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Tennessee Rural Partnership

Connecting Clinicians With Communities




Primary Care Access Initiative
Business Plan

Overview

The Primary Care Access Initiative represents a new effort between Tennessee Hospital Association and Tennessee Rural Partnership with a focus on matching the healthcare needs of Tennessee’s rural and underserved communities with primary care clinicians who have an interest in serving  those areas of the state.  The impact of a successful effort will be an improved level of access to healthcare across Tennessee, specifically in these affected communities.  
The mission of the Initiative will be to maximize access to primary care in rural and underserved areas of Tennessee.

Since 2006, the work of the Initiative has operated as Tennessee Rural Partnership (a.k.a. The Rural Partnership) through a scope of effort agreement funded through Tennessee’s four allopathic medical schools by the State of Tennessee and Centers for Medicare and Medicaid Services under Graduate Medical Education allocation.

Recent changes in the way funding is to be allocated, coupled with the Bureau of TennCare’s openness to new and flexible approaches for bringing primary care clinicians to underserved areas, speaks to the need for refining and expanding the Initiative’s focus.  
This work will build on the accomplishments of TRP’s independent efforts over the past five years.  This includes relationships with key stakeholders in underserved areas and channels of communication within Tennessee’s graduate medical education programs, as well as other sources of clinicians.

Scope

Currently, TRP matches and places clinicians with rural and underserved locations in need.  In addition, TRP has a grant through the Health Resources and Services Administration, which advances TRP’s primary mission by providing financial support for resident and community expenses related to rural rotations.   As required by the terms of the grant, this effort operates as the Workforce Development Network within TRP’s existing structure.  The Workforce Development Network is also charged with all components for rural rotations, including community relationships and identification of preceptors while strengthening residency program relationships in each region of the state.

TRP’s efforts have resulted in the placement of 48 clinicians since 2006.  Of these placements, 20 were made in FY2010 alone, which suggests an upward trajectory of success.

Of all placements, 35 have been physicians from the 26 medical residency programs in Tennessee.  Additionally, TRP has overseen the awarding of 33 stipends and the completion of 35 medical resident rotations.  

TRP’s efforts help introduce physicians to the rural setting and raise awareness of healthcare issues in these areas, in the hopes some will be interested in establishing a rural practice in Tennessee.  
TRP’s average annual operating budget since 2006 is approximately $680,000.  With approximately 35 percent of the annual $2 million GME allocation unused in 2010, it is clear greater results can be obtained given more flexibility from the Bureau of TennCare, as well as enhanced strategies and tactics to achieve the goals.  Clear and written direction from the Bureau will be necessary to fully execute these expanded efforts.
With the funding being redirected through the Tennessee Hospital Association effective January 1, 2012, an opportunity exists to leverage the brand, partnerships and experience of TRP and the resources of THA and its members to achieve greater results.  
In addition to the administrative support available through THA, TRP’s ability to attract additional funding and influence public policy is enhanced by THA’s position in the state’s healthcare community.

Accordingly, a revised Scope of Effort with the TennCare Bureau will be developed that is characterized by these parameters:

· Provide maximum flexibility in increasing primary care access

· Stipulate a primary, but not exclusive, focus on placement of medical residents training in Tennessee
· Permit placement activity and financial incentives such as stipends for other clinicians

Need

For three consecutive years, TRP conducted a Demand Assessment Survey of community-based providers.  Respondents included community health centers, county health departments, hospitals and independent practices from across Tennessee.  Over the three years, approximately 10 percent of all providers in the state reported information for the survey.  

Results from the 2007, 2008 and 2009 Demand Assessment Surveys show an average of 36 percent of respondents each year were actively recruiting for physician positions.  In addition, reported information for each year showed 22 percent of respondents were recruiting for advanced practice nurses or physician assistants.  
Based on reported information in the three Demand Assessment Surveys, the specialties with the greatest number of vacancies were (in ranked order): 
1. Family Medicine
2. Internal Medicine
3. Orthopedic Surgery
4. Pediatrics
5. General Surgery 
6. Obstetrics/Gynecology 
Also according to the three surveys, the top specialties being recruited for current or anticipated openings were (in ranked order): 
1. Family Medicine 
2. Internal Medicine 
3. Orthopedic Surgery 
4. Cardiovascular Disease 
5. Pediatrics 
Looking forward, a review of the survey methodology will be necessary in an effort to increase response rates for all provider types. 

Perhaps even more pressing than current recruitment efforts is the anticipated need for clinicians as a result of fully implemented healthcare reform in 2014.  Estimates suggest patient demand in Tennessee will increase by some 650,000 individuals, with significant impact in rural and underserved areas that are already struggling to meet the healthcare needs of the community.

Markets Served

While the communities in need represent the broad market, two distinct markets exists with regard to clinician matching, which are the mission of the Initiative.
1. Underserved communities.  Market segments might be defined by the size of the gap of healthcare providers, rural and urban distinctions, or other defining characteristics.  Key stakeholders for these markets would be defined as elected, business, civic and healthcare leaders in the respective communities.
2. Primary care clinicians.  Specific segments within this market include Tennessee primary care GME programs, nurse practitioners, physician assistants or other physicians, all with a primary, but not exclusive, focus on Tennessee residents.

Market Considerations

An effective partnership with the Tennessee Department of Health could allow TRP participants to transition into the TDOH programs and therefore remain in rural communities.  THA can help establish such a partnership.  TRP’s effectiveness would be further enhanced if clinicians viewed the organization as the critical information source for sorting through their options.

At present, TDOH has recently initiated a similar physician recruitment and placement effort for its county health departments and other locations.  This presents an opportunity to collaborate with TDOH to create compatible programs which maximize the efforts of both organizations.
TDOH also has a sole-source agreement with the Rural Recruitment and Retention Network (3RNET).  TRP’s efforts could be better managed with full access to 3RNET.  THA’s existing relationships within TDOH can help facilitate improved collaboration on the 3RNET system..
The National Health Service Corps (for designated Health Professional Shortage Areas) and the State Loan Repayment Program administered by TDOH also provide financial incentives through their loan forgiveness programs.  These programs offer greater financial incentive than TRP ($35,000 per year) and are restricted to those physicians in nonprofit practices.  Furthermore, these are only available at completion of residency.  
Strategies and Goals

The need for more clinicians in the rural and underserved areas of the state is clear.  The needs of the underserved communities and the desire of clinicians to serve in those areas are the drivers that shape what the Initiative does.

Accordingly, three strategies have been identified to address the targeted markets and accelerate the matching of clinicians with communities.  These strategies reflect the intent to take advantage of the brands of both TRP and THA and expand collaborative efforts with other organizations and government entities.

Strategy 1 – Position TRP so that local leaders look to the Initiative as their principle resource for addressing their community’s primary healthcare workforce needs.

Goal 1.  Expand the current community network to include key stakeholders in every underserved community in the state

Goal 2.  Develop economic impact data on the health care workforce as part of the community education effort

Goal 3.  Expand the nature and frequency of communication with key stakeholders to include information about available candidates, on-site programs, telecommunication, and other approaches
Goal 4.
Educate communities and key stakeholders about marketing to candidates, recruitment and retention practices and scope of practice requirements to better identify community needs.
Strategy 2 – Expand clinician recruitment and placement efforts to address the unmet need in rural and underserved areas of the state with a primary, but not exclusive, focus on Tennessee GME trainees.

Goal 1.  Expand efforts to include nurse practitioners and physician assistants, as well as GME trainees and physicians in other states who match the needs defined in the community profiles (with a special target being those formerly from Tennessee)

Goal 2.  Increase the pool of funds for incentives to place residents in rural practice and in rural rotations while still in training

Goal 3.  Integrate the various state and federal financial incentive programs in the recruiting process to provide prospective clinicians with a seamless source of information 

Strategy 3 – Serve as the central information and referral clearing house on the health care work force needs of underserved communities

Goal 1.  
Establish the methodology that makes information accurate, up to date, accessible and capable of being analyzed to guide future actions.
Goal 2. 
Capture workforce data on clinicians currently in practice (counts and demographics) and data on coverage gaps.

Goal 3.  
Develop community profiles for those with demonstrated need related to health care coverage, employers and community information such as economy, population data on health and education levels, and community assets such as schools and recreation.

Goal 4.  
Create a community-accessible blind data inventory of available clinicians across the state, including desired placement location and anticipated date of availability.
Performance Targets 

For the 2012 calendar year, the following performance targets have been established: 
Table 1. Projected Outcome Targets by Year – Placements*
	Item To Measure
	Baseline
2010-11
	Comments
	Year One
2012
	Year Two
2013
	Year Three
2014

	GME Trainees
	15
	The annual average for residents placed over the 4 Years = 9.75
	17
	20
	25

	NPs and PAs
	3
	The annual average for residents placed over the 4 years = 2
	5
	6
	8

	Other Physician Candidates
	2
	The annual average for residents placed over the 4 years = 1
	3
	4
	5

	TOTAL PLACEMENTS
	20
	Based on % increase
	25
	30
	38

	Notes
	
	
	Projecting 10% increase
	Projecting 20% increase
	Projecting 25% increase

	Practice Sites engaged in the TRP system**
	127 existing
	
	23 new sites = 150
	50 new sites = 200
	50 new sites = 250

	Clearinghouse 
	
	
	Design & launch
	Promote, adjust and coordinate with state officials
	Add/update features


*A placement is considered to be the process completion of referring a candidate to a practice site; a match that lead to a referral that resulted in the candidate taking the position with a contract for employment negotiated.
**A practice site is defined as a location that has entered vacant position(s) in the TRP system; this could be a community that does not have a medical provider at all but is most likely some type of clinic or hospital.
TABLE 2. PROJECTED OUTCOME TARGETS BY YEAR – INCENTIVES*
	Item To Measure
	Baseline
2010-11
	Comments
	Year One
2012
	Year Two
2013
	Year Three
2014

	GME Trainees
	14
	Stipends are dependent on the # of eligible residents in any given year
	16
	18
	22

	NPs and PAs
	0
	A new program will be established for mid-level providers
	3
	6
	8

	Other Physician Candidates
	0
	A new program will be established for communities to bring a seasoned provider in
	1
	2
	5

	Total Stipends
	14
	Based on % increase
	20
	26
	25

	Notes
	
	
	Projecting 10% increase
	Projecting 10% increase
	Projecting 20% increase


*An incentive is considered to be any type of enticement or encouragement, financial or otherwise, utilized to support the placement of a candidate in a rural area.
TABLE 3. PROJECTED OUTCOME TARGETS BY YEAR – ROTATIONS*
	Item To Measure
	Baseline
2010-11
	Comments
	Year One
2012
	Year Two
2013
	Year Three
2014

	GME Trainees
	30
	The Base line is a compilation of the “pilot” and HRSA rotations 
	38
	46
	30

	NPs and PAs
	0
	No mid-level rotations have been approved by the HRSA grant & a new program will need to be established 
	3
	6
	8

	Other Physician Candidates
	0
	Only out of state residents would be eligible for this new program, will need to be developed
	1
	2
	3

	Total Rotations
	30
	The projections in this section are truly guesstimates
	42
	56
	41

	Notes
	
	
	
	Last year of HRSA grant support
	


*A rotation is considered to be a formal opportunity for a trainee (a medical resident or other professional health clinician student) to spend training time in a rural setting. An approved preceptor must be in place before a rotation can be initiated and the length of the rotation is determined by the program director, the preceptor and the trainee.                                                     

Performance Measures

In order to effectively evaluate the performance targets outlined above, specific performance measures are needed.  These should include comprehensive and quantifiable tracking of staff activities and efforts supported by the funding.  Examples include:

· Number of candidates entered into Practice Sights

· Referrals made

· Interviews/meetings conducted

· Presentations given

· Outreach efforts with communities

· Stakeholders reached

Financial Pro Forma
Through working with THA, TRP intends to use all allocated funds during 2012 and work towards expanding financial resources in 2013, 2014 and beyond by pursuing appropriate grant opportunities.  The following pro forma reflects known information for 2012 and anticipated funding results for out years.  

Table 4.  Three Year Pro Forma
	Revenue
	Year 1
	Year 2
	Year 3

	GME allocation
	$2,000,000
	$2,000,000
	$2,000,000

	Other grants 
	$200,000
	$400,000
	$750,000

	Miscellaneous
	$7,500
	$10,000
	$10,000

	Total
	$2,207,500
	$2,410,000
	$2,760,000

	Expenses
	 
	 
	 

	Administration and operations
	$160,000
	$160,000
	$165,000

	Clearing house
	$150,000
	$125,000
	$75,000

	Clinician recruiting and placement
	$475,000
	$450,000
	$495,000

	Practice site engagement
	$410,000
	$350,000
	$375,000

	Grant writing
	$50,000
	$50,000
	$50,000

	Total general and administrative
	$1,245,000
	$1,135,000
	$1,160,000

	Financial incentives*
	$900,000
	$1,250,000
	$1,500,000

	Total
	$2,145,000
	$2,385,000
	$2,660,000

	Surplus/Deficit
	$62,500
	$25,000
	$100,000



* Increases in financial incentives are directly tied to increased grant income and G & A efficiencies that may occur over time.

Operational Plans

1. Practice Site Engagement
a. Expand current partner relationships with the state’s medical schools, Tennessee Primary Care Association, THA, NHSC and TDOH to include additional organizations (i.e., Tennessee Department of Economic and Community Development, Tennessee Chamber of Commerce, Association of County Mayors, Regional Health Councils, and Tennessee Department of Labor and Workforce Development)
b. Cultivate relationships in targeted communities with key community leaders and stakeholders in the local health care landscape

c. Educate target communities about effective clinician recruiting and retention strategies
2. Clinician Recruitment and Placement
a. Recruiting

i. Build on medical school relationships to insure meaningful access to students and residents

ii. Cultivate relationship with Nurse Practitioner and PA training programs to gain meaningful access to students

iii. Increase prospect pool by utilizing professional associations and network connections

iv. Increase the prospect pool by obtaining unlimited access to 3RNET

b. Financial Incentives

i. Provide TN Medical Residents with stipends with flexible terms that reflect market forces (currently determined to be $35,000/yr)

ii. Provide TN PAs, NPs, other residents, and physicians, with financial incentives that reflect market forces

iii. Increase rural based rotations to build resident affinity with the rural experience using financial incentives that reflect market forces

iv. Maximize coordination with other incentive programs such as hospital and clinic incentives and state and federal loan programs

3. Clearing House Data Base

a. Establish data elements that reflect workforce data, community information, and clinician data and data base architecture that provides security, ease of use and change, and supports data mining

b. Design data capture methodology for building and maintaining a comprehensive data base

c. Pilot data base by year end

Staffing

1. 
Job descriptions
a.
Executive Director – Oversees results, planning, operations, budget and personnel
b.
Executive Assistant – supports Executive Director
c.
Regional Coordinators (3) 
i. Manage clinician recruiting, including resident rotations, in defined territory
ii. Coordinate clinician placement utilizing statewide data base of opportunities
iii. Develop network of community leaders and practice sites and acquire requisite data in defined territory
iv. Pursue rotation opportunities at practice sites in territory
d.  Operations Manager –manages day to day operations including:
i. Coordinator support
ii. Communications
iii. Data base management
e. Organizational chart (next page)

f. Contract services

i. Grant writer - The key to expanding the number of placements will lie in leveraging existing funding to attract additional grants to cover an expanded financial incentive program.  Accordingly, a key staffing need will be fund development expertise to pursue grant opportunities.  Initially, this would be accomplished by retaining someone with the expertise on a contract basis.  

ii. Database design and development (external contract) – Database design and development will require outside expertise to launch an expanded, fully functional clearing house which is key to the organization maintaining its superior position in its target markets.

iii. Administrative services – Functions such as accounting, network support and payroll and personnel would be outsourced to THA as currently are occupancy services.

Organizational Chart – this still needs to be revised & I can’t seem to defeat Joe’s protection!
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Structure

1. Corporate Structure – there are four givens as it relates to the question of structuring the Initiative:

a. The TennCare Bureau scope of effort will be redrawn to 1) broaden the clinician category to include other providers while retaining a primary focus on TN Medical Residents and 2) provide greater flexibility in awarding financial incentives

b. 501 (c)(3) status of TRP is valuable and should be retained as it provides access to the grant funding arena.

c. THA will be held accountable for the use of the $2 million in funds, which will be drawn down from the medical schools.

d.  The TRP brand is a valuable specific asset within the target communities and the medical schools

With those as a givens, TRP will function as a wholly-owned subsidiary of THA, with a governance structure as outlined below. 
2. Governance
a. As a THA subsidiary, TRP’s governance structure would be similar to that of THA’s current for-profit subsidiary, THA Solutions Group.

i. TRP would restructure bylaws so that its governing board is a new stakeholder board made up of a majority of appointments by THA, with minority appointments from TRP

ii. This new stakeholder board would report to the THA Board of Directors

iii. Opportunities for working with THA’s existing Health Workforce Development Advisory Committee will be explored to maximize efficiency
3. Specific Assets – Aside from the typical depreciable assets related to its operation (furniture & equipment) the major asset of the Initiative will be the clearing house database.  The substantial investment to be made will create an asset that is likely to prove both a significant competitive advantage while at the same time promoting collaboration among the various players. 
In addition, TRP currently maintains two specific assets vital to the successful operation of the organization.  These are designed as follows:
a. Practice Sights
 – software designed to help state and nonprofit agencies recruit healthcare professionals while streamlining recruitment efforts through a candidate-based match system, as well as structured method for recruitment.  This method includes use of recruiters in the field and/or community liaisons.

b. Workforce Development Network – as dictated by the HRSA grant, the Network exists to help communities put in place a system for enhanced physician recruitment through rural rotations.  This includes community-based training opportunities in rural health practices for interested residents.  TRP was eligible to apply for this funding due to the establishment of its rural-based office in Camden, Tenn.
4. Physical plant and equipment – TRP currently operates out of facilities at THA and an office in Camden used in conjunction with its HRSA grant.  Both facilities have a mix of purchased and leased furnishings and equipment having no substantial value. 

Conclusion
Subject to action and approval of this plan by the respective boards of Tennessee Hospital Association and Tennessee Rural Partnership at meetings in December 2011, this plan will be implemented Jan. 1, 2012.  Implementation of the plan will set in motion this new and expanded scope of work for TRP under the corporate structure of THA.
Specifics to consider:

1. Development and Training within the new positions = no person on the chart will have the same position as in 2011

2. Timeframes for the completed transition components

3. how to continue to do the work while the transition is being done.

4. objectives and action items with assignments for the goals 
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