those goals

6. With systems change, the population has to remain in mind.  How do you ensure special population needs are addressed?

a. Answer: They need to be part of the defined target population.

7. You have given us many examples that highlight how difficult it is for institutions, the public sector, academics, and politicians to think of solutions “outside of the box.”  Here in Chicago, we are dealing with a county health board that will cease to exist in June 2011, as well as a 2010 gubernatorial election and an election in 2010 for a new County Commissioner/board.  What do you think our priority should be given your sense of our local issues?

a. Answer: You need to make a splash.  Your county board is the hardest working board I have ever seen.  The County needs to make a splash.  A lot of operational change that needs to happen.  I think that is happening between the board and the new leadership.  Show that this isn’t “business as usual.”
COMMENTS FROM DR. JAMES GALLOWAY, MD, FACP, FACC, FAHA 
Dr. Galloway is a Rear Admiral with the US Public Health Service as well as Assistant U.S. Surgeon General and US DHHS Acting Regional Health Administrator for Region V.  The following is a summary from his address at the Summit.
“It is an honor to be among you all, and see the passion you all bring to this issue.  We all have a major role in bringing about change during this Administration.  I am an optimist and am extremely excited by opportunities presented in these times.  It is really incredible that you are all here together today working towards this common goal.  My utmost respect goes to HMPRG and the eight other original organizations that have put together the safety net recommendations in front of us today. 

This is very important work that we need to carry with us each and every day.  We need to think about how to make this work better.  The stars are aligned for us to make significant impact in the health care system.  We are a step closer towards covering all Americans with health insurance (which I know is not the same as access to services).  President Obama recognizes the moral imperative to insure all Americans.  The time is now for health reform.  
The “Building a Healthier Chicago” Initiative is working on the preventive levels to improve the health of all Chicago’s citizens.  The plea I make is one of moral and fiscal responsibility – reducing the burden of chronic disease through prevention.  Integrate your work with prevention work.   President Obama exemplified his commitment to preventive services by signing into law yesterday the FDA mandate to oversee tobacco products.  

We also need to pay attention to patient safety.  Decreasing the number of medical errors is important.  The use of electronic medical records can play a role in that.  Dr Carolyn Clancy from the Agency for Health Care Research and Quality studied 220 measures of health care quality.  She found that only 3 out of 5 people have a chance of getting recommended care in a hospital or by their physician.  Furthermore, 1 in 7 Medicaid patients sees a DECREASE in health when entering a hospital.  Dr. Clancy found only 1.8%  improvement on the measured health indicators.  This indicates that, clearly, there is a lot of work to be done with regards to patient safety.
There are many new funding opportunities with the release of ARRA funding (Stimulus package funds).  FQHCs have gotten funds for rebuilding and health programs.  President Obama allocated $1billion for prevention services.  Of that, $300 million went to the CDC to increase immunizations, and $50 million was set aside for hospital-associated infection reduction.  The remaining $650 million is going to the legislature to be approved for prevention use.
A number of opportunities and bills have been released for the current legislative session, and many more are still in draft form, included Senator Kennedy’s health reform bill, and Senator Conrad’s bill, as well as a public health care option and public co-ops in health reform.  
This meeting is among the most important aspects of where we need to go over the next few years.”
Dr. Murray thanked Dr. Galloway for his comments, and then went on to state that local agencies have really worked together on this project, and made the commitment to put staff towards this project.  Dr. Mason, the Director of CDPH, is really behind this regional effort.  There are rational and friendly partnerships and relationships between all the partners involved in this regional plan, including City and County departments.
EXAMPLES OF HEALTH SAFETY NET COLLABORATIONS 
Rick Wilk, Director of the Office of Performance Review at HRSA, facilitated the presentation of five different examples of health safety net collaborations that can be used an examples to guide northeastern Illinois’ regional safety net initiative.
Mr. Wilk emphasized that this is a very unique project because it integrates a seven-county perspective.   His overall dream is for everyone to have access to health care and eliminate health disparities.  Mr. Wilk encouraged the Summit participants to volunteer their personal time to work towards this larger goal of a regional safety net.  The Summit attendees are the leaders and visionaries, and have to lead by example.  They should put away their “can’t do” ideas and envision what might be possible.  He further encouraged participants to identify a few champions to lead the larger overall initiative in the near future, and identify other leaders to champion the smaller initiatives.

Milwaukee Health Care Partnership, presented by Bill Bazan
The Milwaukee Health Care Partnership is public/private partnership dedicated to improving health care for underserved populations in Milwaukee County.  Members include CEOs from  the five competing health systems in Milwaukee, four FQHCs, the medical college, and State, County, and City health agencies.  The goal is to improve health & health outcomes, and  reduce the cost of health care delivery.
Milwaukee’s Health Care Partnership has the following priorities:

1. Secure health coverage for all people living in Milwaukee county
a. Enrolled 24,000 new members into BadgerCare program

b. 12,300 new members in BadgerCare Core Plus program (childless adults less than 200% FPL)

c. Have an enrollment process that helps people access the programs they are entitled to

2. Increase access

a. Brought over 20 new FQHC doctors and practitioners on board
b. 13% increase in Medicaid  patients served

c. $1.6 M in new health system funding to create FQHC medical homes for uninsured

d. Implemented IT supported pharmaceutical assistance program (PAP) in 10 community clinics

e. Eliminated ED diversions and reduced ED wait times for IP admission
3. Improve care coordination

a. Over 600 ED primary care referrals to FQHCs

b. Health information exchange across 10 Milwaukee EDs

For more information, contact Joy Tapper at jtapper@wi.rr.com or 414-232-0481.

Rick Wilk then asked the audience to find a partner and answer the question “What excites you about what you just heard about in Milwaukee? “
Responses were as follows:
1. It was promising to hear about info sharing through electronic medical records, but how do you establish that and how do you work around privacy issues?

2. Good to see and hear about leadership and commitment from very top

3. Level of comprehensive, holistic care- access to specialty and primary care

Access to Care, presented by Victoria Bigelow, MA
Access to Care is 20 years old and has served nearly 100,000 unduplicated individuals.  It provides primary care diagnosis and treatment to under and uninsured residents of suburban Cook County and northwest Chicago.
Each person is linked to medical home.  Patients make small co-payments to their provider at the time of service.  At the medical home, the physician provides pharmacy, lab and radiology scripts.

Access to Care could serve up to 28,000 people in their area, but they only have funding to serve 14,000.  Access to Care has no brick and mortar expense. Care is given in the office of participating primary care physicians.  Access to Care is the payor, and links patients to providers, answers patient questions, and maintains a help desk for patients.  
Access to Care pays $68 per person per year to the physician.  The Physician can choose how many patients they will accept.  Patients owe a $5 co-pay for an office visit, labs, or an x-ray. Prescriptions range from a $10-$30 co-pay.

Access to Care provides primary care only.  Specialty care is done through Cook County and only 6% of people use it routinely.   Most common diagnoses are hypertension, diabetes, depression/anxiety, and metabolic issues, and all of these diagnoses require medication.
The organization receives $5 million in in-kind donations from the private sector, and $6 million in public and private funding.  Therefore, they have an $11 million organization with a $6 million budget.
For more information, call Victoria at 708-531-0680 or visit the website www.accesstocare.org.
Montgomery Cares (Maryland), presented by CEO Steven Galen, MS
Montgomery Cares is a 501(c)3 regional primary care network.  Montgomery County has 1 million residents, 100,000 of whom are uninsured.  There are lots of undocumented residents, and extremes of rich and poor.  Montgomery Cares was implemented to address the needs of the 100,000 uninsured people.  

They developed a system of care with 12 organizations/16 fixed locations/20+ mobile units to serve close to 30,000 people annually.
Montgomery Cares is still wrestling with the issue of how to provide specialty care.   Their services do cover mental health, which is integrated into primary care at 3 Montgomery Cares clinics.  Oral health services are offered at 2 sites.  Health care for homeless individuals is also offered through Montgomery Cares.
Seven Montgomery Cares clinic also use CHLCare, a web-based, open source, shared, electronic medical record.
Montgomery Cares has received $11 million from the county and $20 million in grants since 2001.  They are a part of a regional Primary Care Coalition with Prince George County, Washington DC, and Northern VA.   Upwards of 6,000 residents of other counties get care in Montgomery, and 4,000 residents of Montgomery County get care in DC, and that is why there was movement towards a regional system.
For more information, contact Steven Galen at 301-628-3410 or at steve_galen@primarycarecoalition.org.

Rick Wilk then asked the audience members to find a partner and answer the question “What could you do differently as a result of what you just heard from Access to Care and Montgomery Cares?”

Responses were as follows:

1. Integrate the existing infrastructure into a regional system.  Instead of rebuilding from the ground up, save resources by using what already exists.  
2. No one represented from IL Academy of Physicians here- need to integrate those groups in this planning process.  Request for additional participants.  Call for action to get more participation.  

3. Struck by Montgomery County because it is primarily a wealthy county that has stepped up to take responsibility for the less privileged members of their county.  Call for action for some of our more affluent areas to serve their uninsured.

Access DuPage, presented by Richard Endress, PhD.
Access DuPage provides access to comprehensive medical services to low-income uninsured residents of DuPage County.  There is still a large uninsured population in this relatively wealthy county.  There are more uninsured people in DuPage than in 83 of 102 IL counties.
Access DuPage is a network of 225 organizations working together in collaboration.  Eligible persons enroll in the program annually, and all members are assigned to a medical home.  Access DuPage provides access to services across a continuum of care.
Total members served: 11,576 (average monthly enrollment 7,381)

Utilization: 
1. 29,000 Primary Care visits
2. Over 2,000 specialty referrals

3. 63,000+ Prescriptions
4. Nearly 15,000 hospital services

Patients have reported significant improvements in their self-assessed mental health, but not as much in physical health.  The age-adjusted ER use rates for Access DuPage patients are 30% below the general population rates.  The direct cost per member per year is only $391.49.  Most of the care is contributed in-kind, and the total donated retail value of services is $46.6 million.
The total cost of care at managed care rates is 17% below the average cost of individual employer-sponsored health insurance.  One has to build a compelling economic argument for health reform and Access DuPage does that.
The structural pieces of Access DuPage are easy to duplicate.  The culture of collaboration is the hard part-it can take years to develop these partnerships, but is well worth it. 

For more information, contact Dick Endress at 630-510-8694 or at rend@accessdupage.org.

Palmetto Project in South Carolina, presented by Stephen Skardon
The Palmetto Project is a statewide nonprofit initiative with a mission to solve community problems in South Carolina in innovative ways.  Over 20 years ago, a group of leaders looked at South Carolinians without health insurance and started entrepreneurial thinking on how they could solve this growing problem.  A business person has a very different perspective than a public health person.  They saw the need to focus on preventative care and health education

The goal of the Palmetto Project is an effective and reliable continuum of care for the 43%  of the population in South Carolina that is uninsured.
The Palmetto Project has been involved in several partnerships that have made changes:
1. South Carolina Immunization project- went from #37 to #1 (55% to 90% immunization rate) in the country in one year.  Hired people who worked on political campaigns to lead this campaign.

2. Palmetto is the “honest broker” –the neutral party- the trusted group

3. Care for uninsured – create a system that is based on the patient.  Large percentage of state residents are African Americans who are scared of the health care system that is hostile to them.  Develop trust between health care systems and the patients.  

4. Welvista- statewide network of free and volunteer health care services including pharmaceuticals, lab work, and hospital care.  Now is mostly a mail order pharma ordering system that works with any and all physicians in SC.

Regional Systems of Care are the future because funders don’t want to provide individual groups to the exclusion of others.  You must join a network of care to remain funded.  Funders need to take a more active role in determining what the community needs and how they can get behind that with dollars.

It is interesting to note if people view themselves as agents of change.  When asked the question “How far into the future can anything you do today make a difference?”  only 7% of people thought that anything they did today would make a difference 20 years into the future.  However, 95% of social service providers fell in the 7% of visionaries.  Most people in this room understand the big vision, but many people outside this room don’t get it.  You need to figure out how to communicate your vision to others.  
For more information, contact Stephen Skardon, Jr. at sskardon@palmettoproject.org.

Rick Wilk then asked the audience to find a partner and answer the question “What have you heard that might apply across our 7 counties?”.

Responses were as follows:

1. Change the political debate in IL from focus on charity care to encourage hospitals to participate in things like Dick Endress has and in building systems.  Political framework in IL is missing that.  Rethink hospital community benefit requirements.
2. Funders driving health policy, advocacy, and collaboration- great point
Rick Wilk’s take home points were as follows:

1. We should do more to build trust 
2. Next meeting of this Initiative needs to be outside of Chicago

3. Think big and share your vision outside of your close colleagues.  You will get criticism, but also big allies.

4. Have to spend some of your time to find ways to get access to care to everyone and eliminate health care disparities.  

5. Need champions to lead this forward.  They are either in this room, or we know who they are.  
CALL TO ACTION 

Claudia Fegan, MD, Associate Chief Medical Officer of the Cook County Bureau of Health Services, and HMPRG board member, closed the morning portion of the Summit with a Call To Action.

“It is very important that everyone understands that now is the time to get the real work done.  I can’t tell you how important this work is.  A few years ago, we couldn’t even get funders to discuss safety net work until it looked like the system would collapse entirely. 
Everyone in this room represents a constituency.  When there is no one to take care of the uninsured, we (the insured) will go without services too.  If we can’t provide health care for our most vulnerable populations, there won’t be health care for anyone.  

At the end of the day, even single payer health care will not make a difference if we cannot address health care in more thoughtful ways.  We have to change the political reality in this county, region, state, and nation.  Poor and uninsured people don’t know boundaries- they live where they can find a spot.
Congress is currently wrestling with health reform because they are way behind.  This is an issue of social justice.  The public is usually ahead of the politicians on issues of social justice.  We need to show politicians that they won’t be re-elected if they don’t address this issue.

We need you to talk about ways to make a difference for our populations.  Don’t worry about political feasibility today.  Today, let’s talk about solutions to make health care more comprehensive. Think about people who should be around the table that aren’t here today and could contribute something to this process.  Write down the names and contact info of someone who can contribute.

We are at the beginning of a journey – we can make some changes here.   We need your help to answer ‘How can we do this differently?  How can we make a difference?  What ideas do we have?’  We are taking action because we see a need, not because we are mandated to do this.”                                                                    

BREAK-OUT SESSIONS 
The goal of the 6 break-out sessions is to discuss and respond to recommendations given for each topic and determine action steps and champions to move the agenda forward. See Appendix A.
1. Planning/Coordination (Sherry Weingart, facilitator)
2. Workforce (Misty Drake)

3. Access to Care (Steve Laslo)

4. Health Equity (Carolyn Lopez)

5. Data/IT (Anna Gonzales)

6. Systems Finance (Linda Diamond Shapiro)
LARGE GROUP FEEDBACK FROM BREAKOUT SESSIONS [Margie Schaps, MPH, HMPRG]
2-4 discussion highlights from each group to the larger group 
1. Planning/Coordination

a) United Way will convene a funder’s meeting to discuss regional coordination.
b) Strong support for establishing a not-for-profit regional body that coordinates the 7 county region health care safety net planning and systems monitoring (e.g.: CMAP).
2. Workforce

a) Develop leadership and management training for health care and medical training institutions.
b) Provide incentives for providers to work in safety net settings, in interdisciplinary teams, and in hard to recruit geographic areas.
c) Establish “University Health Homes.”
d) Utilize Medici Project- 104 medical students trained in Cuba for last 6 years, want to intern in USA.
3. Access

a) Develop a regional plan to address whether region has adequate primary care, specialty, and mental health services.
b) Oral health and vision screening for seniors must be included in a regional plan.
c) The IRIS referral system in Cook County could be expanded to the entire region.
4. Finance

a) Develop a “brain trust” of experts to continually discuss and plan financing of the region’s safety net

b) Considered incentives for hospitals to serve the un/under-insured.  

c) Considered what could be regionalized in terms of economies of scale- credentialing could be an area to do this.
d) Recommended using models that work- Access to Care/Access DuPage.  Came up with the idea that this model could be replicated to dental services with great financial advantage.

e) Change Medicaid/Medicare regulations, perhaps be Federalizing Medicaid, expanding coverage under Medicaid, or promoting a single-payer health plan.

5. Equity

a) Cultural proficiency/competency should be a priority.
b) Regional collaboration around funding for health equity is needed.
c) Reality that behavioral health frequently does not include addiction services- we need to be clear that when we say behavioral health, it includes addiction services.
d) Discussion about reality and challenge of current political systems- public doesn’t understand health equity.  Need to show value of health equity within the safety net- we need to create more public awareness of health equity.
e) Regional plan must include community engagement, build trust with communities, and use community residents as a bridge between planning and implementation.
6. Data/IT

a) We need a regional assessment of health needs- bill on Governor’s desk that will order IDPH office to establish comprehensive planning center (which has since passed).
b) Integration and quality of data must be considered, as well as standards for data – ensure standards are being used across the data system.  Two-pronged initiative between IDPH, and IPHI called IHDDI- new web query system- that will make data much for usable.
c) IL Health Data Task Force- integrating health data across 7 state agencies.  Law and Task Force exist but there are no resources to fund the work of the Task Force- advocate to provide resources to that process, and collaborate for private funding.
d) Electronic medical records and other electronic information are needed, a health information exchange can then be created in the region- encourage providers to create/implement an electronic health record and link with other providers.

Margie- final comments:
1. There is overlap between many issues and recommendations.  Now we can undertake the work of further defining these and beginning to move toward implementation.
2. We thank everyone for participating in this effort and continuing to be committed to this work.
3. We believe in this Initiative and its potential to change the health of our region.

4. Health and Medicine will be in communication with you all regarding next steps
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