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Affiliations between Health Centers and Local Correctional Facilities to
Provide Continuity of Care for Offenders provides an overview of affiliation
opportunities available to health centers seeking to collaborate with local
correctional facilities in their service area. Specifically, this manual:

B Describes the medical home model of care as a strategy to address
offenders’ health needs.

B Defines key terms for the purposes of this manual, including Federally
Qualified Health Center (FQHC), Local Correctional Facility and Affiliations.

B Explores reasons to partner health centers and local correctional facil-
ities, and the benefits of such partnership.

B Discusses legal and policy requirements for health centers to address
when considering whether to develop a particular health center-local
correctional facility affiliation.

B Explores various affiliation models and describes factors to consider in
assessing the feasibility and viability of a particular affiliation, given
Federal rules and requirements applicable to health centers.!

B Provides key terms for written agreements to implement an affiliation
approach that is compliant with applicable health center Federal rules and
requirements.

B Describes steps health centers can take to promote offenders’ contin-
uous access to health care after confinement.
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This introductory chapter
addresses:

B What is the Medical
Home Model?

B What is a Federally
Qualified Health Center
(FQHC)?

B Whatis a Local
Correctional Facility?

B What is an Affiliation?




What is the Medical Home
Model?

Collectively, individuals confined in local correctional facilities are one of
the most disenfranchised and medically underserved populations in our
nation. Despite offenders’ significant health needs, some jurisdictions do
little to assure access to adequate and continuous health care. Available
medical services are typically limited to the acute care episode and are
intermittent and fundamentally inadequate.

This health crisis among the offender population is not an isolated prob-
lem removed from main stream society. Rather, offenders frequently cycle
in and out of local correctional facilities and are members of the commu-
nities presently served by the health center.

A key strategy to improve offenders’ health outcomes, prevent recidivism
and reduce health care costs is to provide offenders with a “medical
home.” According to the Health Resources and Services Administration
(HRSA), a “medical home” is not a building, house, or hospital, but rather
an approach to providing comprehensive primary care.? The Academy of
Pediatrics defines a medical home as primary care that is:3

B Accessible

B Continuous

B Comprehensive
B Family centered
B Coordinated

B Compassionate

B Culturally effective

The medical home does not limit care to case management, but rather
takes a holistic approach to health care.

“To protect our nation, it is absolutely imperative to provide
good medical care to incarcerated individuals. And even more
than medical care, we must help the men and women in our
custody to take better care of themselves and practice healthy
behaviors so that they are as healthy as possible when they
return to their communities.”*

- Rear Admiral Kenneth P. Moritsugu, M.D., M.P.H.
United States Surgeon General

The medical home model prevents sickness, manages chronic illness and
reduces the need for avoidable, costlier care such as emergency room
(ER) visits and hospitalization.® The medical home model also results in a
better continuum of care and, ultimately, higher quality of care provided
to the patient.
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According to the National Association of Community
Health Centers (NACHC), Federally Qualified Health Cen-
ters (FQHCs or health centers) serve as the medical home
for 18 million people nationally.” Given their locations in
high-need areas and their obligations to make services
available to all residents, health centers are logical
partners for local correctional facilities.

Both health centers and local correctional facilities, how-
ever, operate within certain legal frameworks that must
be considered when developing a collaboration. Addi-
tionally, the partners must carefully consider ways in

What is a Federally Qualified

A Federally Qualified Health Center (referred to here-
inafter as an FQHC or health center) is a public or private
non-profit, charitable, tax-exempt organization that
receives funding under Section 330 of the Public Health
Service Act (Section 330), or is determined by the
Department of Health and Human Services (DHHS) to
meet requirements to receive funding without actually
receiving a grant (i.e., an FQHC “look-alike™).®

“For more than 40 years, health centers in the
United States have delivered comprehensive,
high-quality primary health care to patients

regardless of their ability to pay.’”

There are presently over 1,200 health centers operating
6,600 sites in every state and territory.© It is estimated
that health centers save the national health care system
between $9.9 billion and $17.6 billion a year by helping
patients avoid obtaining care at emergency rooms and
making better use of preventive services."

Health centers successfully overcome barriers to care
because they are located in high-need areas, are open to
all residents of their service areas, offer services that
facilitate access to care such as outreach and trans-
portation, and tailor their services to their patients’ and
their communities’ unique cultural and health needs.

Health center patients are some of the nation’s most vul-
nerable individuals. Recent surveys indicate, among
other things:™?

which the services can be integrated into the health cen-
ter’s healthcare delivery system smoothly and effectively.

The health center-local correctional facility affiliation
models described in this manual address these and other
issues by providing mechanisms to directly link offenders
with the community-based health center system, thereby
promoting the offenders’ familiarity with the health
center system and increasing the likelihood that they will
continue obtaining services from the health center post-
confinement.

Health Center (FQHC)?

B 71% of health center patients have family incomes at or
below federal poverty guidelines

B 39% of health center patients are uninsured
B 35% of health center patients depend on Medicaid

B Roughly half of health center patients live in econom-
ically depressed inner city communities with the other
half residing in rural areas

Health Center Patients By Race, 2007

Other
4%

African- Hispanic
American 20%
40%
Caucasion
36%

Source: Bureau of Primary Health Care, HRSA, DHHS, 2007
Uniform Data System

Fundamentals of the Health Center
Model

There are four cornerstones of the health center model,
all of which must continue to be satisfied under any affil-
iation or collaboration with a community partner. Specif-
ically, the health center must:




(1 be located in a federally-designated medically under-
served area or serve a federally-designated medically
underserved population;

(2) serve all residents of the health center’s service area
regardless of ability to pay;

(3) provide a full continuum of primary and preventive
care services; and

(4) be governed by an independent community-based
board of directors that complies with all Section 330-
related size, composition and selection requirements and
maintains and autonomously exercises all authorities and
responsibilities required of a health center governing
board.

With respect to the governing board, Section 330 law,
regulation and policy require the following:

Board Composition

B The board size should be between 9 - 25 members.

B At a minimum, a majority of the board members must
be active consumers of the health center’s services (i.e,,
persons who utilize the health center as their principal
source of primary care and have done so within the last
two years) who collectively represent the individuals
being served by the health center in terms of various
demographic factors, such as economic status, race, eth-
nicity and gender.

B The remaining non-consumer board members must be
representative of the health center’s community, and
should be selected for their expertise in various fields.

B No more than one-half of the non-consumer board
members may be individuals who derive more than ten
percent (10%) of their annual income from the health care
industry.

B No member of the board of directors can be an
employee of the health center or an immediate family
member of an employee (i.e., spouse, child, parent, or sib-
ling), by blood, marriage or adoption.
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Board Responsibilities and Authorities

The board must exercise the following authorities
common to all corporate boards of directors:

B Attend to any matter that the board determines is
in the best interest of the corporation, and is within the
purposes and objectives of the corporation.

B Take all necessary steps to assure the achievement of
the purposes and objectives of the corporation.

Additionally, health center governing boards must
autonomously exercise the following authorities without
interference from any non-health center individuals or
entities:

B Directly employ and approve the selection, annual
evaluation and dismissal of the Executive Director/Chief
Executive Officer (CEO).

B Prepare and approve the annual budget and project
plan, including the annual Section 330 grant application
or FQHC look-alike certification/application.

B Adopt and, as necessary, update financial management
practices, personnel policies and procedures, and health
care policies and procedures.

B Evaluate the health center’s activities.

B Establish and maintain collaborative relationships with
other health care providers and social agencies in the
relevant service area.

B Maintain a commitment to provide services to the
medically underserved populations(s) served by the
health center.

B Assure that the health center is operated in compli-
ance with applicable federal, state and local laws, regula-
tions and policies.
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The Correctional Facility must
be Community-Based for a
Successful Health Center
Affiliation

Local correctional facilities where offend-
ers are primarily drawn from the health
center’s community, as well as from the
nearby communities, are best suited for
health center affiliations. Consequently,
the models described in this manual focus
exclusively on potential partnerships with
local correctional facilities where the
majority of offenders reside in the health
center’s medically underserved area, or
that house offenders that are primarily part
of the medically underserved population
served by the health center.

For purposes of this manual, the term “cor-
rectional facility” does not refer to state
operated prisons.

What is a Correctional Facility?

A correctional facility is a place of incarceration by government officials
that serves to confine individuals and may be classified as minimum,
medium and/or maximum security facilities. These facilities can be oper-
ated by a city, county, or state government, or by federal authorities. The
broad categories of correctional facilities include the following:

B Jails are operated by counties or municipal authorities and generally
confine individuals awaiting trial or serving sentences that are typically of
less than one year. Individuals awaiting trial may be confined anywhere
from a few hours to more than a year, based on the particular jurisdiction’s
ability to process offenders through the system. Individuals in jail typi-
cally await trial and serve their sentences at a facility close to their home,
and return to the local community upon release.

B Prisons are operated by state, provincial, or the national government
and typically house inmates serving longer sentences. Prisons are often
located far from the areas where inmates will live after release.

Types of Correctional Facilities

Correctional facilities vary extensively in size, security level, and in the
populations they confine.

Secured Correctional Facilities

Offenders in secured correctional facilities may include both convicted
individuals and individuals awaiting trial. In addition, a secured correc-
tional facility may confine a broad range of offenders, or a particular
sub-population with unique needs, such as those with mental illness.

Secured correctional facilities include, but are not limited to, the following:

B Pretrial Offenders are confined in a facility, but are not yet

convicted

B Sentenced Offenders are convicted and given a short term

sentence in a local facility

B Mixed Facility includes both pretrial and sentenced offenders

B Regional or City Facility serves the needs of the participating
jurisdictions
B Receiving Facility receives, classifies and then moves

offenders to another facility

B Mental Health Facility specifically houses offenders with mental

health problems

B Substance Abuse Facility specifically houses offenders with
substance abuse problems

B Hospital Facility specifically houses offenders with

medical problems

B Sex Offenders Facility specifically houses sexual offenders




Medium / Minimum Security Facility

Offenders may be classified to live within a reduced level
of security because of the nature of their crime, their par-
ticipation in programming, or other factors that mitigate
the need for secured confinement. The level of incarcer-
ation may take on various forms, such as:

B a secured facility with correctional staff, locks and
fences; or

B a facility with or without correctional staff that is not
well secured.

Community-Based Supervision

Offenders may be permitted to live at home or at another
designated residential setting under the supervision
of local authority. Typically supervision programs are
managed by probation or parole departments. Supervi-
sion may come in various forms, such as:

B electronic monitoring;
B drug testing, both regular and random; and
B scheduled or unscheduled check-ins.

Examining the Local Correctional System
Population

When discussing health center-local correctional facility
affiliations, it is important to look beyond the number of
confined offenders at any given time. This snapshot sta-
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tistic does not capture the size of the population that
passes through in the correctional facility system. The
most important statistic is the number of people that flow
through the system each year.

B There are over 12 million jail admissions and releases,
representing about 9 million unique individuals, each year
across the United States.™

B More than 1in every 100 adults is now confined in a
United States jail or prison.*

The length of confinement at local correctional facilities
varies, although the vast majority of offenders are con-
fined for less than 6 months.

B The Bureau of Justice Statistics approximates that 20%
of annual offender admissions stay longer than 1 month,
13% stay longer than two months, 7% longer than four
months and 5% stay longer than six months.”

The incarcerated population is mostly poor, urban and
undereducated. Surveys indicate, among other things:'®

B 60% do not have a high school diploma or general
equivalency diploma;

B 46% have a family member who was incarcerated,;

B 30% of inmates are unemployed in the month before
arrest; and

B 14% were homeless at some point during the year
before they were incarcerated.
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What is an Affiliation?

HRSA defines an “affiliation” as an “agreement that
establishes a relationship between a [health center] and
one or more entities.”” According to HRSA guidance,
health centers are encouraged to affiliate with other
entities to strengthen their ability to achieve their mission
of providing access to and availability of primary health
services to medically underserved and vulnerable popu-
lations who reside in a health center’s community.'®

The importance of affiliating with other community-
based providers is evident throughout health center-
related policy, and is addressed in various grant applica-
tions, including New Access Point, expansion, and budget
and project continuation applications. For example, the
December 2007 New Access Point application stated
that competitive applicants must demonstrate “appro-
priate collaboration, coordination and integration with the
activities of... State and local health services delivery proj-
ects and programs providing services to the identified
underserved population/community.”® Collaboration within
the community is also a key element of the service delivery
models and scopes of project of most (if not all)
health centers.

Health Center Affiliation Partners

The range of affiliation partners and models is broad and
flexible, providing health centers latitude to form collab-
orations that support and improve the provision of qual-
ity health care services to all populations residing in their
community. The range of partners that currently affiliate
with health centers is exceptionally broad, including, but
not limited to, hospitals, health systems, other ambula-
tory care facilities, behavioral health facilities, assisted liv-
ing facilities, nursing homes, and Skilled Nursing Facilities.

Models for Health Center-Local
Correctional Facility Affiliations

In the context of corrections, health centers nationwide
are increasingly affiliating with local correctional facilities
and including such services in their scopes of project.
The models for such affiliations include:

B Providing services directly at the local correctional
facility site (see Chapter 4, page 29);

B Providing triage services at the local correctional
facility site (see Chapter 4, page 30);

B Transporting offenders to the existing health center
site (see Chapter 4, page 32); and

B Transporting offenders to a new health center site (see
Chapter 4, page 32).

While this manual provides a general overview of several
health center-local correctional facility affiliation models
and describes key legal considerations, it is important to
note that every affiliation arrangement will vary depend-
ing on the specific goals of the partnership, the offenders’
medical needs, and the organizational structure of both
the health center and the local correctional facility.

Section 330-Related Policies Regarding
Affiliations

Although HRSA encourages health centers to affiliate
with other entities, it expects health centers to remain
diligent in complying with all Section 330-related
requirements and regulations. HRSA is particularly con-
cerned with potential affiliations that diminish the health
center’s role in carrying out its activities, or vesting too
much oversight authority in the affiliating entity - all of
which are to be avoided if a health center wants to retain
federal support and benefits.

To clarify the manner in which health centers can collab-
orate with other organizations while complying with
applicable law and implementing regulations, HRSA
issued two policy guidances - Policy Information Notice
(PIN) # 97-27, Affiliation Agreements of Community and
Migrant Health Centers, and PIN # 98-24, Amendment to
PIN 97-27 Regarding Affiliation Agreements of Commu-
nity and Migrant Health Centers.

PIN # 97-27 sets out four areas of critical concern that
must be considered by health centers prior to entering
into any affiliation arrangement.?° Each area is addressed
below.

Corporate Structure: HRSA scrutinizes proposed affil-
jations that impact the corporate structure of the health
center to determine whether the particulars of the rela-
tionship adversely affect the health center’s compliance
with the Section 330 statute and implementing regula-
tory requirements regarding board selection, composi-
tion, and responsibilities and powers (including, but not
limited to, autonomous decision-making of the health
center board in key areas of policy-making), as described




in Chapter 1, pages 4-5. Generally, these types of arrange-
ments will not be approved unless the health center can
demonstrate that it remains compliant with all require-
ments and continues to exercise all required authorities.

Governance: Under all affiliation arrangements, HRSA
requires that the health center board remain compliant
with all Section 330-related selection and composition
requirements. Specifically, no other party may:

B Select (1) the majority of the health center board mem-
bers; (2) the majority of the non-consumer members;
(3) the board Chairperson; or (4) the majority of mem-
bers of the Executive Committee.

B Preclude the selection, or require the dismissal, of
board members not appointed by that party.

With respect to the board’s authorities, as described in
Chapter 1, page 5, no other party may: (1) have overriding

References

1. This manual only addresses affiliation models where clinical
services are provided to offenders on behalf, and under the con-
trol, of the health center; are subject to the health center’s qual-
ity review procedure; and are (or will be) included within the
health center’s scope of project.

2. Health Centers: America’s Primary Care Safety Net, Reflections
on Success, 2002-2007. U.S. Department of Health and Human
Services (DHHS), Health Resources and Services Administration
(HRSA), Bureau of Primary Health Care (BPHC), June 2008, p. 3.
3. American Academy of Pediatrics, Pediatrics Vol. 110 No. 1, July
2002, pp. 184-186.

4. Rear Admiral Kenneth P. Moritsugu, M.D., M.P.H, United States
Surgeon General, DHHS, Remarks at the American Correctional
Association 2007 Winter Conference, Saturday, January 20,
2007, Tampa, FL, “Improving the Health of Incarcerated Men and
Women.”

5. Fact Sheet- America’s Health Centers: Serving as Health Care
Homes. National Association of Community Health Centers
(NACHC), January 2007. Available at www.nachc.com/research.
6. Hammett, TM,, Roberts, C., Kennedy, S., et al. Evaluation of
Hampden County Public Health Model of Correctional Health
Care. Cambridge, MA: Abt Associates, February 2004.

7. Fact Sheet- America’s Health Centers. NACHC, August 2008.
Available at www.nachc.com/research.

8. See generally Section 330 of the Public Health Service Act (42
U.S.C. § 254b) and its implementing regulations (42 C.F.R. Part
51c).

9. Health Centers: America’s Primary Care Safety Net, Reflections
on Success, 2002-2007. DHHS, HRSA, BPHC, June 2008, p. 1.

CHAPTER 1 /ntroduction

approval authority, (2) have veto authority (through
“super-majority” requirement or other means), and/or
(3) have “dual majority” authority.

Management and Finance: Under the affiliation
arrangement, no other party is permitted to: (1) select or
dismiss the health center’s Executive Director/CEO (no
exceptions); and/or (2) select or dismiss the health
center’s Chief Financial Officer (CFO) or Chief Medical
Officer (CMO) (subject to good cause exceptions).

Health Services/Clinical Operations: Under the affil-
jation arrangement, no other party is permitted to: (1) hire
or dismiss the majority of the health center’s full-time
primary care providers (subject to good cause excep-
tions); and/or (2) control the health center’s relationships
with other entities unless there is no impact on compli-
ance with statutory and/or regulatory requirements.

10. Fact Sheet- America’s Health Centers. NACHC, August 2008.
Available at www.nachc.com/research.

1. Access Granted: The Primary Care Payoff. NACHC, August
2007. Available at www.nachc.com/research.

12. Fact Sheet- America’s Health Centers. NACHC, August 2008.
Available at www.nachc.com/research.

13. The Importance of Successful Reentry to Jail Population
Growth. Power Point presentation by AJ Beck, Chief, Corrections
Statistics Program, Bureau of Justice Statistics, U.S. Department
of Justice. Presented at the Jail Reentry Roundtable, the Urban
Institute. Washington: June 27, 2006.

14. One in 100: Behind Bars in America 2008. Pew Center on the
States, Pew Center on the States (February 2008).

15. The Importance of Successful Reentry to Jail Population
Growth. Power Point presentation by AJ Beck, Chief, Corrections
Statistics Program, Bureau of Justice Statistics, U.S. Department
of Justice. Presented at the Jail Reentry Roundtable, the Urban
Institute. Washington: June 27, 2006.

16. Soloman, AL., Osborne, JWL., Lo Buglio, SF, et. al., Life After
Lockup: Improving Reentry from Jail to the Community, Urban
Institute, May 1, 2008, p. 20.

17. See HRSA Policy Information Notice (PIN) # 97-27: Affiliation
Agreements of Community and Migrant Health Centers, July 22,
1997, p. 5.

18. See id. at p. 4.

19. BPHC New Access Point (NAP) New Grant Competition An-
nouncement Number HRSA 08-077, Fiscal Year 2008, p. 8.

20. HRSA PIN # 97-27 at pp. 9-16.




CHAPTER 2 Health Center-Local Correctional Facility Affiliations

CHAPTER 2 Health Center-Local
Correctional Facility
Affiliations: A Practical
Partnership

Affiliating with local correctional facilities is consistent with and furthers
the health center mission to “increase access to and availability of primary
health services to medically underserved and vulnerable populations who
reside in a health center’s community.”” Moreover, this affiliation is also
consistent with the correctional facility mission to prevent recidivism and
protect the public’s health and safety.

This affiliation partnership is a practical step to assist both health centers
and local correctional facilities fulfill their respective missions, thus
improving the health, welfare and safety of the offenders as well as the
community at large.

“When an individual is released from a prison or jail setting,
the corrections system no longer has responsibility, or authority,
for his or her care. Many times the inmate is released without
much money or support, right back into the old neighborhood
without linkages back to the health care community. To ‘close
the gap,’ those who are released need continuity of care to
maintain the good treatment and care started in the correctional
facility. The corrections and local public health systems need to
work together to ensure that those who are released continue their
treatment and care once they go back to their communities.’”?

- Vice Admiral Richard H. Carmona, M.D., M.P.H., FACS
United States Surgeon General

This chapter addresses:

B Health Care Needs
Among Offenders

B Local Correctional
Facility Perspective

B Health Center
Perspective

B Benefits of Health
Center-Local Correctional
Facility Affiliations
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Health Care Needs Among Offenders

Individuals confined in correctional facilities are at
increased risk for several infectious diseases such as
HIV/AIDS, sexually transmitted diseases, tuberculosis,
dental caries, and abscesses. In addition, drug and alcohol
addiction, lack of access to health care and medication,
poverty, marginal nutrition, altercations, poor housing
and intermittent homelessness raise both the incidence
and intensity of other chronic conditions including
hypertension, diabetes, seizures, asthma, cardiovascular
diseases and gastrointestinal disorders.

The incidence of medical conditions, though elevated,
may be dwarfed by mental health disorders, and it is
often hard to know whether mental impairment is the
cause or the outcome of “the slings and arrows” of diffi-
cult circumstances. In any event, the following studies
are pertinent for health centers contemplating working in
this environment.

B In 2002, more than one-third of jail inmates (37 %) re-
ported having a current medical problem other than a
cold or virus.®

B The jail population is characterized by relatively high
rates of chronic diseases, including arthritis (13 %),
hypertension (11 %), asthma (10 %) and heart problems
(6 %).4

B In one series, 64% of jail inmates had a mental health
problem.>

B Based on several national surveys, compared to the
general population, the rate of HIV/AIDS is five times
higher among incarcerated individuals, rates of hepatitis
C are 9 to 10 times higher and rates of tuberculosis are 4
to 17 times higher.®

Prior to incarceration, offenders typically had limited -
if any - contact with the health care system. For exam-
ple, the Hampden County Correctional Center located in
Ludlow, Massachusetts found that one-third of the
incoming inmates had not visited a medical provider in
the past twelve months because of cost. However, nearly
half of the men and two-thirds of the women had used
the local emergency room for health care in the same
period, which represents a serious misallocation of
resources.”

Given this lack of access to primary health care, offend-
ers frequently present at the correctional facility with sig-
nificant health care needs. Most offenders report being
guestioned about their health problems at admission;
however, less than half (47 %) receive examinations to see
if they are sick, injured, or intoxicated, and even fewer (43
%) receive a medical exam after admission. Of those who
reported a current medical problem, 42 % had met with
a health care professional about the problem since
admission to jail.2 Although correctional facilities provide
some degree of medical care, even this limited level of
care typically terminates upon release.

A comprehensive public health program of
early detection/assessment, health education,
prevention, treatment and continuity of care is
instrumental in reducing the incidence and
prevalence of disease in correctional facilities

and communities.®
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Health Centers Cannot Receive
Medicaid Enhanced Reimburse-
ment for Offenders While They
are Incarcerated

According to Federal law, Medicaid funding
cannot be provided for “any such payments
with respect to care or services for any
individual who is an inmate of a public
institution.”?

A public institution is defined as “an insti-
tution that is the responsibility of a
governmental unit or over which a govern-
mental unit exercises administrative con-
trol. A public institution does not include a
medical institution, an intermediate care
facility, a publicly operated community
residence that services no more than 16
residents, or a child-care institution with
respect to children receiving foster care or
foster care payments.” Under this defini-
tion, a health center qualifies as a “public
institution,” and therefore is subject to this
Medicaid restriction.

Although Medicaid payment is prohibited,
it is not required that individuals in correc-
tional facilities lose eligibility once they
become inmates. In fact, some states may
enroll individuals in Medicaid at the time
of confinement and suspend rather than
terminate their eligibility, to be reinstated
upon release.

Health centers can play an instrumental
role in assuring that eligible individuals are
enrolled or reinstated in Medicaid upon
release. This may result in community
cost-savings because Medicaid-enrolled
ex-offenders are more likely to seek
primary care treatment at their health cen-
ter rather than at the more costly emer-
gency rooms.”® Further, by assisting in
Medicaid enrollment prior to release, health
centers promote a post-confinement rela-
tionship with the offender patients, thus
advancing the medical home model of
care. (Additional information regarding
post-confinement Medicaid enrollment is
included in Chapter 5.)

Correctional Facility Perspective

Staff working for health centers should bear in mind that local correctional
facilities face numerous demands, expectations, and pressures that often
take precedence over the goals of improving offender health care. The
overriding concerns of corrections include 1) maintaining order and
security in the facility, 2) protecting the safety of health care and correc-
tions staff, 3) meeting the demands and expectations of the courts,
4) fulfilling federal, state, and local regulations for correctional facilities,
and 5) reducing violence and injuries incurred between jail inmates
(i.e., separating rival gangs, etc.).

Federal law requires that states and municipalities provide confined
individuals with access to health care.® This responsibility is particularly
challenging given the millions who flow through local correctional facilities
and their high rates of physical and mental illness. The cost of providing
health care is also heavy burden on the financial resources of the correc-
tional agency. In addition, there is a shortage of health professionals in
many jurisdictions.

Correctional facilities use a variety of methods to provide health care to
offenders, such as:

B Onsite delivery staff
B Fee-for-service
B Managed care

B Use of local government physicians

In general, when an individual is confined in a local correctional facility, his
or her federally-supported insurance (i.e., Medicare and/or Medicaid) will
not cover the costs for care. Private insurance may or may not cover the
costs for care provided to an individual during confinement. In any event,
very few have private insurance.

Some correctional facilities charge offenders a fee for health services. For
example, in a survey of jail jurisdictions conducted by the National
Commission on Correctional Health Care at the end of 1994, 34% of jails
stated that they had a program that charged offenders for health serv-
ices, and another 15% of jails indicated that they were exploring such a
program for implementation. Most programs in place required a fixed pay-
ment of between $2 and $10 for certain health services encounters."

Because offenders are generally prohibited from carrying cash during
confinement, these “charges” are typically reduced from offenders’
designated personal accounts or collected upon discharge. As discussed
above, correctional facilities are required to provide health services to
confined offenders. Thus, they are prohibited from denying offenders
care if their designated personal account has insufficient funds to pay
for the care.
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Under the health center-local correctional facility affilia-
tions, the payor for the health center’s services is either
the city or county. Typically, the health center would not
charge or obtain any fees from either the offender
patient or from any third party payor. If the correctional
facility charges the offender a fee, as described above,

Health Center Perspective

Section 330 defines a “health center” as an entity that,
among other things, provides required primary health
services (and, as appropriate for the particular health
center, additional health services) either directly through
the health center’s staff or through “contracts or cooper-
ative agreements.”™ Neither Section 330 nor the health
center implementing regulations at 42 C.F.R. Part 51c
require health centers to use (or prohibit them from
using) certain sites or facilities in which to provide serv-
ices to patients.

In addition to providing basic primary and preventive
health care services, health centers are required to pro-
vide (among other things):™®

B services that “enable” patients to utilize the health
center’s medical services, including outreach; and

B education of patients and the general population
served by the health center regarding the availability and
proper use of health services.

Thus, outreach and education to underserved communi-
ties is not simply an objective of the health center
program - it is also a requirement for participation.
Further, by definition, health centers are required to pro-
vide these services “for all residents of the area served

CHAPTER 2 Health Center-Local Correctional Facility Affiliations

the health center would neither collect nor retain these
funds from the offenders’ designated personal accounts
or upon their discharge. Additional information regard-
ing payment under health center-local correctional facil-
ity models is further addressed in Chapter 4, page 35.

by the health center”® As with sites and facilities,
neither Section 330 nor the implementing regulations
further define which individuals in the community
would be “residents.” Rather, most health centers define
“resident” consistent with its common usage- an individ-
ual (or family) who is housed in and declares him or her-
self to be a resident of an area.

Because offenders in local correctional facilities are
currently housed within the community and, more
importantly, typically return to the community after con-
finement, such individuals should qualify as “residents of
the area served by the health center.” Outreach to the
offender population is, therefore, consistent with the
requirements of the health center program.

The physical isolation of offenders during confinement
creates a challenge for health centers to reach some of
the most underserved individuals in their community.
However, the period of confinement can also be an ideal
opportunity to utilize the health center’s community-
based model. Offenders can establish a relationship with
health centers during confinement, and continue to
access care after release, ultimately benefiting the health
and safety of the entire community.
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FTCA Checklist

Health centers must respond “yes” to all of
the following questions to assure that
FTCA coverage is available for services
provided by the health center providers
under the health center-local correctional
facility affiliation. Satisfying these ques-
tions does not, however, guarantee FTCA
coverage. Health centers are encouraged
to consult with HRSA to confirm FTCA cov-
erage.

B Does the health center receive Section
330 funding?

B Is the health center deemed eligible for
FTCA coverage?

B Are the services provided to the offend-
ers included within the health center’s ap-
proved scope of project? (See Chapter 3,
pages 22-23 for information on scope of
project)

B s the site where services are provided
to offenders included within the health
center’s approved scope of project?

B Does the offender qualify as a health
center patient and is he or she appropri-
ately registered? (See Chapter 3, page 21
for the definition of “patient™)

B Are the providers for the correctional
health services health center employees,
OR, if the providers are contractors to the
health center, is the contractual agreement
directly between the health center and the
individual health professional providing
services to the health center’s patients and
does the contracted provider meet the
hour requirements described on page 17?

B Are the services provided included
within the provider’s scope of employ-
ment/contract?

B |s the health center responsible for
billing the payor (i.e., the city or county) for
the health center’s services provided to the
offender patients?

Benefits of Health Center-Local
Correctional Facility Affiliations

The potential benefits of health center-local correctional facility affiliations
extend beyond the four walls of the medical room and into the greater
community.

Benefits for the Community at Large

B May reduce chronic disease and the spread of infectious disease in the
community, including tuberculosis, hepatitis A and B, HIV, and sexually
transmitted diseases.

B Immunizations against hepatitis A and B provided to at-risk offenders
may improve community immunity and may interrupt disease transmis-
sion.”

B Offenders are more likely to exhibit appropriate behaviors when they
are healthy and receiving proper and adequate care; therefore, providing
a medical home to offenders post-release may reduce crime in the
community and improve public safety.’®

B Promotes offenders’ successful re-entry into the community after con-
finement, which may result in a decrease in recidivism.

B May reduce the need for more expensive in-patient and specialty care
services as well as emergency room visits, resulting in significant savings
to the health care system and to the jurisdiction responsible for these
costs.

B Allows providers to gather vital patient level data through disease
registries.

Benefits for the Offenders

B Provides offenders with a medical home where they can access a full
range of quality primary and ancillary care services both during and after
confinement, which reduces service gaps.

B Assists offenders in accessing the full range of safety net services and
public benefits available in the community post-confinement (e.g., food
stamps, substance abuse counseling, Medicaid eligibility, and other social
services).

B Prenatal care provided to offenders improves birth outcomes, prevents
vertical disease transmission such as HIV and educates women about well-
baby care, childhood immunizations and nutrition, decreasing premature
birth (with attendant costs) and morbidity.”®

B May reduce chronic disease and the spread of infectious disease within
the offender population (i.e., while incarcerated).

Benefits for the Health Center

B Maintains and enlarges the health center’s patient base and target pop-
ulations.
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B Maximizes and enhances the health center’s revenue through contracts.

B Improves the health center’s ability to deliver the proper level of care
in an appropriate setting on a timely basis.

B Promotes the health center’s mission to maintain, enhance and increase
access to and availability of primary health care services to medically
underserved and vulnerable populations who reside in a health center’s
community.

Benefits for the Local Correctional
Facility

B With good health care during confinement, offenders are likely to be
more content and cooperative within the correctional system.

B |dentification and treatment of infectious diseases among offenders
protects the health of local correctional facility staff by reducing commu-
nicable disease transmission.

B May reduce the jurisdiction’s cost of providing health care to offenders
and/or its global health care expenditures.

B Promotes partnership with various local organizations, which may
expand the local correctional facility’s programs and community support.

B May prevent recidivism, therefore reducing correctional facility over-
crowding.

Section 330-Related Benefits

An additional advantage of affiliations between local correctional facilities
and health centers is that the arrangement, if structured appropriately,
may be eligible for certain Section 330-related benefits that assist the
health center in providing high quality care to the populations served
under the affiliation. The two most notable benefits are Federal Tort
Claims Act (FTCA) coverage for the health center and its providers, and
discounted drug pricing under Section 340B of the Public Health Service Act.

FTCA Coverage (in lieu of purchasing malpractice insurance).?°

B FTCA provides professional liability/medical malpractice coverage for
services provided by a health center and its officers, directors, employees
and certain contractors to the health center’s patients and generally
furnished at the health center’s site(s).?

B To be eligible for FTCA coverage, a health center must receive funds
under Section 330 and be deemed eligible for coverage. As such, FTCA
coverage is available only to the health center; it cannot be extended to
a health center’s affiliation partner (and/or the partner’'s employees/
contractors).

M FTCA is only available for:
(1) the deemed health center (as well as its directors and officers);

(2) health center employees that provide services on a full-time or part-
time basis;

340B Drug Pricing Checklist

Health centers must respond “yes” to all
of the following questions to assure that
Section 340B drug pricing is available
under the health center-local correctional
facility affiliation. As with FTCA, satisfying
these questions does not guarantee access
to 340B drug pricing. To confirm access to
340B drug pricing, health centers are
encouraged to register and consult with
the Office of Pharmacy Affairs at HRSA.

B Does the offender qualify as health
center patient and is he or she appropri-
ately registered? (See Chapter 3, page 21
for the definition of “patient™)

B Is the health center responsible for
ordering and purchasing the drugs?

B Can the health center, at a minimum,
break-even from a reimbursement per-
spective?

B Can the health center establish a track-
ing system (or an alternative system
approved by the Office of Pharmacy
Affairs) to ensure that the drugs purchased
under the Section 340B program are not
resold, transferred or diverted to non-
health center patients???

B Can the health center establish a system
to record purchases of covered drugs and
any claims for reimbursement submitted
for such drugs under Medicaid for the
purpose of audits required by DHHS and/or
the respective manufacturer with respect
to compliance with the prohibitions against
(i) drug resale, transfer or diversion and (ii)
duplicate Section 340B discounts and
Medicaid rebates?
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(3) individually contracted providers who furnish serv-
ices in the fields of general internal medicine, family prac-
tice, general pediatrics and obstetrics and gynecology,
regardless of the number of hours worked; and

(4) individually contracted providers who furnish serv-
ices in other fields of practice, so long as they provide
such services to health center patients for an annual av-
erage of 32 hours a week (i.e., on a full time basis).

B With certain exceptions, FTCA only covers services
provided within the health center’s approved scope of
project and within the provider’s scope of employ-
ment/contract.

Discount Drug Pricing Under Section 340B of the
Public Health Service Act*

B Health center grantees and look-alike entities are eli-
gible to participate in the discount drug pricing program
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Who is a Health Center Patient?

It is critical that offenders are registered as health center patients. Failure
to register an offender as a health center patient threatens FTCA coverage
and the availability of 340B drug benefits, and is inconsistent with the
medical home concept to care.

FTCA: Except in a few limited circumstances, FTCA only covers health care
services provided to health center patients.! (See Chapter 2, pages 16-18
for further information on FTCA)

Section 340B: Drugs acquired utilizing Section 340B pricing may only be
dispensed to offenders who obtain primary health care services through
a health center if the offenders qualify as “patients” of the health center.
(See Chapter 2, pages 17-18 for further information on Section 340B)

Section 330 and its implementing regulations and guidance do not define
a health center patient. Consequently, for purposes of identifying health
center patients for FTCA coverage and Section 340B drug benefits, we
suggest that health centers apply the Section 340B definition of
“patient.”? According to Section 340B, an individual currently qualifies as
a “patient” when the following requirements are satisfied:?

B The health center has established a relationship with the individual and
maintains records of the individual’s health care.

B The individual receives health care services from a health care profes-
sional who is either employed by or provides health care under a con-
tractual or other arrangement (e.g., referral for consultation) with the
health center, such that the responsibility for care remains with the health
center.

B The individual receives a health care service or a range of services from
the health center consistent with the service or range of services for which
the entity received FQHC status (i.e., the services are within the health
center’s approved scope of project).

An individual will not be a “patient” for Section 340B purposes if he or
she only receives services related to the dispensing of a drug or drugs for
subsequent self-administration or administration in the home. In other
words, a relationship with an offender based solely on case management
is insufficient to establish the individual as a health center patient.

Key Considerations in
Registering Offender Patients

Health centers must gather significant
information from patients during intake to
document their status as health center
patients, consistent with the health center’s
current registration requirements.

The patient data may be gathered by a
health center employee at the local correc-
tional facility, or may be sent from the local
correctional facility to the health center.
Regardless of the health center’s selected
registration procedure, it is critical that the
necessary patient information is gathered
prior to the provision of care.

Registration information may be sent elec-
tronically from the local correctional facility
to the health center if the requisite systems
are in place.
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What is the Health Center’s Scope of Project?

Scope of project defines the persons, activities and sites
that the total approved Section 330 grant related project
supports (or, in the case of FQHC look-alikes, the persons,
activities and sites that the FQHC designation supports).*
A health center’s scope of project is important because it
(among other things):

B Determines the maximum potential scope of FTCA
coverage (subject to certain exceptions).

B Provides the necessary information which enables
health centers to purchase discounted drugs through
Section 340B.

Scope of project is categorized by five core elements:
services, sites, providers, target population. These core
elements of the scope of project are defined as follows:

B Services: As noted in Chapter 2, page 15, Section 330
requires health centers to provide, either directly or by
contract or referral, all required primary health services.
Health centers may also provide additional health serv-
ices that are appropriate to meet the needs of their pa-
tients. Once a service is included in the scope, it must be
available equally to all patients, regardless of ability pay.
(Additional information on services is provided below.)

B Sites: A site is any place where a health center pro-
vides services to a defined geographic service area or
population on a regularly scheduled basis. (Additional
information on sites is provided below.)

B Providers: Providers are individual health care profes-
sionals who deliver services on behalf of the health cen-
ter on a regularly scheduled basis and who exercise
independent judgment as to the services furnished dur-
ing an encounter.

B Service Area: The service area is the geographic area
that is served by the health center.

B Target Population: The target population is the med-
ically underserved community or special population
served by the health center (which may be a sub-set of
the service area or may include the entire service area).

In evaluating and implementing a health center-local cor-
rectional facility affiliation, it is of particular importance
that the health center evaluate whether the proposed af-
filiation includes sites and/or services that are not cur-
rently included within its approved scope of project,
therefore requiring HRSA’s approval to change its scope
of project. If a change in scope of project is required, the

health center must consider applicable requirements, as
described in Chapter 3, page 23, as well as the timeline
to obtain HRSA approval.

What is a Health Center “Site” for
Purposes of Scope of Project?

HRSA broadly defines a service site as “any location
where a grantee... provides primary health care services to a
defined service area or target population... as appropriate
for providing health care services to the target population.”®
Health centers may provide services in locations operated
directly by the health center, in contracted locations, or
in other facilities as appropriate for their patients.

Health centers provide services, either directly or by con-
tract or referral, at a variety of sites, including permanent,
seasonal, mobile van, migrant voucher or intermittent.

If a location where services are provided to local correc-
tional facility offenders satisfies the following four condi-
tions, then the location should qualify as a “site” for
purposes of scope of project.®

B Providers generate face-to-face encounters with patients.

B Providers exercise independent judgment in providing
services.

B Services are provided directly by or on behalf of the
health center - the health center board retains control and
authority over the provision of the services at the location.

B Services are provided on a regularly scheduled basis.

What is a Health Center “Service” for
Purposes of Scope of Project?

Health centers provide a broad array of services, includ-
ing required primary care services as well as supplemen-
tal services, based on the identified needs in the
community.” Specifically, health center services include
the following:

B All required primary and preventive services, including
health services related to family medicine, internal medi-
cine, pediatrics, obstetrics and gynecology, diagnostic
laboratory and radiological services, and pharmaceutical
services (as appropriate);

B Supplemental services including referrals to other
providers;
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B Case management services including eligibility assis-
tance;

B Enabling services including outreach, transportation
and translation;

B Education regarding the availability and proper use of
health services; and

B Additional health services as appropriate.

Although it is not required that all the health center’s
services are available at every site, offender patients must

CHAPTER 3 Understanding the “Language” of Collaboration

have reasonable access to the full complement of services
offered by the health center as a whole, either directly or
through formal established arrangements.® Furthermore,
if a health center provides additional services
initially targeted for its offender patients, the general
patient population must also have reasonable access to
such services. Given the potential challenges in opera-
tionalizing these requirements, both should be consid-
ered in planning and developing the health center-local
correctional facility affiliation, prior to implementation.

How does a Health Center Change its Scope of Project?

Because the scope of project controls how the health
center is permitted to utilize Section 330 grant funds
and/or grant-related benefits, it is particularly important
for health centers to define their respective scopes
appropriately. In addition to the services, sites and
providers that are furnished, operated or employed by the
health center directly, health centers should include those
elements provided under affiliation arrangements for
which the health center maintains control.

Accordingly, if the health center changes its approved
scope of project by adding services (e.g., adding behav-
ioral health services to provide to its offender patients) or
opening a new site (e.g., by assuming responsibility for a
local correctional facility site), failure to secure HRSA'’s
prior approval for the change in scope could have serious
conseqguences, including:

B No FTCA malpractice coverage for the employed or
contracted health center practitioners providing the
additional services, or for the health center itself vis-a-vis
such services/sites.

B Allegations that the health center diverted Section
340B drugs by providing them to individuals who are not
“health center patients.”

In order to obtain HRSA'’s approval, the “change in scope”
request must:®

B Document that no additional Section 330 funds are
needed to support the provision of services at the new
site.

B Not shift resources away from providing services to the
current target population.

B Further the health center’s mission by increasing or
maintaining access and improving or maintaining quality
of care for the target population.

B Be fully consistent with Section 330 and the Health
Center Program Expectations, including appropriate gov-
erning board representation for changes in service sites
and populations served.

B Provide for appropriate credentialing/privileging of
providers.

B Not eliminate or reduce access to a required service.

B Not result in the diminution of the health center’s total
level or quality of health services currently provided to
the target population.

B Demonstrate that the health center continues to serve
a medically underserved area in whole or in part, or a
medically underserved population.

B Demonstrate approval by the health center’s board of
directors.

B Not significantly affect the current operation of another
health center located in the same or adjacent service area.

For additional information, health centers should review
PIN # 2008-01, Defining Scope of Project and Policy for
Requesting Changes, which provides comprehensive
guidance regarding the process for obtaining approval for
a change in scope of project.
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How does the Health Center Include Encounters on
its Uniform Data System Report?

All federally-funded health centers are required to annu-
ally submit reports to the BPHC’s Uniform Data System
(UDS), including data on utilization, patient demograph-
ics, insurance status, managed care, prenatal care and
birth outcomes, diagnoses, and financing.’® The data are
reviewed to ensure compliance with legislative and regu-
latory requirements, improve health center performance
and operations, and report overall program accomplish-
ments. The data also help to identify trends over time,
enabling HRSA to establish or expand targeted programs
and identify effective services and interventions to
improve the health of underserved communities and
vulnerable populations.

The reporting of patient data in the UDS system is based
on “encounters.” Encounters are defined as “docu-
mented, face-to-face contacts between a patient and a
provider who exercises independent professional judg-
ment in the provision of services to the patient.”” To be
included as an encounter, services rendered must be doc-
umented in a chart in the possession of the health center.

B To meet the criterion for “independent professional
judgment,” the provider must be acting on his/her own
when serving the patient and not assisting another
provider. For example, a nurse assisting a physician dur-
ing a physical examination by taking vital signs, taking a
history or drawing a blood sample is not credited with a
separate encounter. Independent judgment implies the
use of the professional skills associated with the profes-
sion of the individual being credited with the encounter
and unigue to that provider or other similarly or more in-
tensively trained providers.”?

B To meet the criterion for “documentation,” the service
(and associated patient information) must be recorded
in written or electronic form. The patient record does not
have to be a full and complete health record in order to
meet this criterion. For example, if an individual receives
services on an emergency basis and these services are
documented, the documentation criterion is met even
though some portions of the health record are not com-
pleted.

B An encounter may take place in the health center or at
any other site or location in which project-supported
activities are carried out. Examples of other sites and

locations include mobile vans, hospitals, patients’ homes,
schools, nursing homes, homeless shelters, and extended
care facilities. Encounters also include contacts with
patients who are hospitalized, where health center med-
ical staff member(s) follow the patient during the hospi-
tal stay as physician of record or where they provide
consultation to the physician of record provided they are
being paid by the grantee for these services. A reporting
entity may not count more than one inpatient encounter
per patient per day.

B Services such as drawing blood, collecting urine spec-
imens, performing laboratory tests, taking X-rays, giving
immunizations or other injections, and filling/dispensing
prescriptions do not constitute encounters, regardless of
the level or quantity of supportive services.

B The encounter criteria are not met in the following
circumstances:

1. When a provider participates in a community meet-
ing or group session that is not designed to provide
clinical services.

2. When the only health service provided is part of a
large-scale effort, such as a mass immunization pro-
gram, screening program, or community-wide service
program (e.g., a health fair).

3. When a provider is primarily conducting outreach
and/or group education sessions, not providing direct
services.

4. Services performed under the auspices of a WIC
program or a WIC contract.

In general, it is important that health centers include data
related to local correctional facility affiliations in their
UDS reports. While not definitive on its own, including
such information assists in demonstrating that the local
correctional facility offenders are “health center patients”
for purposes of FTCA coverage and Section 340B drug
benefits. A health center that affiliates with a local
correctional facility should also ensure that the services it
provides to offenders satisfy the “encounter” definition
so that the encounters can be reported in the center’s
annual UDS report, regardless of where the encounters
take place (i.e., in the health center facility or in a satellite
site established in the local correctional facility).
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Are there Governing Board Considerations?

A core component of the health center model is the com-
munity-based governing board. Section 330(k)(3)(H)
states that applicants for FQHC designation must
demonstrate that “.. the center has established a
governing body which... is composed of individuals, a
majority of whom are being served by the center and
who, as a group, represent the individuals being served
by the center. ..”

If offenders constitute a significant sub-population of a
health center’s patient base as a result of the affiliation,
the health center should ensure that the offender popu-
lation is sufficiently represented on its governing board.

PIN # 98-12, Implementation of the Section 330 Gover-
nance Requirements, addresses board representation
options for health centers that receive grants under
Migrant Health, Health Care for the Homeless, and Health
Services for Residents of Public Housing programs.
While this policy does not directly apply to the offender
population, it addresses relevant options to provide
“special populations” a voice on the governing board

when it is inappropriate or impractical to actually provide
members of such population with seats on the board. The
suggestions include:

B Using a formal advisory board,;

B Conducting regularly-constituted focus groups of
individuals from the special population that advise the
governance body on a routine basis; and/or

B Including on the board representatives of other
provider organizations and/or local advocacy groups that
have experience serving the special population.

If the health center desires to designate an offender
representative board seat, this advocate should be famil-
iar with the general needs of the offender population and
should be able to assist the health center assess and
respond to the health needs of its offender patients. For
example, a health center could nominate a community
social worker familiar with recidivism prevention, a
family member of a confined offender, a correctional
facility counselor, or a member of the correctional facility
management team.

Who Owns the Medical Records?

Under the health center-local correctional facility affilia-
tion models, the offenders’ medical records remain the
jurisdiction’s property. Similar to other arrangements
under which services are provided “off-site” (e.g., school
based health centers, hospitalist arrangements), the
off-site location (i.e., local correctional facility) maintains
custody of the medical records while the health center
maintains a paper or electronic “mirror” copy at its facil-
ity. The health center is prohibited from owning the
medical records because the jurisdiction is, and must
remain, ultimately responsible for the health care
provided to its confined offenders.

Prior to affiliating, health centers and local correctional
facilities must evaluate and identify the procedures and
systems necessary to duplicate offender medical records.
Medical record duplication may be particularly challeng-
ing if the offenders’ medical records are in an electronic for-
mat that is incompatible with the health center’s system.

As with other health center patients, the health center
must document all offender patient encounters in the
applicable offender’s medical record. In addition, the
health center must ensure compliance with applicable
patient confidentiality requirements.
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Are there Other Legal Considerations?

There are additional legal issues that should be addressed
in structuring health center-local correctional facility
affiliation arrangements. The types of legal issues
depend on the nature and complexity of the affiliation
itself. In particular, health centers may need to review the
following to ensure compliance with applicable laws,
regulations and policies:

B Federal tax considerations (Internal Revenue Code)

B Federal fraud and abuse law (e.g., anti-kickback, false
claims)

B Federal physician self-referral law (Stark)
B Federal Antitrust law

B Health Insurance Portability and Accountability Act

References

1. Exceptions include, but are not limited to periodic hospital call
conducted by health center health professionals, if required to
obtain hospital privileges, and formal after hours coverage
arrangements. See 42 C.F.R. §6.06(e); 60 Fed. Reg. 49417-18
(September 25, 1995).

2. Insofar as this manual does not address state law considera-
tions, health centers should consult local counsel as to whether
there are state law requirements regarding the definition of
patient.

3. See 61 Fed. Reg. 55156 (October 24, 1996).

4. HRSA PIN # 2008-01, Defining Scope of Project and Policy for
Requesting Changes, (December 31, 2007) p. 2; HRSA PIN
# 2003-21; Federally Qualified Health Center Look-Alike Guide-
lines and Application (August 20, 2003).

B State laws and regulations, including state counter-
parts to federal laws, licensure, scope of practice (includ-
ing supervision requirements for particular providers),
insurance, etc.

We strongly caution health centers to seek the assistance
of qualified legal counsel and other appropriate profes-
sional advisors when:

B developing and/or evaluating particular correctional
facility affiliation options; and

B conducting due diligence reviews to ensure that the
affiliation agreement complies with all applicable
requirements.

5. PIN 08-01, p. 4.

6.1d. at p. 5.

7. For the complete list of required services, see Section 330
(b)(M(A) of the Public Heatlh Service Act.

8. PIN 08-01 p. 9.

9. Id. at pp. 21-22.

10. Instructions for completing the UDS is available online at
http://bphc.hrsa.gov/uds/2008manual/default.htm.

1. UDS Reporting Instructions for Section 330 Grantees. DHHS,
HRSA, BPHC, September 8, 2008.

12. Note that health centers should check their state independ-
ent practice/supervision rules to determine whether specific
providers are licensed to act independently.
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CHAPTER 4 Health Center-Local DI (a2 B ol ety
Correctional Facility B Local Correctional

Affiliation Models Facility Satellite

Site Model
This chapter describes several health center-local correctional facility af-
filiation models and the appropriate circumstances under which each
model could be used. This chapter also describes certain considerations
which apply to all models - financial considerations, key contract terms,
and specific terms for purchasing clinical and/or administrative capacity. B Existing Health Center

Site Model

B Triage Model

The models are not designed to be “one site fits all,” but rather are over-
all approaches that can be tailored to a particular setting.

B New Health Center
To ensure that services provided to offenders are not furnished in “isola- Site Model
tion,” it is important that the health center and the local correctional fa-
cility consider, under all models, certain joint activities to facilitate the
offenders’ integration into the health center’s health care delivery system.
Example joint activities include:

B Considerations in
Developing Your Model

B Designating the same clinicians to work in both the health center and 1. Negotiating Fees for
the local correctional facility site. Services and Assuring

B Ensuring that copies of the offender patients’ medical records are avail- Sufficient Financial Resources

able at the health center’s sites, even if the local correctional facility main-

tains custody. 2. Model Contract Terms

B Providing offenders with information regarding how to access the 3. Specific Terms if Purchasing
health center post-confinement.

Clinical/Administrative Capacity
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Local Correctional Facility Satellite Site Model

Health Center »| Local Correctional Facility

Under the Local Correctional Facility Satellite Site Model,
health center clinicians directly provide services to of-
fenders in the correctional facility’s existing medical
space, which becomes a satellite site of the health center.

Despite locating the clinic at the correctional facility, the
clinical care must be provided on behalf, and under the
control, of the health center. Furthermore, offenders who
obtain services at the local correctional facility satellite
site must be registered as health center patients for Sec-
tion 330-related benefits to apply.

The Local Correctional Facility Satellite
Site Model is ideal under the following
circumstances:

B Individuals confined in the local correctional facility
typically reside in the health center’s community, or are
part of the medically underserved population served by
the health center.

B The local correctional facility has an existing medical
clinic with the necessary space and medical equipment.

B The number of offenders at the local correctional
facility is sufficiently large to warrant an on-site clinic.

B The local correctional facility clinic has qualified clini-
cal employees and/or contractors (e.g., county physi-
cians) who wish to continue providing care to offenders
at the correctional site as employees or contractors to the
health center (additional information regarding contract-
ing for providers is included in Chapter 4, page 37).

B The health center is able to provide a full compliment
of services either directly at the local correctional facility
satellite site or through other established arrangements in
the community that are accessible to the offender popu-
lation, and has sufficient resources to supplement on-site
services through other arrangements.

M It is difficult to transport offenders outside of the local
correctional facility due to transportation barriers and/or
the level of security.

Key characteristics of the Local
Correctional Facility Satellite Site Model
include the following:

B Offender patients receive most (if not all) clinical serv-
ices at the site located on the local correctional facility’s
grounds, and the local correctional facility clinic becomes
a health center site.

B The health center’s providers and administrative staff
working at the local correctional facility satellite site are
trained and oriented to the special issues of working in a
correctional facility.

B The health center must obtain HRSA’s approval to add
the local correctional facility satellite site to its scope of
project and may need to obtain approval if adding new
services.

B Offender patients are registered as health center
patients when seen at the satellite site.

B Offender patients have reasonable access to the full
range of the health center’s services either at the correc-
tional facility site or through a combination of the
correctional facility site and other accessible facilities
(and/or through other established arrangements).

B The local correctional facility has authority to evaluate
the health center’s provision of services to the offender
patients.

B Despite the health center’s location at the local
correctional facility, the medical care is provided in
accordance with the health center’s clinical policies and
procedures, under the overall direction of the health
center’s board of directors, and under the daily direction
of the health center’'s management team.

B Referral arrangements are established to provide
offenders with health care services unavailable at the
local correctional facility satellite site or though the
health center’s other sites (e.g., an offender is referred to
an orthopedist- this may involve either the patient’s
transportation to the orthopedist, or the orthopedist’s
provision of services at the correctional facility satellite
site); the specifics of the referral arrangement will vary
based on the parties’ specific negotiations.

B On-call services may be provided by the health center
at the local correctional facility site or the patient may be
transported to the emergency room by the local correc-
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tional facility; the selected arrangement varies on
whether the parties have executed a full risk or partial risk
contract (i.e., the extent of the health center’s financial
responsibility vis-a-vis the compliment of services).

B |deally, providers who treat the offenders at the local
correctional facility satellite site will follow their offender
patients when hospitalization is required, and will con-
tinue as their providers post-confinement.

Benefits and Drawbacks

Benefits:

B Allows for offenders to be seen in the environment in
which they live.

B Enables offenders to receive timely primary and
preventive care services.

B May result in a higher degree of patient-centered care
because the providers are more involved with the
offenders’ daily care, and therefore have a greater
understanding of their physical and mental needs.

B Promotes an integration of the clinical services and the
vocational, educational and other rehabilitative support
services available through the local correctional facility.

B Allows for scheduling flexibility and is not disruptive
to patient scheduling at the other health center sites.

Triage Model

Health Center ~~. Triage Services

~
~
~~

&~ S~ T S~
e ~al
Additional Services =~ Loca Cor.r.ectlonal
_________ Facility
Referral for
Specialty Care
or Emergency
Room

Under the Triage Model, a health center triage employee
(such as a nurse or an Emergency Medical Technician)'
examines offenders and provides triage services at the
local correctional facility site. If additional services are
required, the offender is transported to the health center,
a specialist or the hospital’s emergency room to receive
such care.

B Avoids public relations challenges and is easier to
obtain acceptance and support within the community

Drawbacks:

B Presents an increased need to ensure that offenders
who present at the local correctional facility satellite site
are registered as health center patients.

B Does not directly familiarize the offender patient with
the community-based health center sites.

B |s potentially difficult for offender patients to obtain
reasonable access to the full range of the health center’s
services located at other sites.

B The existing health center clinical and support staff
may be opposed to providing services directly at the
local correctional facility (e.g., requires additional trans-
portation, safety concerns, etc.).

B May require the health center to obtain additional
capacity (e.g., administrative staff, clinicians, etc.).

B Requires greater negotiation with the local correctional
facility because services are provided on-site.

B Requires that the clinicians and administrative staff
obtain training pertinent to working in a correctional
setting.

The Triage Model is ideal under the
following circumstances:

B Individuals confined in the local correctional facility
typically reside in the health center’s community, or are
part of the medically underserved population served by
the health center.

B The local correctional facility is located within a rea-
sonable distance to the community health center such
that transportation to the health center site does not im-
pose a barrier to care.

B The number of offenders at the local correctional fa-
cility is too small to warrant an on-site clinic.

B The health center has provider capacity qualified to
provide triage services.
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B The local correctional facility has established referral
arrangements for specialty services.

B The health center has capacity to provide services for
additional patients at its existing site.

Key characteristics of the Triage Model
include the following:

B The triage employee assesses an offender’s health
status. Following the evaluation, the triage employee
determines whether the problem is:

1. a minor illness that can be treated by the triage
employee;

2. more serious, requiring further assessment at the
health center’s existing site;

3. a medical need that requires referral to a specialist;
or

4. urgent, requiring immediate attention at the emer-
gency room.

B The triage employee has a portable cart containing
all necessary supplies and equipment and is trained and
oriented to the special issues of working in a local
correctional facility.

B The health center must obtain HRSA approval to add
the local correctional facility satellite site to its approved
scope of project and may need to obtain approval to add
the triage services.

B Offender patients are registered as health center
patients for, at a minimum, the triage services.

B Offender patients have reasonable access to the full
range of the health center’s services located at other ac-
cessible sites or through other established arrangements.

B The local correctional facility has authority to evaluate
the health center’s provision of services to the offender
patients.

B Despite the location of the triage services in the local
correctional facility, the medical care is provided in
accordance with the health center’s clinical policies and
procedures, under the overall direction of the health cen-
ter’s board of directors, and under the daily direction of
the health center’'s management team.

B The local correctional facility is responsible for trans-
porting offenders to the health center site, and the
offenders are accompanied by correctional staff; the
correctional facility is also otherwise responsible for
coordinating transportation to the emergency room or
specialist.

B The health center may provide services to the offender
population during regular clinic hours, or may designate
certain days and hours to provide services solely to
offender patients.

B On-call services may be provided by the health center
triage employee at the local correctional facility site or
the patient may be transported to the emergency room
by the correctional facility; the selected arrangement
varies on whether the parties have executed a full risk or
partial risk contract (i.e,, the extent of the health center’s
financial responsibility vis-a-vis compliment of services).

B Because limited services are provided at a new health
center site, securing FTCA coverage under the Triage
Model may be challenging; it is critical that the offender
patient is registered as a health center patient regardless
of whether or not he or she is actually triaged to a health
center’s existing site.

Benefits and Drawbacks

Benefits:

B Allows for offenders to be seen initially in the environ-
ment in which they live.

B Offenders’ illnesses are detected early and treated
promptly, resulting in prevention of more severe prob-
lems.

B |dentifies offender patients that require immediate
medical care.

B Allows for collaboration with the emergency room if
emergent or specialty services outside the health center’s
scope are required.

B Reduces costs by avoiding unnecessary care and iden-
tifying the appropriate provider.
Drawbacks:

B Presents an increased need to ensure that offenders
who present at the local correctional triage clinic are reg-
istered as health center patients.

B May not directly familiarize the offender patient with
the community-based health center sites.

B May not adequately address the mental health needs
of offenders because the triage employee may have
limited expertise assessing mental health conditions.

B May disrupt a health center’s current scheduling.

B May require the health center to obtain additional
capacity (i.e., triage providers).
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B May present administrative and billing challenges.

B Requires that the triage employees obtain training
pertinent to working in a local correctional setting.

B May create safety concerns within the community,
which has public relations implications.

B May create safety concerns within the health center -
the health center would need to establish procedures to
treat offender patients triaged to the center without
endangering the safety of the health center’s staff and
other patients.

Existing Health Center Site Model

Health Center Local Correctional Facility

Under the Existing Health Center Site Model, offenders
are transported directly to an existing health center site
outside of the local correctional facility to receive health
center services.

The Existing Health Center Site Model is
ideal under the following circumstances:

B Individuals confined in the local correctional facility
typically reside in the health center’s community, or are
part of the medically underserved population served by
the health center.

B The local correctional facility does not have an existing
medical clinic, or the medical clinic is insufficient to meet
the offenders’ health care needs.

B The number of offenders at the local correctional
facility is too small to warrant an on-site clinic.

B The local correctional facility is located within a
reasonable distance to the community health center such
that transportation to the health center site does not
impose a barrier to care.

B Presence of the offenders at the existing health center
site will not disrupt current patient scheduling.

B The health center has capacity to provide services for
additional patients at its existing site.

Key characteristics of the Existing Health
Center Site Model include the following:

B The health center would typically continue to perform
and be responsible for the same scope of services that it
currently delivers at its existing site(s); as such, the health
center would not be required to obtain a change in its

approved scope of project, although it may be advisable
to inform HRSA of the affiliation (however, if the affiliation
expands such that there is a new service and/or a new
site, the health center must obtain HRSA approval to
change in its scope of project).

B Offender patients are registered as health center
patients when they arrive at the health center.

B Offender patients have reasonable access to the full
range of the health center’s services either at the existing
site or through a combination of the existing site and
other accessible facilities (and/or through other estab-
lished arrangements).

B The local correctional facility has authority to evaluate
the health center’s provision of services to the offender
patients, but the health center retains all responsibility.

B The local correctional facility is responsible for trans-
porting offenders to the existing health center site, and
the offenders are accompanied by correctional staff.

B The health center may provide services to the offender
population during regular clinic hours, or may designate
certain days and hours to provide services solely to
offender patients.

B The health center and the local correctional facility are
able to arrange for appropriate on-call or after hours
coverage for times when the health center’s existing site
is closed.

B |deally, providers who treat the offenders at the exist-
ing health center site will follow their offender patients
when hospitalization is required and will be the offenders’
providers post-confinement.

B Because services under this model are provided at an
existing health center site, there is a reduced concern that
FTCA coverage would fail to cover services provided to
offender patients; nevertheless, it is critical that offenders
are registered as health center patients prior to provid-
ing services.
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Benefits and Drawbacks

Benefits:

B Promotes the medical home concept, continuity of
care and the integration of offenders back into the com-
munity.

B Health center does not need to obtain a change
in scope from HRSA to add a new site (but may need to
obtain a change in scope if adding new services).

B Increases offenders’ access to the full range of serv-
ices in the health center’s scope of project.

B May increase existing patient population’s access to
services that are initially targeted to the offender patient
population but are available to all patients (e.g., behav-
joral health services).

Drawbacks:

B Creates a delay in care.

New Health Center Site Model

Health Center

Local Correctional
Facility

Health Center Opens a New Site

S

= = - -

New Health
Center Site

Under the New Health Center Site Model, offenders are
transported directly to a new health center site outside
of the local correctional facility to receive health center
services. The new health center site may be a permanent
facility or a mobile van. Mobile van sites can be trans-
ported within close proximity to the local correctional
facility. As an analogy, the use of mobile van sites for local
correctional facilities is similar to the use of mobile van
sites for migrant populations.

The new health center site could target the offender
sub-population, but would be available and reasonably
accessible to any existing health center patient or to
any individual in the new site’s “community” requiring
services.

B May disrupt a health center’s current scheduling.

B May require the health center to obtain additional
capacity (e.g., administrative staff, clinicians, etc.).

B May require facility renovation (i.e., separate doors and
waiting rooms).

B May create safety concerns within the community,
which has public relations implications.

B May create safety concerns within the health center -
the health center would need to establish procedures to
treat offender patients without endangering the safety of
the health center’s staff and other patients.

B Lack of presence at the local correctional facility
hinders the health center providers’ ability to become
involved with the offenders’ daily care.

B [solation from the local correctional facility may make
it more difficult to collaborate with the programs avail-
able at the correctional facility (e.g., substance abuse
counseling).

Establishing a new health center site can be costly. If
adding the new site through a change in scope process,
to obtain HRSA approval, the health center must demon-
strate that operating the new site will not require addi-
tional Section 330 funds (among other things), as
described in Chapter 3, page 23.

Health centers may wish to explore whether New Access
Point funding opportunities are available to support the
establishment of the new site. If such funding is unavail-
able, the health center must consider whether it has
sufficient resources to pay for the anticipated costs of
adding the site.

The New Health Center Site Model is
ideal under the following circumstances:

B Individuals confined in the local correctional facility
typically reside in the health center’s community, or are
part of the medically underserved population served by
the health center.

B The local correctional facility does not have an exist-
ing medical clinic, or the medical clinic is insufficient to
meet the offenders’ health care needs.
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B The number of offenders at the local correctional
facility is too small to warrant an on-site clinic.

B The local correctional facility is located within a
reasonable distance to the new health center site such
that transportation does not impose a barrier to care.

B Presence of the offenders at the existing health center
sites would disrupt current patient scheduling.

B The health center does not have the physical space to
provide services for additional patients at its existing site.

B The health center has sufficient capacity to staff an
additional site.

Key Characteristics

B The health center must obtain HRSA's approval to add
the new health center site to its scope of project and may
need to obtain approval if adding new services.

B Offender patients are registered as health center
patients when they arrive at the new site.

B Offender patients have reasonable access to the full
range of the health center’s services either at the health
center site or through a combination of the health center
site and at other accessible health center and non-health
center facilities (and/or through other established
arrangements).

B The local correctional facility has authority to evaluate
the health center’s provision of services to the offender
patients, but the health center retains all responsibility.

B The local correctional facility is responsible for trans-
porting offenders to the new health center site, and the
offenders are accompanied by correctional staff.

B The health center may provide services at the new
health center site solely to the offender population, or it
may provide services to the entire patient population and
either designate certain days and hours to furnish
services solely to offender patients or treat the offender
population during regular clinic hours.

B The health center and the local correctional facility are
able to arrange for appropriate on-call or after hours cov-
erage for times when the health center’s sites are closed.

B Ideally, providers who treat the offenders at the new
health center site will follow their offender patients when
hospitalization is required and will be the offenders’
providers post-confinement.

B Because services under this model are provided at a
new health center site that will be added to the health
center’s approved scope of project (and, thus, is not

owned or operated by the local correctional facility),
there is a reduced concern that FTCA coverage would fail
to cover services provided to offender patients; never-
theless, it is critical that the new site is included in the
health center’s scope of project and the offenders are
registered as health center patients prior to providing
services.

Benefits and Drawbacks

Benefits:

B Promotes the medical home concept, continuity
of care and the integration of offenders back into the
community.

B Is not disruptive to patient scheduling at the other
health center sites.

B Increases offenders’ access to the full range of serv-
ices in the health center’s scope of project.

B May increase existing patient population’s access to
services that are initially targeted to the offender patient
population but also provided to all patients (e.g., behav-
joral health services).

Drawbacks:
B Creates a delay in care.

B Health center clinical and support staff may be
opposed to providing services directly at the new health
center facility (e.g., requires additional transportation).

B Will likely require the health center to obtain additional
capacity to staff the new site (e.g., administrative staff,
clinicians, etc.)

B May require health center to purchase, build and/or
renovate a facility.

B May create safety concerns within the community,
which has public relations implications.

B May create safety concerns within the health center -
the health center would need to establish procedures to
treat offender patients at the new health center site with-
out endangering the safety of the health center’s staff
and other patients.

B Lack of presence at the local correctional facility
hinders the health center providers’ ability to become
involved with the offenders’ daily care.

M Isolation from the local correctional facility may make
it more difficult to collaborate with the programs avail-
able at the correctional facility (e.g., substance abuse
counseling).
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Considerations in Developing Your Model

Negotiating Fees for Services and
Assuring Sufficient Financial Resources

Under each health center-local correctional facility
model, the local correctional facility (via the city or
county) pays the health center a fair fee based on arm’s
length negotiation for services rendered by health
center’s staff. This negotiated fee may be based on a:

B Current Procedural Technology (CPT) code;
B Per hour rate;
M Per visit rate; and/or an

B Aggregate amount that does or does not include
various risk sharing arrangements for services provided
outside of the local correctional facility.

Inapplicability of the Sliding Fee Scale

Section 330 requires health centers to “have prepared
a..schedule of discounts adjusted on the basis of the
patient’s ability to pay.”? This sliding fee scale is used to
determine fees for patients that are underinsured or unin-
sured and pay the health center’s charges “out-of-
pocket.” The discount on the fee varies based on the
patient’s income level. The sliding fee is not applied when
a patient is privately or publicly insured.

Under the health center-local correction facility affiliation
models, the jurisdiction is the third party payor for the
health center’s services; technically, the offender patients
are neither underinsured nor uninsured. The health cen-
ter does not bill or otherwise retain payment from the
patient or from a third party payor (including Medicaid
and Medicare).® Consequently, the sliding fee discount
requirement is inapplicable for offender patients, and the
health center need not conduct patient income verifica-
tion to identify ability to pay.

Patient Fee Considerations

If the local correctional facility charges patients a fee for
health services, as described in Chapter 2, page 14, it is
critical that all cost-sharing amounts are retained by the
local correctional facility and are not off-set against the
payment to the health center. In this regard, the local
correctional facility must not deduct the amount of the
co-pays from the health center’s rate. I|deally, a local
correctional facility employee, as opposed to a health

center employee, is responsible for collecting patient fees
from offenders’ designated personal accounts or upon
discharge.

Assuring Sufficient Financial Resources

In calculating the appropriate rate, it is critical that
the health center document that the health center-
local correctional facility affiliation will not require addi-
tional Section 330 funds. This breakeven budget is a
requirement to obtain HRSA approval to change a health
center’s scope of project.

Model Contract Terms

Health centers must memorialize the local correctional
facility affiliation through a formal written agreement.

In the affiliation agreement, each party agrees to provide
certain identified services (i.e., specific health care serv-
ices, space, equipment, payment) and to comply with
specific requirements and limitations. This written agree-
ment is critical to demonstrate compliance with various
federal (and often state) laws and guidance, and is
frequently necessary to obtain HRSA’s approval for a
change in scope of project. Informal “handshake” agree-
ments are insufficient.

There are several key contractual terms applicable to all
health center-local correctional facility affiliation models,
including:

B Individuals served are health center patients and the
health center retains financial and legal responsibility for
services provided by health center providers; however,
the local correctional facility maintains responsibility for
meeting the standard of care required under the Consti-
tution which defines health care to prisoners as a right
rather than a privilege.

B The local correctional facility and health center collec-
tively define the standards of care and establish the clin-
ical protocols. (Note: If the parties are unable to agree
upon standards of care that meet the minimum quality
requirements of the health center, the parties should not
execute the affiliation.)

B The scope of the contracted services will not exceed
the health center’s current or potential ability to provide
services, taking into consideration all resources available
to the health center to assist in providing such services.
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B The health center agrees to be responsible for services
it directly provides or for which it arranges provision.

B Offenders are treated similar to all other health center
patients regarding standards of care, clinical policies and
protocols, and quality assurance protocols.

B The local correctional facility has authority to evaluate
the clinical services provided to the offender patients, but
the services provided are under direct control and
supervision of health center governing board and man-
agement staff.

B The assigned health center employees and contractors
must conform to the local correctional facility’s security
standards; the jurisdiction can terminate the right of a
health center employee or contractor to be within the
correctional facility or to otherwise serve offender
patients at other sites if the jurisdiction is dissatisfied with
the performance of a clinician or if the provider presents
a safety and/or security hazard.

B The health center retains sole right to hire, evaluate
and terminate employment of health center clinicians as-
signed to care for the offender patients.

B The health center cannot terminate an offender
patient. However, the health center has the right to as-
sure the safety and security of its employees and patients
by requiring additional correctional officers upon a safety
and/or security threat.

B The health center directly provides or is able to make
arrangements for after hours-coverage (whether the
health center is financially responsible for payment asso-
ciated with such services will depend on the negotiated
agreement).

B The local correctional facility would own and maintain
physical custody of all related offender patient records;
the health center would be provided a mirror copy of all
related patient records.

B The health center charges a negotiated and all inclu-
sive rate to the payor (i.e., jurisdiction, county, municipal-
ity or correctional facility) and will not bill any offender
patient or third party payor.

B The local correctional facility is solely responsible for
the charging of services rendered to offender patients, if
applicable.

B The health center clinicians retain independent
professional judgment in providing all services (including
initial health assessments and intake).

B The health center is responsible for securing FTCA
coverage in lieu of purchasing malpractice insurance for

itself and its employed clinicians. The agreement should
describe the parties’ additional insurance obligations.

B The health center agrees to assist the local correctional
facility in responding to patient grievances related to the
health center’s services.

B The parties agree to a particular dispute resolution
and/or mediation process should conflicts occur.

B The term of the agreement as well as appropriate ter-
mination clauses, including termination for material
breach (with a reasonable right to cure) and immediate
termination for other specified causes (such as significant
security concerns) are defined in the agreement. The
parties should determine whether to allow the ability to
terminate without cause.

B The health center and local correctional facility are
obligated to maintain the confidentiality of patient
records and other confidential/proprietary information
related to the parties.

Terms specific to the Local Correctional Facility
Satellite Site Model include:

B The local correctional facility provides the health
center with adequate space, equipment, supplies and, as
necessary and agreed upon, support staff to perform
contracted services.

B The agreement includes provisions that ensure FTCA
coverage for clinicians (i.e., must be in the health center’s
scope of project and in the clinicians’ employment
description).

B The local correctional facility must provide general
liability insurance.

B The agreement must include requirements to ensure
the safety of the health center staff.

B The agreement specifies training requirements for
health center staff working at the correctional facility
satellite site.

B The agreement includes provisions specifying when
and by whom offenders will be registered as health
center patients.

Terms specific to the Triage Model
include:

B The local correctional facility provides the health
center with adequate space, equipment, supplies and, as
necessary and agreed upon, support staff to perform
contracted services.
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B The correctional facility is responsible for transporting
patients to the health center site and for staying with the
patients until services are completed.

B The agreement includes protocols to ensure safety of
the health center staff and the other patients.

B The agreement includes provisions specifying how
and by whom offenders will be registered as health
center patients.

Terms specific to the Existing Health Center
Site Model and the New Health Center Site
Model include:

B The correctional facility is responsible for transporting
patients to the health center site and for staying with the
patients until services are completed.

B The agreement includes protocols to ensure safety of
the health center staff and the other patients.

Specific Terms if Purchasing Clinical/
Administration Capacity

Health center-local correctional facility affiliations may
require additional clinical capacity beyond that provided
directly by the health center, particularly if services are
provided at a new site and/or if the health center’s
patient base significantly increases.

Given the challenges surrounding provider recruitment
and retention, health centers may decide to contract for
the purchase of clinical capacity. These contractual
arrangements are particularly appropriate, and frequently
necessary, if the local correctional facility has an existing
health clinic with qualified providers. Contracted clinical
personnel may include:

B Individuals employed by, or contracted to, the local
correctional facility.

B Individuals from the community who work in private
practice.

B County or state clinicians.

When entering into agreements under which the health
center purchases additional capacity from another entity
to supplement the services provided by the center
directly, health centers should consider the following:

B HRSA prefers that health centers directly employ the
majority of their primary care clinicians (from an organi-
zational, rather than site-by-site perspective). Whenever

a health center considers purchasing some level of clini-
cal service capacity, it should first consider whether it is
more beneficial for it to contract for services rather than
to perform such services directly (e.g., if the work cannot
be performed directly on a more efficient basis).

B If a health center can demonstrate that a purchase/
lease arrangement for the majority of primary care clini-
cians will result in programmatic benefit and that the
health center will maintain accountability for the services
provided through the contracted provider(s), HRSA may
approve an exception to its direct staffing preference.?

In order to promote offenders’ access to care through the
health center after release, it is critical that the contracted
providers are familiar with, and supportive of, the health
center and the medical home concept of care. The cor-
rectional services cannot be provided in isolation, but
rather must be linked to the greater health center system.

FTCA Considerations

For clinical capacity purchase arrangements to be eligible
for FTCA coverage, the agreement must, at a minimum,
be directly between the health center and the individual
health professional providing services to the health
center’s offender patients. An agreement between the
health center and another entity organization (i.e., the
local correctional facility or county) will not extend FTCA
coverage to the individual health professional who is an
employee of that entity.

Lease of Clinical Personnel Contract Terms

If the health center purchases clinical capacity currently
contracted to the correctional institution (or to another
entity), the following terms should be included in the
purchase of clinical capacity agreement regardless of
what affiliation model is implemented. While these terms
provide a general overview of key provisions, the
specifics of each contract will vary based on the particu-
lar affiliation arrangement.

The contracted staff will:

B Provide clinical services to correctional patients on
behalf of the health center.

B Provide services consistent with the health center’s
Section 330 grant (or FQHC project requirements) and
applicable health care and personnel policies, proce-
dures, standards and protocols, and under the direction
of the health center’s management team.
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B Satisfy the health center’s licensure, credentialing and
other professional qualifications requirements.

B Develop, maintain and furnish programmatic reports
and records, as required by the health center.

B Comply with the local correctional facility’s applicable
policies and procedures.

The health center will:

B Maintain responsibility and authority for approving,
monitoring, evaluating, and, as necessary, suspending or
removing contracted personnel from providing services
to the offender patients, based either on the health
center’s own determinations or upon request of the juris-
diction.

References

1. States vary regarding the requisite qualifications necessary to
provide triage services. Consult your state’s applicable licensing
board for guidance.

2. See 42 CFR 51¢.303(f).

3. Also note that the health center cannot use Section 330 funds
to support the provision of care at the local correctional facility.
4. The policy and process by which a health center can request
and obtain an exception to direct employment preferences is ad-

B Pay a fair fee based on arm’s length negotiation for
services rendered by contracted staff.

B Arrange for the provision of orientation and training
by the local correctional facility.

The local correctional facility will:

B Have the right to require the health center to remove
any contracted clinician from providing services to its
confined offenders based on agreed upon provisions (i.e.,
provider fails to follow the correctional facility’s safety
policies and/or procedures, provider is not appropriately
licensed or credentialed, etc.).

B Provide the contracted clinician with orientation and
training on applicable correctional facility operations,
policies and procedures.

dressed in HRSA PIN # 98-24, “Amendment to PIN # 97-27 Re-
garding Affiliation Agreements of Community and Migrant
Health Centers,” (August 17, 1998). The health center is not re-
quired to obtain a formal exception to the direct staffing model
if it purchases or leases less than a majority of its primary care
clinicians; nevertheless, the health center must maintain ac-
countability for the services provided by purchased/leased cli-
nicians.
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CHAPTER 5 Building the Bridge:
Assuring Continuous
Access to Care After
Confinement

Health centers can take simple steps to ensure that access to quality care
at its sites continues following the offender’s release back into the
community. This is particularly critical for offenders with serious chronic
medical conditions.

Health centers can:

B Provide information to assist offenders to locate and access the health
center’s sites and other community safety net providers after their release.

B Consider providing transportation services if the location of the health
center sites appears to present a barrier to access.

B Schedule appointments at the health center for patients post-
confinement.

B Educate offenders on the prevention of chronic diseases, including HIV
and hepatitis.

B Educate offenders with chronic disease regarding disease manage-
ment/self-care.

B Start the application process for Medicaid thirty days before release to
avoid delays in securing health benefits; these benefits are needed for
access to health care services once in the community, as applicants are
not entitled to government funding while in the correctional facility.

B Collaborate with other community safety net providers.

B Address non-medical discharge needs, when applicable and in accor-
dance with existing re-entry planning, if any, including transitional housing,
vocational training or placement, family reintegration and financial assis-
tance including Social Security and Medicaid.

B Assure that offenders on medication regiment leave the correctional
facility with necessary drugs and prescription refills to the level allowed by
the jurisdiction to minimize missed doses until their first post-incarceration
health care appointment at the health center.




CHAPTER 6 Conclusion and
Next Steps

While forming a health center- local correctional facility affiliation can
involve complex legal issues and limitations, experience has demonstrated
that the benefits may be well worth the effort.

As an initial step, the health center should
B clearly define its goals and objectives for entering into a collaboration;

B determine whether the health center and local correctional facility
organizational structures and staffing can accommodate the intended
provision of health services to offenders;

B evaluate whether the clinical cultures of the health center and local
correctional facility are compatible;

B ensure that the affiliation is financially feasible and beneficial;

B carefully consider and determine the appropriate affiliation model by
which to achieve these goals and objectives; and

B secure community support and leadership to implement the partner-
ship.

To ensure that all issues and considerations are carefully planned and
executed, the health center, in collaboration with the local correctional
facility, should engage in a deliberate, step-by-step approach to planning,
negotiating and establishing the chosen affiliation approach. Finally, the
health center must consider all legal and policy requirements and ramifi-
cations related to establishing the affiliation, to ensure not only smooth
implementation, but also a successful future.

CHAPTER 6 Conclusion and Next Steps




APPENDIX Useful Resources

Community Oriented Correctional Health Services (COCHS) is a
non-profit organization established to help communities around the coun-
try connect the health care provided in local correctional centers with
health care provided in the community, located at http://www.cochs.org.

National Association of Community Health Centers (NACHC) is
the trade association for health centers nationwide and is dedicated
exclusively to expanding health care access for America’s medically
underserved populations through the community-based health center
model, located at http://www.nachc.com.

Organizations

B American Correctional Association: Healthcare Professional Interest
Section, Health Care Certification Program, located at http:/www.
aca.org/certification.

B American Correctional Health Services Association, located at
http://www.achsa.org/index.cfm.

B Centers for Disease Control and Prevention, Correctional Health,
located at http://www.cdc.gov/correctionalhealth.

B National Commission on Correctional Health Care, located at http:/
www.ncchc.org.

B Reentry Policy Council, located at http://www.reentrypolicy.org.

B United States Department of Justice, Office of Justice Programs, Bureau
of Justice Statistics, located at http://www.ojp.usdoj.gov/bjs/.

B United States National Institute of Corrections, located at http:/
Wwww.nicic.org.

Manuals, Guidance and Reports

B Jails and Community-Based Health Care, Robert Wood Johnson Foun-
dation (September 2008), available at http:/www.rwjf.org.

B Sourcebook of Criminal Justice Statistics, Bureau of Justice Statistics,
available at http://www.albany.edu/sourcebook.

B One in100: Behind Bars in America 2008, The Pew Center on the States
(February 2008), available at http://www.pewcenteronthestates.org.

B A Public Health Model for Correctional Health: A Guide for Correctional
Facilities to put Public Health Services into Practice, produced by the
Hampden County Sheriff’s Department and the Massachusetts Public
Health Association (October 2002), available at http://www.mphaweb.org.

B Life After Lockup: Improving Reentry from Jail to the Community, Urban
Institute (May 2008), located at http:/www.urban.org.
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