

The 19th Conference on the Small City and Regional Community


The UWSP Center for the Small City, College of Letters & Science
Established by UWSP and the UW System in 1979, the Center for the Small City, a division within the College of Letters and Science, focuses on small cities, towns, and rural areas within micropolitan areas, (settlements with fewer than 50,000 people.) The Center’s purpose is to organize conferences and workshops on relevant topics for the university community, local government officials, community leaders, and the general public. The Center also researches topics pertaining to small cities, provides consultation services to local governments and community organizations, collects and disseminates information related to micropolitan areas, and administers the academic minor in Small Cities Analysis. 

Providing Health Care to Small Cities and Rural Areas
This conference is intended to highlight and to provide a forum for discussions on the health care needs in smaller communities and of the evolving technology and institutional structures that are transforming the way these needs are met. Below is an outline of some issues and potential changes coming in the future. The proposed conference schedule and budget follow.

Issues: The lack of adequate medical care provided to small cities and rural areas (Medically Underserved Areas) and the ways in which the level of care could be raised have long been a concern.  

· Metropolitan areas easily attract and retain primary care and specialty physicians because of the high demand for services, quality of life issues, the higher reimbursement rates, etc.
· Small cities and rural areas have less demand for services and have a disproportionate share of Medicare and Medicaid patients. The Medicare and Medicaid carry lower fees for services than private insurance, which results in less access to medical and dental services for the population.
· Additionally, the projected physician shortage, especially in primary care, is making the problem found in small cities and rural areas even more troublesome. For instance, the Wisconsin Hospital Association projects a shortage of 2,200 physicians by 2030. 
· To meet this need, Wisconsin medical schools will need to; a) train more physicians and expand residencies, and b) retain practitioners trained and attract doctors from other states and countries. 

Changes for the Future: Overlaying the problems of physician shortages and underserved communities are technological developments and institutional changes that are having and will continue to have a profound impact on the way medicine is practiced. For example, 

· The expansion of telemedicine is bringing specialty services to rural areas.
· Secure Internet sites will allow greater interaction between patients and doctors that are vast distances from each other. 
· Advances in mobile devices hold great possibilities for the delivery of health care. 
· The growth of electronic medical records will provide a greater tie between communities. 
· Taken all together with the inter-operability of the medical record as being developed in Wisconsin, the subspecialist and the local provider can review the patient's history and test data together in suggesting a diagnosis and course of treatment. 

Medicine is also facing vast organizational change. The older model of the sole practitioner has virtually disappeared. Hospitals and large multispecialty groups are buying out such practices. The trend is especially affecting the type and quality of care that residents in small cities and rural areas have available. Concepts such as the Medical Home and the advancing Accountable Care Organization will definitely have an effect on the health care delivery in smaller communities. 
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Program

Wednesday, April 17, 2013

Conference Opening, Welcome, Dinner, and Featured Speaker

5:00—5:30 p.m.  Social Gathering (Cash Bar)  Laird Rm North
5:30—5:45 p.m.  Welcome: Northern and Central Wisconsin Health Initiative
	Chancellor Bernie Patterson, University of Wisconsin-Stevens Point
	Dean Chris Cirmo, College of Letters and Science

5:45—6:45 p.m. Conference Dinner and Opening Comment (Sponsored by Ministry Health Inc.)
	Dinner in the Laird Room North, Dreyfus University Center
Opening Comment: Fritz Wenzel, MBA., Executive Director (retired) Marshfield Clinic; Distinguished Service Professor of Management.  Opus College of Business, University of St. Thomas

7:00–8:30 p.m.
● Session 1  Keynote Speaker: Richard Cooper, M.D., "Who Will Care for Tomorrow’s Children (and their Parents)?" Alumni Rm.  Director, Center for the Future of the Healthcare Workforce, New York Institute of Technology; Senior Fellow, The Leonard Davis Institute of Health Economics, University of Pennsylvania; Former Dean and Director, Health Policy Institute, Medical College of Wisconsin

Thursday, April 18, 2013
8:30—10:00 a.m.
● Session 2  Technology’s Impact on Health in Small Cities and Rural Areas: EMR,   Social Media, and Telemedicine- Laird Rm North
· Anthony Ellertson, Ph.D.  Associate Professor of Computing and New Media Technologies.  University of Wisconsin-Stevens Point.  Panel Chair

· Nina Antoniotti, Ph.D., Director, Telemedicine, Marshfield Clinic
· Oliver Degnan, M.A.  Chief Technology Officer, Marshfield Clinic
· Trevor Berceau, Research and Development, Epic, Inc.,,Verona, WI


● Session 3  Health Disparities in Small Cities: Women and Minorities-Alumni Rm.
· Dan McCarty, Ph.D. School of Health Care Professions. University of Wisconsin-Stevens Point.  Panel Chair
· Julie Luks, M.D. CPE., Medical Director. Women’s Health, Aspirus
· Kou Kevin Yang, M.D., Family Medicine, Marshfield Clinic-Wausau
· Dan McCarty, Ph.D., School of Health Care Professions, University of Wisconsin-Stevens Point
· Ted Kay., President and CEO of Family Health, LaClinicia Inc., Wautoma, WI

· Session 4  Hospice and Palliative Care in Rural Communities: Challenges and Innovative Approaches Legacy Rm. 
· Amy Boelk, Ph.D., Associate Professor, Department of Sociology and Social Work, University of Wisconsin-Stevens Point, Panel Chair
· Susan Wurzer., Community Educator, Hospice and Palliative Care Experts (HOPE) of Wisconsin
· Donnalee Hustedt. MSN., Central Region Hospice Director, Ministry Home Care
· Laura Galloy, BSN., Supervisor, Patient Care, Ministry Home Care-Hospice
· Amy Boelk, Ph.D,. Associate Professor, Department of Sociology and Social Work, University of Wisconsin-Stevens Point

10:05—11:30 a.m.
● Session 5  Featured Speaker I: Ira Moscovice, Ph.D., "The Impact of Health Care Reform on Rural Health,"  Alumni Rm. Director Upper Midwest Rural Health Research Center; Mayo Professor and Head of the Division of Health Policy and Management, School of Public Health, University of Minnesota

11:30 a.m.—12:30 p.m.
Lunch individually taken in the Dreyfus University Center or elsewhere in the Stevens Point area

12:30—1:45 p.m.
● Session 6 Finance: Insurance and Reimbursement Issues in Small Cities- Laird Rm North
· Gary Mullins, Ph.D. Professor of Business Administration and Head of the School of Business and Economics.  University of Wisconsin-Stevens Point. Panel Chair
· Chris Bruni, B.S. CEBS, GBA Director of Sales.  Security Health Plan
· Dennis Peterson, B.S., Executive Vice President, Delta Dental
· Jason Davis, Ph.D., Associate. Professor, School of Business and Economics, University of Wisconsin-Stevens Point

● Session 7  Recruitment of Health Professionals in Small Cities & Rural Areas- Alumni Rm.
· Ed Miller, Ph.D., Department of Political Science and the Center for the Small City, University of Wisconsin-Stevens Point, Panel Chair
· Byron J. Crouse, M.D., Director, Wisconsin Academy of Rural Medicine, University of Wisconsin School of Medicine and Public Health
· Claudine Taub, R.N., Ministry Health
· Patrick Safo, M.D., Ph.D., Dermatologist, Ministry Health
· Ed Miller, Ph.D., Department of Political Science and the Center for the Small City, University of Wisconsin-Stevens Point

● Session 8  Tribal Health Needs and Services – Legacy Rm.
· Elizabeth Wabandato, Ph.D., Department of Political Science, University of Wisconsin-Stevens Point, Panel Chair
· Sonny Smart, M.S.W., Professor, Social Work, University of Wisconsin-Stevens Point
· Deb Tutor, Clinic Administrator, Bad River Health and Wellness Center
· Kim Sturm, D.D.S., Dentist, Bad River Health and Wellness Center
· Jon Greendeer, B.S., President, Ho-Chunk Nation



1:50—3:25 p.m.
● Session 9  Establishing Medical Training in Small Cities: Medical Schools, Residencies, Nursing Programs- Laird Rm North
· Susan Raab, Ed.D.  Prof. and Head of School of Health Professions and Coordinator of the Pre-Nursing Program
· Carole Paulson, MSN, Ed.D., Assistant Professor, School Health Care Professions. University of Wisconsin-Stevens Point
· Matthew J. Jansen, M.D., Director, Division of Education, Marshfield Clinic
· Paula Termuhlen, M.D., Professor of Surgery and General Surgery, Residency Program Director, and Faculty Leader, MCW Community Medical Education Program, Medical College of Wisconsin

● Session 10 Oral Healthcare Considerations in Small Cities and Rural Communities- Alumni Rm. 
· Chris Cirmo, Ph.D., Dean, College of Letters and Science. , University of Wisconsin-Stevens Point, Panel Chair
· Brenda Diamond, B.S., R.D.H., Director, Ministry Dental Clinic, Ministry Health
· G. Joseph Kilsdonk, Au.D., Administrative Director, Division of Education, Marshfield Clinic 
· Amit Acharya, B.D.S., Ph.D., Dental Informatics Scientist/Associate Research Scientist, Biomedical Informatics Research Center, Marshfield Clinic 
· Sheila Stover, D.D. S., M.S.,Clinical Assistant Professor, Director Rural Outreach Programs, Marquette University Dental School

● Session 11  Mental Health- Legacy Rm.
· Craig Wendorf, Ph. D., Department of Psychology, University of Wisconsin-Stevens Point, Panel Chair
· Harry Magee, M.D. Psychiatrist. , University of Wisconsin-Stevens Point
· Terry Kaddatz, PsyD., Psychologist, Ministry Medical Group
· Amy Marcott, M.A. Ed., Division Coordinator of Community Programs, Portage County Health & Human Services Department

● Session 12  Regional Cooperation- Encore Rm.
· Robert Wolensky, Ph.D. Professor. Department of Sociology and Social Work.  University of Wisconsin-Stevens Point. Panel Chair
· Heong P’ng, M.D., Medical Director, Spirit Medical Transportation, Ministry Health; Medical Director, Saint Claire Hospital Emergency Department, Wausau
· Keith Rice, Ph.D. and Doug Miskowiak, M.S., Geographic Information Center, University of Wisconsin-Stevens Point and Adedayo Onitilo, M.D., MSCR., Oncology/hematology, Marshfield Clinic-Weston Center, Clinical Associate Professor, University of Wisconsin School of Medicine and Public Health
· Catherine Kolkmeier, M.S.,  Executive Director, La Crosse Medical Health Science Consortium
· Suzanne Matthews, Ph.D., Executive Director, Northern Wisconsin Area Health Education Center
· Russell D., Kashian, Ph. D., College of Business & Economics, University of Wisconsin-Whitewater



3:30—4:40 p.m.
● Session 13  Featured Speaker II: Patrick Remington, M.D., M.P.H., “Can Rural Counties Rule in Health Rankings?" DUC Theatre Professor, Department of Population Health Sciences and Associate Dean for Public Health, University of Wisconsin School of Medicine & Public Health

4:35—5:15 p.m.
● Session 14  Conference Wrap Up—DUC Theatre
· Chancellor Bernie Patterson, UW-Stevens Point
· Dean Chris Cirmo, College of Letters & Science, UW-Stevens Point
· Dean Marty Loy, College of Professional Studies, UW-Stevens Point
· Ed Miller, Department of Political Science.  UW-Stevens Point
· Robert Wolensky, Department of Sociology and Social Work. UW-Stevens Point

Conference Planning Committee:
· Edward  J. Miller, Professor of Political Science, Co- Director, Center for the Small City
· Robert Wolensky, Professor of Sociology, Co-Director, Center for the Small City
· Christopher Cirmo, Dean of the College of Letters and Science
· Julie Smith, Director of Development, College of Letters and Science


Conference Sponsors:
· University of Wisconsin-Stevens Pont   Center for the Small City
· University of Wisconsin-Stevens Pont College of Letters & Science
· Delta Dental
· Ministry Health
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Physician Supply and GME

RICHARD (Buz) COOPER, MD

I1linois Residency Program Directors Meeting
Chicago
December 8, 2012





THE AGENDA

. What is responsible for the physician shortage?

. What is the magnitude of shortage ?

. Can NPs and PAs fix the problem?

. What has been the medical education response?
. Why has there been no action to expand GME?

. What can be done?





What is responsible for the physician shortage?





GME and the Balanced Budget Act of 1997
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What is the magnitude of the shortages?
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Physician Supply & Demand and GDP
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400 Physician Supply & Demand and GDP

375
Physicians/100K

2025
350
325 .

shortage
= 150,000
300
Projected
GDP

215 growth

@ 2.1%

1996 |
250 l | | | | | |

$35,000 $40,000 $45,000 $50,000 $55,000 $60,000 $65,000
GDP/capita






W1 Physician Supply & Demand and GDP
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Other Factors Affecting “Effective” Physician Supply

Residents’ 80 hour week

N/ Practice productivity (hrs/week, visits/hr)

V' Aggregate work-effort of women

N Time for regulatory compliance

Reverse migration of IMGs





Factors Further Decreasing the Supply of
Office-Based Generalists

More hospitalists and generalist specialties

Less primary care provided by medical specialists
Proportionally more women in office-based practice
Smaller panel sizes in Medical Homes 2300 - 1800

Much smaller panel size of Concierge practices = 600





Can NPs and PAs fix the problem?





PAs /100K
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What is Happening in Medical Education?

Medical school applicants
and matriculants.

Medical school graduates
and residency positions.





First-time MD+DO Applicants and Matriculants
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First-time MD+DO Applicant-to-Matriculant Ratios
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Declining Rate Of Attrition From Medical Schools
MD+DO 1959-2002
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Why has there been no action to expand GME?

® O O 0

It's a matter of Maldistribution.
Getting rid of Waste will fix it.

The US spends more but gets less,
so le’'s be more like Europe

Primary care will fix it.





Physicians and State Per Capita Income
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Physicians per 100,000

Physicians and State Per Capita Income
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Metropolitan and Micropolitan Statistical Areas

Population, Income and Physician Supply
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Why has there been no action to expand GME?

® O O

It's a matter of Maldistribution.
Getting rid of Waste will fix it.

The US spends more but gets less,
so le’'s be more like Europe

Primary care will fix it.





The Quality of Medical Care
in the United States:

A Report on the Medicare Program

The Center for the EBxaluative Clinical Sciences
Daromouth Medical School

The Dartmouth Atlas of Health Care 1999






“If we can move our nation toward the practices of lower-cost areas,
health-care costs could be reduced by 30%, about $700 billion a year.”
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“Some health systems spend about 20-30% less
and yet have better outcomes.”

“We need to reward value, not volume.”






The Dartmouth Atlas of Health Care
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“Given the waste and inefficiency of physician practices,
the nation does not need more physicians.

Congress should resist efforts to increase the number
of residency positions funded by Medicare.”
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Dartmouth: Getting Past Denial
(NEJM 2009)

“Some physicians have concluded that their hospitals or regions
spend more because their patients are sicker and poorer.”

Differences in poverty explain almost none of the variation.”
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Waste or Poverty?
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Hospital Utilization in Wisconsin HRRs
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Hospital Utilization in Wisconsin HRRs
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Waste or Poverty?
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Why has there been no action to expand GME?
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It's a matter of Maldistribution.
Getting rid of Waste will fix it.

The US spends more but gets less,
so le’'s be more like Europe

Primary care will fix it.





Health (HC ppp)
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Housing Consumption vs. GDP
OECD (US$ ppp)
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Recreation, Culture, Restaurants, Hotels vs. GDP
OECD (USS$ ppp)
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Social Spending

Social Spending vs. GDP
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Why has there been no action to expand GME?
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It's a matter of Maldistribution.
Getting rid of Waste will fix it.

The US spends more but gets less,
so le’'s be more like Europe

Primary care will fix it.





The primary care argument:

Areas with more primary care physicians (i.e., family
physicians, but not internists or pediatricians) have
lower mortality and lower costs, while regions with more
specialists have higher costs and poorer outcomes.





FM/GPs per 100,000

County quintiles
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Let’s End the Primary Care - Specialty Schism
and Solve the Physician Shortage

Posted April 27, 2009
http://buzcooper.com




http://buzcooper.com/



WHAT TO DO?
Strategy #1

Expand GME





Strategies to Expand GME

Increase federal support for GME.
Develop All-Payer GME

Limit residency stipends to 3 years and use the
funds to create additional training slots.

Decrease stipends and spread the funds across
additional training slots

Shorten required residency length and spread
slots across additional trainees.





Average Duration of GME
1975 - 2008
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But there is no clear road

The ACA provided $230 million to train additional primary care providers:
500 physicians, 600 PAs and 600 NPs by 2015.

HR 6352, the Resident Physician Shortage Reduction and GME
Accountability and Transparency Act, would fund 15,000 GME slots
(about 3,500 PGY-1s) but requires regulatory adherence to new quality
standards or risk payment reductions (2% of IME). (Note: Previously
opposed by AAFP.)

HR 487, the Primary Care Workforce Improvement Act, calls for a
budget-neutral pilot program to test community-based residency training
models, emphasizing primary care training in rural and underserved
communities (first introduced in 2011).





Proposals to Reduce federal GME Support

MedPAC: Reduce IME from 5.5% to 2.2% ($3.5B). Allocate funds to a
“performance-based, incentive program that rewards training that will
Improve the value of our health care delivery system."

10 year reduction = $40B.

Simpson-Bowles Commission: Reduce the IME add-on rate from 5.5% to
2.2% and cap DME at 120% of the national average salary paid to medical
residents ($45,000- $50,000).

10 year reduction = $60B.

Congressional Budget Office: Convert separate DME and IME into block
grants with same amount of DME, IME at 2.2% and about $500 million for
the federal share of Medicaid GME.

10 year reduction = $69B

President Obama's 2013 budget: 10% cut in the IME, from 5.5% to 4.95%
beginning in 2014.
10 year reduction = $10.5B






Even with additional GME funding...

Will hospitals establish new GME programs?
Will they expand existing ones?
Will they even continue the ones that now exist?





WHAT TO DO?
Strategy #2

Recruit foreign physicians.





Entry of Physicians into Practice in the US

Foreign Medical US Medical
Graduates Graduates

\ 4
Foreign Residency /

Residency Training
Training

\4

Clinical Practice





Foreign Medical
Graduates

Entry of physicians into the UK, Canada and Australia
Residency Training
\ 4

Foreign Residency
Training
\ v

Clinical Practice






CONCLUSIONS

1. Physician shortages are deepening.

2. It will not be possible to train enough NPs and PAs to
Impact materially on physician shortages.

3. Primary care shortages are on a path toward crisis.

4. Medical educators confront growth of medical schools
without parallel growth of residencies and a potential
shortfall in qualified applicants.

5. Health policy misperceptions about waste, poverty and
primary care are impeding rational workforce policy.

6. As efforts to remodel physician practices fail to meet
the demand for doctors, the US will look to other models
and other countries to fill gaps, but is that wise and will it
work?





THANK YOU.

Blog: http://buzcooper.com





		��Physician Supply and GME

		1.  What is responsible for the physician shortage?��2.  What is the magnitude of shortage ?��3.  Can NPs and PAs fix the problem? ��4.  What has been the medical education response?��5.  Why has there been no action to expand GME?��6.  What can be done?�

		What is responsible for the physician shortage?

		GME and the Balanced Budget Act of 1997��

		What is the magnitude of the shortages?

		Physician Supply and GDP

		Physician Supply and GDP

		Physician Supply and GDP

		Physician Supply and GDP

		Other Factors Affecting “Effective” Physician Supply

		Factors Further Decreasing the Supply of �Office-Based Generalists

		Can NPs and PAs fix the problem?

		           Physician Assistants           Nurse Practitioners�                                         Clinically active�                                            1990-2015  

		           Physician Assistants           Nurse Practitioners�                                         Clinically active�                                            1990-2015  

		Slide Number 15

		�What is Happening in Medical Education?��Medical school applicants �and matriculants.��Medical school graduates �and residency positions.��

		First-time MD+DO Applicants and Matriculants

		First-time MD+DO Applicant-to-Matriculant Ratios

		Declining Rate Of Attrition From Medical Schools� �MD+DO 1959-2002

		Medical Grads and PGY-1s

		Slide Number 21

		Slide Number 22

		Slide Number 23

		Metropolitan and Micropolitan Statistical Areas��Population, Income and Physician Supply

		Slide Number 25

		Slide Number 26

		Slide Number 27

		Slide Number 28

		Slide Number 29

		Slide Number 30

		Slide Number 31

		Hospital Utilization in Wisconsin HRRs

		Slide Number 33

		Hospital Utilization in Wisconsin HRRs

		Slide Number 35

		Slide Number 36

		Slide Number 37

		Slide Number 38

		Health Spending vs. GDP ��OECD (US$ ppp)

		Housing Consumption vs. GDP� �OECD (US$ ppp)

		Recreation, Culture, Restaurants, Hotels vs. GDP ��OECD (US$ ppp)

		Social Spending vs. GDP ��OECD (US$ ppp)

		Slide Number 43

		Slide Number 44

		Slide Number 45

		Slide Number 46

		Slide Number 47

		��WHAT TO DO?��Strategy #1��Expand GME

		Slide Number 49

		Average Duration of GME�1975 - 2008

		Slide Number 51

		Slide Number 52

		Even with additional GME funding...��Will hospitals establish new GME programs?�Will they expand existing ones?�Will they even continue the ones that now exist?

		WHAT TO DO?��Strategy #2��Recruit foreign physicians.

		Slide Number 55

		Slide Number 56

		Slide Number 57

		Slide Number 58




image2.emf
Health Reform on  Rural Health Care - April 2013.pptx


Health Reform on Rural Health Care - April 2013.pptx
The Impact of Health Reform on Rural Health Care


Ira Moscovice, Ph.D., Mayo Professor and Head
Division of Health Policy and Management
School of Public Health
University of Minnesota
mosco001@umn.edu

Small City and Regional Community Conference
University of Wisconsin – Stevens Point
April 18, 2013






Overview

Payment and Delivery Side Reform Under ACA

Accountable Care Organizations (ACOs)

Bundled Payments

Workforce Implications of ACA





Payment and Delivery Side Reform under ACA

What is in the health reform law?

Encourages development of new patient care models such as ACOs

Creates CMS Innovation Center to test and evaluate patient-centered delivery and payment models

Establishes a national pilot program on payment bundling

It does not make sense to implement insurance reform without substantial delivery side reform

Else, we are simply providing increased access to an inefficient system with cost containment unlikely





How Do We Want Health Care to be Delivered?

Clinically relevant information available

Care coordination among multiple providers with active management of transitions

Clear accountability for total care of patients

Patients have easy access to appropriate care and information

System is continuously innovating and learning

Conclusion:  Some form of organization (i.e. established mechanisms for working across providers and settings) is required to achieve the above

Source:  Commission on a High Performance Health System, The Commonwealth Fund, August 2008





Accountable Care Organizations (ACOs)

A set of providers (e.g. hospital, primary care physicians and specialists) responsible for the quality and cost of health care for a defined population of Medicare beneficiaries

Goal: constrain costs, improve quality, and coordinate care

Source:  MedPAC Report to Congress June 2009; Fisher, McClellan and Safran, NEJM 365:2445-2447, 2011





Accountable Care Organizations (ACOs)

Needs a formal organization and structure

Could be formed from an integrated delivery system, physician-hospital organization or academic medical center

Minimum of at least 5,000 patients

Remarkable diversity in ACO structure so far with variable experience in performance measurement and risk-bearing

New MD networks with or without partnering hospitals

Well-established IPA or IDS

Source:  MedPAC Report to Congress June 2009; Fisher, McClellan and Safran, NEJM 365:2445-2447, 2011





Accountable Care Organizations (ACOs)

Assess 33 quality measures in 4 areas that affect patient care

Patient/caregiver experience of care (e.g. CAHPS)

Care coordination/patient safety (e.g. ambulatory sensitive conditions admissions, medication reconciliation)

Preventive health (e.g. vaccinations, tobacco use assessment and cessation intervention, mammography screening)

At-risk population/frail elderly health (e.g. diabetes and coronary artery disease composite scores, controlling high blood pressure)

Source:  MedPAC Report to Congress June 2009; Fisher, McClellan and Safran, NEJM 365:2445-2447, 2011





Accountable Care Organizations (ACOs)

Nonetheless, the final ACO rule states that CAHs that bill for both facility and professional services, FQHCs and RHCs are eligible entities to form an ACO.





CMS ACO Demonstrations

Shared Savings Program 

CMS continues to pay individual providers as is (i.e. FFS) but develops a benchmark for ACO performance that dictates shared savings or losses (one-sided and two-sided risk models proposed)

As of January 2013, 223 organizations have been designated as Medicare ACOs

27 ACOs in April 2012

89 ACOs in July 2012

106 ACOs in January 2013

Almost half are MD-driven organizations serving fewer than 10,000 beneficiaries

Approximately 20% of ACOs include community health centers, rural health clinics, and Critical Access Hospitals





CMS ACO Demonstrations

Advance Payment ACO Model

Up front fixed ($250K) and variable ($36/beneficiary) payments and a size dependent variable ($8/beneficiary) monthly payment

Designed to provide support to organizations in need of access to capital to build necessary infrastructure to function as an ACO

Eligible organizations include:

ACOs with no hospitals (e.g. physician-owned) and annual revenues less than $50 million and

ACOs with hospitals that only are CAHs or Medicare low volume rural hospitals and annual revenues less than $80 million.





CMS ACO Demonstrations

On April 1, 2012, 5 organizations were designated as Advanced Payment ACOs

Coastal Carolina Quality Care (New Bern, NC) – MD owned medical practice with over 50 providers that care for more than 11,000 Medicare FFS beneficiaries

Jackson Purchase Medical Associates (Paducah, KY) – 6 medical groups that serve 6,000 Medicare beneficiaries in western Kentucky

North Country ACO (Littleton, NH) – Network of 4 rural community health centers that serve nearly 6,000 Medicare beneficiaries

Primary Partners (Clermont, FL) – Primary care MD network located in 4 counties and serving 7,500 Medicare beneficiaries

RGV ACO Health Providers (Donna, TX) – 6 primary care group practices in south Texas using a medical home model to serve over 6,000 Medicare beneficiaries

15 additional organizations designated on July 10, 2012 and 15 more on January 10, 2013





Pioneer ACO Model

For organizations with experience in coordinating care for patient across settings

Goal is to improve the health and experience of care for individuals, improve the health of populations and reduce the rate of growth in health care spending

Minimum of 15,000 aligned beneficiaries unless located in a rural area and then at least 5,000 beneficiaries





Pioneer ACO Model

Designed to work in coordination with private payers by aligning provider incentives

Shared savings payment models being tested initially with the goal in Year 3 to move a substantial portion of payments of successful ACOs to population-based model

CMS will publicly report the performance of Pioneer ACOs on quality metrics

By end of 2012, Pioneer ACOs must have at least 50% of their primary care providers meeting requirements for meaningful use of certified electronic health records





Initial Sites for Pioneer ACO Model

CMS chose a diverse set of 32 participants for the Pioneer ACO demonstration

8 participants appear to have an important rural focus

Dartmouth/Hitchcock ACO (New Hampshire and eastern Vermont)

IDS committed to population health management using primary care medical home practice model

Eastern Maine Healthcare System

IDS serving more than 40% of state residents with multiple hospitals, integrated MD groups, long-term care providers etc. and with links to employers

Genesys PHO (Southeastern Michigan)

Partnership of hospital system and medical practices (i.e. PHO) in 5-county area





Initial Sites for Pioneer ACO Model

North Texas Specialty Physicians

Partnership of health system and IPA serving 3-county area with experience with population health management on a risk basis

OSF Healthcare System (Central Illinois)

IDS with multiple hospitals, a large medical group, and long-term care providers

Central New Mexico Pioneer ACO

IDS with 8 hospitals, large MD groups and a health plan which insures over 400,000 people

Seton Health Care Alliance (Central Texas)

Partnership of hospital system and medical practices that serves 11-county region

TriHealth, Inc. (Northwest Central Iowa)

IDS located in rural area, serves 8 predominantly rural counties and includes hospitals, MD groups, rural health clinics, community mental health center and a home health agency





Key Issues for Pioneer ACO Participants

Integration models for primary care, specialty care, public health, hospital care including CAHs (e.g. with cost-based reimbursement), post-acute care

Feasibility of virtual integration of providers in an ACO

Organizational strategies across ownership lines

Data sharing and risk management investments

Performance measurement and improvement strategies

Gaining consumer engagement/support

Impact of antitrust policies (e.g. MD self-referral, gainsharing, anti-kickback)





ACOs and Antitrust 

Concern about market power of newly-formed ACOs in negotiation with commercial insurers

Safety zone if ≤30% of each common service in primary service area

PSA = “the lowest number of contiguous postal zip codes from which the [ACO participant] draws at least 75 percent of its [patients]” for that service”

Mandatory review if its share exceeds 50% for any common service that two or more independent ACO participants provide to patients in the same PSA. 

Commit to 90 day review





Accountable Care Organizations (ACOs)

Overall Challenges

Providing timely data and useful performance measures

Overcoming transition costs

Gaining consumer support

Rural Challenges

Achieving minimum patient base of 5,000 in thinly populated areas

Rural providers less likely to have formal organizational structure, integrated providers (How do CAHs, RH clinics, networks etc. fit in?)

Many rural areas have historically low costs

Financial vulnerability of many rural providers

Aligning bonuses (and penalties, if any) with cost-based reimbursement

Small volume issues in measuring quality

Source:  MedPAC Report to Congress June 2009





Bundled Payments and Care Coordination

Silo structure of Medicare payments reduces care coordination across treatment modalities and leads to misalignment of incentives

Bundling provides a fixed payment for a set of services  for a defined episode of care from admission to a pre-specified number of days post-discharge (e.g. acute and post-acute care services and potentially MD services for pneumonia, stroke, hip fractures, CHF, and AMI)





Bundled Payments and Care Coordination

Payment for services provided during an episode of care will be made as a single payment to one entity

To who?

How will dollars be distributed to providers?

In theory, bundled payments should encourage smoother patient handoffs, better coordination of care and save money





Variation in Bundled Payment Structure

Types of services covered

Counting readmissions and time windows

Conditions or procedures included

Consider the following three scenarios, each involving the same patient.  A 76-year-old female patient is admitted to a hospital for a hip fracture.  She undergoes a successful hip replacement and is discharged to a nursing home for rehabilitation.  She stays at the nursing home for two weeks.





Scenario A

	After two weeks at the nursing home, she develops swelling on the calf. She is readmitted to the hospital where she is diagnosed with a deep venous thrombosis in her calf.  This is a preventable condition from her first admission and could be counted under the bundled payment for the initial hospitalization. In this situation, rehabilitation has been further delayed and may occur outside of the bundled payment time frame.  The question then arises: How will the therapy after the second hospitalization be reimbursed?







Scenario B

	Although her hip transplant was successful, the patient’s rehabilitation has a rocky course, for one or more of several reasons. Rehabilitation may be limited by pre-existing chronic illnesses or cognitive limitations.  If rehabilitation or complications occur after the 30 days of the original episode, how will her care be categorized for reimbursement?  Will necessary rehabilitation not occur because it would happen outside of the time limitations?





Scenario C

	The same patient is readmitted after two weeks at the nursing home because she had a myocardial infarction. In that instance, it would be difficult to consider her new condition as a truly preventable condition from her first admission. Thus including the costs of the second hospitalization with the bundled payment would place an unnecessary burden on the admitting hospital.





Implications for Rural Beneficiaries

The bundled payments framework may discourage urban hospitals from discharging to a rural PAC facility. Rural facilities may be less likely to be part of the urban hospital’s integrated network for the bundled service.

If rural residents who are treated in urban hospitals cannot return to their communities for PAC services, the patient, family and rural provider may all suffer:

First, rural residents may not be able to recuperate near their home and that would increase the burden on them and on their social support network.





Implications for Rural Beneficiaries

Second, if rural residents return to a PAC service provider near their home but these facilities are not part of the urban hospital’s integrated network, the coordination of care that the bundled payment strategy seeks to influence will likely suffer.

Third, the resulting reduced demand for rural PAC facilities, in turn, may lead to closure and more fragmentation of an already thin network of rural health care providers. 





Integration and the Logistics of Bundling

To implement bundling, a set of providers must develop contractual relationships that specify:

Payment rates

Performance measures

Mechanisms for monitoring resource use and patient outcomes

Poised for implementation – integrated delivery systems





Integration and the Logistics of Bundling

Needing new relationships and structure – most rural providers

It’s more complicated, time consuming, duplicative, and more expensive to manage and implement multiple contractual relationships with independent providers than to reorganize internally





Bundled Payments and Care Coordination

Impact of moving to a bundled payment system will depend upon factors such as:

Organizational structure and density of providers

Scale and types of services offered by providers

Population density

Assessing implications of such a policy change without consideration of the rural context raises the risk of unintended negative consequences.





Bundled Payments and Care Coordination

Challenges to bundling payments in rural settings

Cost-based reimbursement incentives (e.g. for CAHs) are very different than incentives bundling attempts to provide

Rural patients may receive hospital care and post-acute care in geographically dispersed facilities making it difficult to “virtually” integrate

Some rural hospitals have few options for post-acute care and would be disadvantaged at the negotiating table

Changes in reimbursement structures may lead financially unstable rural providers to exit the market





Potential Consequences of Bundling Payments in Rural Settings

Bundled payments may improve the quality of care in rural areas; however, the impact is likely to be unevenly distributed across geography and care systems.

Bundled payments are likely to work best in integrated health care systems, where it is easy to align incentives across providers

Much of the rural health care infrastructure is fragmented





Potential Consequences of Bundling Payments in Rural Settings

For non-integrated environments, following challenges need to be addressed

Allocating a bundled payment across providers can be a complex and time-consuming negotiation with results related to the bundle of services, the availability of PAC providers, and the service capacity of the admitting hospital.

Urban referral centers may have an incentive either to directly provide PAC services for discharged rural patients or to contract with other urban providers.





Potential Consequences of Bundling Payments in Rural Settings

Contracts among rural providers will likely favor physicians and hospitals over other PAC providers because of the greater bargaining power that physicians and hospitals have related to patient flow and referrals.

Appropriately aligning incentives across providers requires monitoring. The rural environment poses particular challenges for effective monitoring, notably the lack of health information technology (HIT) infrastructure and low levels of competition.







Potential Strategies to Address These Issues

CMS should consider the following proactive steps:

Design optimal contractual arrangements that provide rural providers with templates to reduce the cost of negotiating contracts across providers and help redress the imbalance of provider bargaining power. 

Develop risk- and volume-adjusted performance criteria to facilitate contract monitoring and selection of PAC providers for contracting. 





Potential Strategies to Address These Issues

Design measurement and reporting mechanisms that adapt to both integrated and non-integrated care delivery models (e.g., HIT capacity, inter-platform compatibility, and design/protocol differences).





Potential Consequences of Bundling Payments in Rural Settings

Bundled payments may lead to increased provider consolidation and fewer provider options in rural markets.

Since bundled payments are well suited for integrated systems, there will be incentives for rural providers to consolidate vertically and horizontally.





Potential Strategies to Address These Issues

Adjust the criteria for monitoring the anti-trust implications of provider mergers and acquisitions (such as the Hart-Scott-Rodino thresholds) to increase their sensitivity to scale differences found in rural health markets. 

Assure that rural providers are fully aware of Department of Justice/ Federal Trade Commission anti-trust enforcement policies regarding service delivery integration.

Where feasible, require larger hospitals to establish multiple PAC contracts to accommodate consumer choice in health care providers and settings.







Potential Consequences of Bundling Payments in Rural Settings

Incorporating Critical Access Hospitals (CAHs) into a bundled payment mechanism may not work.

Their cost-based reimbursement status has placed them in a position where Prospective Payment System (PPS) hospitals consider them unfair competition. It can be difficult to negotiate a contract, because there is less flexibility to underbid competitors. 





Potential Strategies to Address These Issues

Exempt CAHs from the bundled payment methodology.

Carve out PAC services provided by CAHs for bundled payments under the same methodology used for PPS providers.

Create a “fixed-bonus” payment to support the continued operation of CAHs and avoid loss of access to needed services in rural communities that have no alternative sources of care. Performance incentives can be incorporated into the bonus payment methodology to encourage service delivery efficiencies and quality.





Potential Consequences of Bundling Payments in Rural Settings

Under a bundled payment system, safeguards may need to be implemented to protect rural consumer choice and patient-provider relationships.

Discharged patients could be kept within the corporate umbrella or local contractual relationship of the tertiary care facility in order to achieve greater control over the level of financial and performance risk.

The potential loss of access to post-acute care providers in a rural patient’s own or nearby community threatens consumers’ ability to choose their care setting. 





Potential Strategies to Address These Issues

Implement contract requirements that encourage patient choice (e.g. document that a specific percent of rural residents discharged from referral hospitals can obtain PAC services within a reasonable distance from the resident’s home community).

Foster communication to assure care coordination during the transition between hospital discharge and transfer back to the patient’s community.

Specify a split payment methodology (as with split DRGs) so that each set of providers does not re-create the wheel





Current Federal Bundling Demonstration Projects

Bundled Payments for Care Improvement initiative – authorized by CMS Innovation Center and based on four models of care for Medicare FFS beneficiaries

Model 1 – Inpatient stay only (Prospective payment with gainsharing)

Model 2 – Inpatient Stay plus Post-discharge Services (Retrospective payment)

Model 3 – Post-discharge Services (Retrospective payment)

Model 4 – Inpatient Stay plus readmissions (Prospective payment)





Rural Implications of BPCI

Having 50% of delivery system partners meeting meaningful use of HIT standards will limit the number of participating rural PPS and FFS providers

Non-PPS hospitals (e.g. CAHs) will only be eligible to participate in models 2 and 3

It will be a challenge to hold participants to strong safeguards for consumer choice





Conclusion

Implementation of a bundled payment strategy will drive consolidation and regionalization of services both horizontally and vertically.

For rural providers to be meaningful participants in bundled payment strategies, they will need to be fairly reimbursed for the services they provide.

“Success” in a bundled payment strategy should not be totally based on financial factors, but should also reward quality outcomes and patient choice.







ACA Workforce Provisions

National health care workforce commission

State development grants

Increasing supply

Grants and Loan programs for medical students, nurses, allied health professionals, non-physician clinicians

Funding for National Health Service Corps

Training program grants for primary care and PA programs

Advance nursing education grants

Incentives

PCP and general surgeons practicing in HPSAs will get a 10% Medicare payment bonus for five years.





ACA Financial Implications for Providers

Incremental but Important

Annual Medicare payment rate updates reduced for most providers (2010/2012)

Medicare & Medicaid Disproportionate Share Hospital payments decline (2014)

Medicaid payment rates increase in 2013/2014 to 100% Medicare levels for primary care







Workforce Issues

Increased demand for services

Evidence from research (Buchmueller et al. 2005)

Outpatient visits

1-2 additional visits per year on average

Bigger response for women than men

Bigger response of going from uninsured to Medicaid than from uninsured to private insurance

Inpatient utilization

Small but significant increase in demand of .16 to .24 days per year going from uninsured to privately insured

Extensive geographic variation

Prior number/concentration of uninsured 

Existing provider capacity











Pressure on Primary Care

Research Questions

How much additional primary care will be demanded across states, given the coverage expansion?

How many more primary care physicians will be needed?

Methods

Medical Expenditure Panel Survey, American Community Survey, and MGMA productivity data

Findings

15.07-24.26 million additional visits by 2019

4,307-6,940 additional primary care physicians

Hofer, Abraham, and Moscovice, Milbank Quarterly (2011)





Provider-Based Measures to Monitor

		Percent of physicians accepting new patients, by payer
Primary care
Specialty care

		Percent of physicians participating in public programs
Primary care
Specialty care

		Emergency room visit rates

		Ambulatory care sensitive hospital admissions

		Preventable/avoidable emergency room visits







Key Policy Issues

How will rural health providers and populations respond to increased access to health insurance provided under ObamaCare?

What implications does health care reform have for training of health care professionals?

Will we see increased use of non-MD personnel?

How will providers react to changes in unit prices?

Can technology facilitate the implementation of health care reform in rural environments?





Resources

Official federal government website

www.healthcare.gov

Kaiser Family Foundation

www.kff.org

University of Minnesota Rural Health Research Center

www.hpm.umn.edu/rhrc

Flex Monitoring Team (Rural Health Research Centers at the Universities of Minnesota, North Carolina and Southern Maine)

www.flexmonitoring.org 
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Overview

		Review the County Health Rankings

		Consider how the rankings can be used to support rural community health improvement efforts









		Where we live matters to our health.

		One of the greatest disparities in this country is that some places are healthy, but others are not.

		This information is particularly relevant to rural communities





The purpose of the County Health Rankings is to “Mobilize Action Toward Community Health” We’re motivated because…

*









America’s Health Rankings

		Ranks the overall health of all 50 states, from healthiest to least healthy.

		First published in 1990 and annually thereafter.

		Uses a model that summarizes the overall health of each state.





Our work builds upon the work of the United Health Foundation’s “America’s Health Rankings”

*









America’s Health Ranking – 2009

Mississippi #50



Vermont #1



Wisconsin #10





*

*

This slide shows the results from last year’s State Health Ranking.









Response to the

 State Health Rankings

		Great interest in the media and among policy makers for the past 20 years.

		Provides model to summarize the health of an entire state.

		But just as “all politics is local” so is public health.

		We decided to adapt this model for Wisconsin.





America’s Health Rankings have generated great…in fact, during the 10 years that I worked at the Wisconsin health department, I often responded to calls from the media asking about Wisconsin’s rank.
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Wisconsin County Health Rankings

		Published annually since 2003

		Ranks health in all 72 counties





Together with Drs. Dave Kindig and Paul Peppard, we developed the Wisconsin County Health Rankings.
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Programs and Policies

Health Factors

Health Outcomes



Our model shows that…

*









Mortality (length of life): 50%

Morbidity (quality of life): 50%

Health Factors

Programs and Policies

Health Outcomes
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Physical environment
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Health behaviors
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Clinical care
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Mortality (length of life): 50%

Morbidity (quality of life): 50%
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County Health Rankings model © 2010 UWPHI

Community safety

Education

Family & social support

Employment

Built environment

Environmental quality

Income

Unsafe sex

Alcohol use

Diet & exercise

Tobacco use

Access to care

Quality of care

Physical environment

(10%)

Social & economic factors

(40%)

Health behaviors

(30%)

Clinical care

(20%)

























































Health Factors

Programs and Policies

Health Outcomes



Mortality (length of life): 50%









Morbidity (quality of life): 50%
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Juneau County Experience







Dear Drs. Remington and Kindig:

“I have major disagreements with the data you have compiled: 

a significant portion of your data is fatally flawed; 

it discriminates against rural counties;

your method of comparison lacks statistical significance; and

you solicited no input, involvement or communication with this county – and probably most other rural counties”













In Conclusion:

“If your organization was actually serious about improving the health of the people of Wisconsin, not just providing employment for public health researchers, it would begin collaborating with (i.e. helping, not pontificating to) the primary care providers of the state.”



Sincerely,  

Dr. X, Medical Director







Mobilizing…

		After the release of this article in the Juneau County Star Times, a meeting was held in the Juneau County courtroom.



		Leaders agreed that the Rankings reflected the actual health challenges in their county

		They began discussing ways to improve Juneau County’s health









A broad coalition of partners 

		Requested and won a grant from a statewide foundation

		Worked on a community health needs assessment

		Looked for evidence on what works to improve population health 



…Action…



*
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…Toward Community Health

Juneau County now has a plan to address:

		Increasing health care access

		Improving health literacy

		Teaching parenting skills





*
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“...I feel it was media that did public health a big favor and was a key ingredient to making the people take notice.” 

		

Barb Thies, Health Officer

Juneau County







What Happened Next?







		Several states (TN, NM, KS) used the Wisconsin Model for county rankings in their state

		Robert Wood Johnson Foundation funded the “MATCH” Project in 2009

		Includes producing the County Health Rankings for each of the 50 states, beginning in 2010 
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Rankings Logic Model
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Released in February 2010

		Largest Web site launch in RWJF history

		1.1 million page views and 166,000 unique visitors in first 38 hours

		Ranked #3 on Google Trends for the U.S. and #1 on Google News

		Nearly 40,000 unique visitors per month since (more than data.gov)









Media Coverage

		National print, wire, online stories

		Regional/local print and online: over 700 stories and still counting









Media Coverage

		Over 590 broadcast stories/interviews with reach of > 27 million

		Over 1,000 Blogs (e.g., Paging Dr. Gupta, Consumerist, BusinessWeek, Think Progress)

		Trade journal stories (e.g., American Medical News, Modern Healthcare, CQ Healthbeat, The Nation’s Health)









www.countyhealthrankings.org







Menominee County
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How Do Rural Counties Rank?

Major Urban—a county within an MSA > 1 million population

Suburban Metro—a non-central county within an MSA > 1 million)

Medium Metro—a county within an MSA between 250,000 and 1 million 

Small Metro—a county within an MSA between 50,000 and 250,000

Micropolitan—a rural county with a city of 10,000 or more population

Noncore—and rural county without a city of 10,000 or more population  











































		Rural communities are the best—and the worst—in the health rankings

		Worst rankings for 11 measures

		Best rankings for 6 measures















Rankings Advantages

		They get attention—easy to understand ones “rank”

		The Rankings focus the discussion on the multiple determinants of the health of populations
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Examples of Impact

		Clare County—the lowest ranked county in Michigan—held community forums to respond to the rankings

		Emily Harris—the Rankings State Team Leader in Arkansas—testified before the State Senate Sub-committee on Minority Health









        Background                   Methods                     Results                    Conclusions

“I have held a number of positions in health policy at both the national and state level and I know of no other single effort that has the potential to empower community health improvement efforts so as to inform state and federal health policy makers.”

Unsolicited Feedback

Rene Cabral-Daniels, J.D., M.P.H. 

Vice President for Grants

Williamsburg Community Health Foundation
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        Background                   Methods                     Results                    Conclusions

“These tools will bring many communities closer to that goal because they serve as a catalyst for a paradigm shift that encourages collaboration.”

Rene Cabral-Daniels, J.D., M.P.H. 

Vice President for Grants

Williamsburg Community Health Foundation







Unsolicited Feedback
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Limitations

		They are also controversial (best and worst places to live)

		Unintended negative reactions in least healthy counties

		Small rural areas have more variation on their data/ranks
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The new Roadmaps project shows people what can be done to make their communities healthier places to live, learn, work and play.



We provide a variety of ways to help communities  learn more about how to improve their health: you can start by building a roadmap.



Click on Build Your Roadmap

*











The County Health Rankings are a great example of unleashing data but it’s not just about data, it’s about taking action to improve health. 

All of us—from public health leaders to businesses to government—can play a role in improving the health of our communities. Let’s select Maryland.



Select Maryland and click on Next Page

*











Depending on how far along you are with the journey to health in your commmunity, we have different tools to help you. Let’s say that your community is just beginning to think about ways to improve health so we’ll select Understanding my rankings and Exploring ways we can improve health, and some communication features (write something, present at a meeting).



Click on Next Page.



You can also get tailored help depending on who you are.



Click on Next Page.

*











Here is your initial roadmap that introduces you to actions, guides and tools that you can use. You can also find out who your state rankings contact is to get more information about what’s happening in Maryland.



Now you that you’ve seen your introductory roadmap with its broad view, you can visit our Action Center to find guidance for getting started with some real work ... 



Click on  Visit the Action Center

*











We provide guidance and tools tailored by who you are (the center of this model) and by what you want to work on (the outer ring shows steps in improving the health our communities)-you can pick a step in the Action Cycle and gets lots of guidance about how to get started or continue working in this area. You can use the questions under Getting Started as a self-assessment for your community’s progress on the journey toward health improvement.



For now, let’s assume you are an early stage and need to building on the data you’ve looked at in your Rankings snapshot and now want to do a more indepth assessment of your community’s Needs and Resources.



Click on Assess Needs & Resources 



*











Here you’ll find an overview of the purpose of this step, who to involve, and what to do. If you’re at the beginning of your health improvement journey, you can select “Start” to determine what data beyond the Rankings might be of value. But, if you’ve already collected some additional data but need help interpreting it, then you’d select Act. Either way will take you to appropriate guides and tools to help Assess Needs and Resources in your community. 



Use breadcrumbs to go back to Action Center page.

*











Each step in the Action Cycle provides guidance in a similar manner. However, sometimes you might need more help.



Point to the Get Help button 



So, our Roadmaps to Health Action Center staff are available to consult with communities about how best to move action forward in their communities.



Click Home 

*









Can Rural Counties Rule the 

Health Rankings?

		Rankings serve as an annual “check-up” for the community and a call to action

		The broad model used in the Rankings engages many diverse community members

		You’ve seen one rural county means that you’ve seen one rural county

		The challenge is moving assessment to action
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County Is state’s unhealthiest

Researcher: Results of new study are a call to action for community

ByTim Damas
Sartin

‘The results of a recent
study that ranks Juncat
County last in the state in
terms of the general health
of its citizens should be a call
toaction for community
‘members, one researcher
says.

‘Peter Vila, a graduate stu-
dent and researcher with the
'UW Population Health Insti-
tute, which works to
improve public health and
health policy in Wisconsin,
said many of Juneay Coun

t's poor health rankings are
alarming. ¢

Each year (since 2003),
Vila's organization releases
the Wisconsin County Health
Rankings, a report that rates
‘counties in two categories;

= Health outcomes: The
‘mortality and general health
of citizens. (Tuneau County.
‘rankslast overall),

= Health determinants:
‘The access to health care,
health behaviors, socioeco-
nomic factors and physical
environment of citizens.
(Qunsau County. ranks 68th
of 72 counties).

‘The study relies on sur-
veys done by the UW Popu-
ation Health Institute, as
‘well as statistics compiled

‘most of them carry a five
percent margin of error -
used to rank counties in

terms of heaith ouicomes
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Patrick Remington, MD., MPH. Director March 14, 2006

David Kindig, MD, PhD, Senior Advisor
‘UW Public Health and Health Policy Institute
760 WARF Building

610 Walnut St.

Madison, WI 53726-2397

Dear Dr. Remington and Dr. Kindig

T have five major disagreements with the data you have compiled, published, and widely
distributed about Wisconsin County rankings in terms of health care and health
determinants: (1) a significant portion of your data is fatally flawed; (2) it discriminates
against rural counties; (3) your method of comparison lacks statistical significance; (4)
you solicited no input, involvement or communication with this county — and probably
most other rural counties; and (5) it demonstrates an inappropriate use of the BCBS
money.

Fatal Data Flaw. Two of your “Health Determinants” are the Medicare Pneumonia
immunization and Medicare Influenza immunization rates, for which you report Juneau
County to have the lowest rates in the state. These rates are totally wrong — not only for Juneau
County. but also for Adams County, and for many other rural counties. According to your
technical information. the data is determined to be the number of immunizations billed to part
B Medicare, as a percent of the Medicare enrollees for the county. using Metastar claims data.
The Metastar data is completely inaccurate, for us and for some other rural areas of the state
because it omits all Rural Health Clinic services. Apparently Metastar either did not inform
your group of this inadequacy, or your researchers did not ask about the validity of rural
claims data. (I had explained it to Metastar 4-5 years ago when they were also concerned
about the rates, so they did at one time know about this issue.)

We are the major health care entity in Juneau County, have provided thousands of flu and
pneumonia immunizations to Medicare patients. and together with Hess Memorial Hospital.
operate clinics in Mauston, New Lisbon, Elroy. Necedah and Lake Delton, which cover the
entire county — and the first 4 are all Rural Health Clinics. so your data is missing at least 90%
of the flu and pneumonia immunizations given at our 5 clinics. In addition, many of the
surrounding clinics in Adams and Vernon counties are also RHC’s. There are RHC’s in many
other rural counties, whose immunizations are also missing. This is a classic example of
“Garbage In. Garbage Out”.

Discrimination against rural counties. You have incorporated this incorrect data into a
ranking of “Health Care Determinants”, and implied that it is a measure of access and quality
of health care. As far as I know, you did not solicit any input from rural clinics about the
validity of any of the measures or the data you collected. Even if you did not intend to do so.
because of your carelessness, and disregard for the interests of rural practitioners, you have
published inaccurate information that overtly discriminates against rural counties.

Rural Health Clinics are Medicare-qualified primary care clinics that are reimbursed according
to a different, encounter-based methodology, and submit claims to a different carrier — in the




case of Wisconsin, to Riverbend in Tennessee. (Federally Qualified Health Centers, or
FQHC's, have a similar, but different. methodology. using a different Fiscal Intermediary —
since they are mostly urban, you may be familiar with FQHC’s.) The RHC claims are
submitted electronically on UB-92 claim forms, like hospital claims. not on HCFA-1500
forms. Moreover, RHC's actually submit no claims whatsoever to Medicare for flu or
pneumonia shots, but instead submit an itemized list of Medicare recipients as part of the
annual RHC cost report. If you want accurate statistics you will need to contact the appropriate
Fiscal Intermediaries who process RHC claims and cost reports.

RHCs also submit claims to Medicare Part B — for lab services, the technical component of
EKG's, Imaging, and hospital services, which are considered to be “not RHC services™. Some
services are split — if a Medicare-aged woman has a chronic disease follow-up exam plus
health maintenance exam. including a Medicare-covered pelvic and breast exam and pap
smear, there will be a RHC claim for the chronic disease exam, a Part B claim for the covered
pelvic and breast exam. an outside lab claim for the pap smear, and a personally payable
portion for the non-covered “health maintenance™, If she also has an EKG and lab work, the
professional component of the EKG is bundled into the RHC exam. but the technical
component is billed to part B, and the lab work may be billed to Part B by the RHC or by the
outside lab, depending upon where it was performied. This is just as confising as it sounds.
and requires RHC's to pay close attention to details. Although the rules were recently changed
to allow RHC’s to bill Medicare Part B for lab work (it was formerly bundled into the exam).
there may be RHC’s that do lipid levels or other lab work on-site and may still be billing them
to Riverbend with the exams, thus erroncously lowering their “performance rate” for lab
testing. Obviously, the same type of billing and data collection problems may be occurring
with many other measures. and it is your responsibility to inquire in defail into the technical
details, and solicit feedback from health care providers around the State about the validity of
the measures.

As noted later, there was apparently no documented effort to age-adjust any of the telephone
survey data. It is obvious from Census data that rural counties in general. and specifically rural
counties in the south-central and north-central parts of the state. have skewed populations
compared to state averages, with substantially more people age 55+, especially those 65+, and
substantially fewer peaple ages 20-44. Since “health status”, exercise level, disability. and so
on, however measured, are clearly functions of age. it is obvious that nless age-adjusted. any
measurement will inappropriately label counties with older populations as having poorer
“health status™. If this were being presented as an assessment of the health care needs of
counties, it might be appropriate, but it is grossly discriminatory as an assessment of health
care outcomes. Your report does not mention this.

‘There may be issues with access in rural areas, and there are certainly issues with rural county
health care needs. and profound differences in the patterns of care provision in rural counties.
compared to wbanized ones. but it is a substantial disservice to rural patients and
providers to collect erroneous, inadequately researched “data” that discriminates
against rural counties.

Statistical Significance of variations. The use of “ranking” is clearly a method for avoiding
dealing with true statistical validity in the data comparisons. Although you determined a




“mean for counties™ and “standard deviation™ and then calculated the deviance from the mean
for cach county, that is not necessarily statistically valid, either. The variable in question may
have a binomial, Poisson, or more complex distribution, not a “normal” (Gaussian)
distribution. The use of mean and standard deviation is only statistically valid for variables
with a “normal” distribution.

Moreover. the counties vary widely in population, making the statistical significance of the
“deviance™ of any particular measure for rural counties highly dubious. No P-values were
calculated to determine that the differences in ranking for any variable were even remotely
statistically significant. Ranking counties. despite the lack of statistical significance, implies to
the naive reader that there are actually significant differences between counties, and that
difference between #41 and #51 is similar fo the difference between #11 and #21. This is a
misuse of data. Small area analysis is fraught with problems, especially when the largest
sample is 206 times the size of the smallest (Milwaukee versus Menomonie counties). As
clinicians, we evaluate medical studies by whether the process is double-blinded, is adequately
powered, and establishes suitable P-values for significance. The ranking process does none of
the above. yet with great publicity purports to be a tool to “improve healh™.

It is reminiscent of the adversarial publication of hospital “quality” comparisons initiated by
the Alliance several years ago. Small hospitals were found to be in both of the “tails™ of any
distribution, simply because of year-to-year variations and the “law of large numbers™. One
year, a small hospital may have had “excellent” performance — and the next year, abysmal —
purely because of statistical variation, while large hospitals aggregated in the “middle” of the
overall distribution. Comparisons between large hospitals may have had some validity.
However, if a small hospital’s statistics was in the “below average” range. that was publicized
and used as “evidence that its “quality”™ was poor, compared to bigger hospitals — yet if the
small hospital’s data fell into the “excellent” range, it was ignored, or assumed to be “just a
fluke”. The Alliance has not continued publishing this data. Mortality data has been shown to
be of lttle statistical validity in comparing hospital quality."

Data from unlike sample sizes, without statistical validation of significance, has the
potential for being misused by large or urban entities to market urban care in rural
areas and to drive small hospitals or physicians out of business. This would be a gross
misuse of the intent of the BCBS money, which is to improve the health of the people of
not to give a competitive advantage to urban providers and health care

2 ns. The Wisconsin County Health Rankings has, wisely, not officially tried to
draw any “conclusions” but, by virtue of its evident errors and lack of statistical
integrity, has the potential for being similarly misused by legislators, insurers, payers,
and the public, to impugn the quality of health care in rural counties.

Lack of Tnput from Rural Entities. T have verified that during the entire 3 years of this
project, you have never once contacted the Public Health Department of Juneau County, nor
the hospital, nor any of the physicians and other practitioners, for input about the usefulniess or
validity of the measures you have chosen, or for any other suggestions about measures that
might be more realistic of useful. This is not collaborative, which is what any project dealing

Dimick JB, Welch HG, Birkmeyer JD. “Surgical mortality as an indicator of hospital quality: the problem
with small sample size™. JAMA. Aug. 18 2004; 292: 847-851




with Public Health across the entire state should be, but is unfortunately typical of Madison
academia, which believes itself fo be the paragon of wisdom and intellect. Although your web
site admits to some collaboration with Milwaukee, the interests, concerns, and knowledge of
rural practitioners is completely discounted. It is as though you believe that everyone in rural
practice is ignorant, unintelligent, and has no ideas or knowledge worthy of dissemination.

The UW has had a pompous, demeaning attitude towards primary care, and especially towards
rural physicians, for the last 40 years, and has shown no improvement

Inappropriate intent for BCBS funds (the “Wisconsin Partnership Fund for a Healthy
Future”). The UW Medical School has institutionalized the worship of the “great god
Research” for many years. Clearly research is one of its three missions — but the only one
discussed in much detail. “Service” and “Teaching” are treated as accidental byproducts.
There are many good physicians and good teachers, but if they don’t generate grants, and they
clearly aren’t part of the “chosen people” and leadership. As a UW grad, in 30 years I have
seen 0o change, but a deepening of that “religion” (from a sociological perspective). As a
concrete example, the UW Medical School Strategic Plan® contains the following number of
bullet point items, by subject:
32 Research

11 Intemal cooperation (between and among departments and campuses)
10 Diversity

8  Teaching

6 Recruitment of “the best people™ as faculty, residents and students

6 Buildings and technology

4 Promoting continuing medical education

4 Patient care

3 Obtaining money, funding

©

Public relations and prometion to the media
1 Service, Professionalism and Ethics

From mestings of the Primary Care Clerkship teams. I have leamed that ever-increasing
numbers of medical students have abysmal skills in Patient-Doctor relationships, the exact
opposite of what patient surveys consistently indicate are the “most important™ aspects of
quality in a physician. I am personally delighted that my son is in medical school — not at UW
— but at UTMB at Galveston, where they are imbuing medical students with a “mission to
serve”, including the uninsured. and have put them in primary care doctors” offices since the
first month of the first year, and incorporated clinical aspects into all of the basic science
teaching. UW “talks the talk™ but is not about to “walk the walk™. It would be heresy.

It is totally hypoeritical for UW Med School to christen itself a school of “Public Health”
without any change in its attitude. Parts of the last issue of the Medical School Alumni
Quarterly were revolting. With the sole exception of actually adding a Dean of Rural Health,
UW has the same pompous attitude about public health and rural health care that has
characterized it for the last 40 years. Your organization appears to exist solely for the
purpose of devising ways to channel the BCBS money into the coffers of the UW Med
School and UW _Hospitals, by supporting “research” about public health — not by
actually doing anything about health care, much less actually providing care. From the

? Accessed at http://docstor rms med wisc edw/document 13 291 pdf from the wphf website.





perspective of the UW, doing “research” by downloading databases compiled by ofhers is
<qually important — o, more important — than actually delivering personal care to people.

The Blue Cross Board of Directors® intended that the money be used to help the people of the
entire state of Wisconsin, not the UW Medical School, and not just the researchers who live in
Dane County, many of whom probably have little or no personal experience with rural health
care, rural public health, or rural families. It is undoubtedly easy for researchers to assume that
academic credentials give them the right o pontificate about what is important in rural health
care, but those of us who “walk the walk” are fed up with so-called experts who create
expensive documentation of meaningless — or worse, inaceurate — data, while being oblivious
to issues obvious to us. I would like to see some meaningful output that provides any actual
measure of support or assistance to rural practitioners, or a policy that actually respectfully
solicits input, rather than either assuming our ignorance, or ignoring our existence. We are on
the front lines, and barely surviving. It does not help us for you to stone us, as you have
done.

T have, in addition, the following comments about the various measures used in the 2005
report:

(1) Mortality. The technical comments do not note if there was adjustment made for the
age-sex distribution of the particular county. Many of he counties with high mortality
are also those that have both a low percentage of young people. and a high percentage
of older aduls. Obviously Dane County. with 42.7% young adults (20-44). 213
middle-aged (45-64), and 9.3% over-65 * will have far lower YPPL(Years of Potential
Life Lost) than Adams County (28.1% 20-44, 28.3% 45-64, and 21.0% 65+). If this
was not age-adjusted, it represents an unjust indictment of rural counties’ “health”,
although it may be an accurate measure of health care needs per capita. Without
question, the rural counties have a much higher proportion of older residents, due to
out-migration of the young, and in-migration of retirees.

(2) Health status “fair or poor”. The technical data does not list if this was age-adjusted as
well. Obviously elderly people are more likely to be in poor health. A daytime random
telephone survey may actually be more likely to obtain responses from elderly people.
who are at home, and have land-lines instead of cell phones. If not age adjusted, this
‘would also inappropriately create an impression of ll health in rural counties.

(3) No health insurance. It is not stated if the telephone survey included or excluded those
cligible for Medicare, which would obviously affect the rates. It is also unclear if the
survey included children, or the whole family. Young adults frequently choose not to
purchase health insurance, even if affordable (including my own son, briefly. post grad
school) — with relatively low adverse health consequences. Since the percentage of
‘young adults in the population varies markedly by county, this measure should also be
adjusted for demographics. In our experience in our area, families who are uninsured
and are not psychologically dysfunctional will obtain appropriate preventive care for
children, including childhood immunizations, often through Public Health, and will

* Personal information as well as published information.
*#US Census Data 2000, by county.
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Quick links

2009 Juneau County Health
Needs Assessment

Health Improvement Plan-
Parenting

Health Improvement Plan-
Dental

Health Improvement Plan-
Health Literacy

Health Needs Assessment-
Mental Health

Health Needs Assessment-
Primary Care

Health Needs Assessment-
Resources

2009 Funded in part by the Wisconsin Partnership Program University of
Wisconsin School of Medicine and Public Health








Population-


based data 


collected


Media 


attention


County 


Health 


Rankings


Local health 


officers use 


report


Broad 


community 


engagement


Evidence-based 


health programs and 


policies implemented


Improved health 


outcomes






Detroit Free Press








@he Washington Post




npr




facebook








REGISTER




. i a0 B4l

CITIZEN-TIMES . com

ASHEVILLE'S HOME PAGE




StarTribune.com








GAZETTE




o=,








UB1-PARISHTIMES





Mobilizing Action Toward Community Health

_' County Health Rankings About This Project | Latost News | For Media

lealth Outcomes alth Factors Take Action

Q Find Health Rankings

By County:
ey oy
~OR-
By State:

Select a State =)

Spread the Word  Find us on

0 share this site. Let B

others know how they
can help.

Stay Updated

Your email address. Go





e

Renk 118

Rank 1836

Rank 3654

ek 5472

Nat Ranked





Snapshot 2010:

Health Outcomes
Mortality

Premature death
Morbidity

Poor or fair health

Poor physical health days
Poor mental health days

Low birthweight

Menominee, WI

Menominee
County

11,904

15%
35
35

8,671-15,948

8-26%
1556

1358

Target
Value*

4,943

9%
25
21

5.2%

Wisconsin

6172

12%
33
31

6.8%

Rank
(of 72)




Health Behaviors n
Adult smoking 16% 2%
Aduit obesity 0% 2536% 2% 2%
Binge drinking 16% 2%
Motor vehicle crash death rate 62 3590 2 16
Chlamydia rate 935 7 352

Teen birth rate 95 80-110 17 32




Clinical Care

Uninsured aduts

Primary care provider rate
Preventable hospital stays
Diabetic screening

Hospice use

131

122

90%

69% 9%
182

93-151 51
82:97% 91%
34%

10%

134

63

88%

2%




Social & Economic Factors
High school graduation
College degrees
Unemployment

Children in poverty
Income inequality
Inadequate social support
Single-parent households

Violent crime rate

15%

10%

51%

40

26%

958

12-18%

9-12%

42-60%

24-29%

98%

26%

%

9%

12%

6%

25%

15%

a2

17%

72




Physical Environment.
A pollution-particulate matter days
A pollution-ozone days

Access to healthy foods

Liquor store density

0.0

63%

46%

08




I Top 5 counties
I Bottom 5 counties

Not ranked
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Suburbs rule in Texas health rankings
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Major

Urban  Suburban  Medium  Small  Micro-
Al Metro Metro Metro  Metro _politan _Noncore
3033 62 354 332 338 687 1260





Health Outcomes

Premature death (Years of potential life
lost <75 yrs)

Poor or fair health (%)

Poor physical health days (days per month)

Poor mental health days (days per month)
Low birthweight (% Live births <2500g)

8,358
16.8
38

35
8.2

7,578
15.9
35

35
88

7,078
145
35

34
79

7,832
16.4
38

36
8.4

7,815
16.3
37

35
8.1

8,393
17.6
39
36

9,114
17.4
39
35




Health Behaviors

Adult smoking (%) 213 18.4 19.7 211 211 221 215
Physical inactivity (%) 279 233 25.5 26.2 26.7 28.1 29.4
Adult obesity (%) 30.4 26.6 29.0 29.9 305 309 309
Motor vehicle crash death rate (per 100K) 248 10.6 18.0 19.7 20.6 231 308
Excessive drinking (%) 145 17.1 15.8 149 14.7 14.4 137
Sexually transmitted infections (per 100K) 3059 6334 2756 3357 347.0 334.0 264.1

Teen birth rate (per 1,000 females aged 15-
19) 474 465 363 437 454 508 503




Clinical Care
Uninsured adults (%)
Primary care provider (per 100K)

Preventable hospital stays (per 1000
Medicare Enrollees)

Diabetic screening (% of Diabetic Medicare
Enrollees)
Mammography screening

182
89.5

81.0

826
64.2

179
149.1

627

811
64.5

15.1
86.2

732

83.3
65.3

16.6
96.8

67.8

83.4
66.0

17.1
100.0

714

837
66.6

183
89.2

782

82.8
64.9

19.7
825

92.4

819
62.1




Socioeconomic factors

High school graduation (%) 822 743 844 805 817 806 835
Some college (%) 528 639 59.6 572 557 516 491
Unemployment (%) 93 9.9 9.2 9.4 9.1 9.7 9.1
Children in poverty (%) 22 248 165 21 228 253 267
Inadequate social support (%) 195 226 182 197 189 197 19.7
Single-parent household (%) 308 393 269 310 318 322 305

Violent crime (per 100k) 293.5 7282 2738 3585 340.8 3163 2279




Physical Environment

Air pollution-ozone (# of days)

Air pollution-particulate matter (# of days)
Limited access to healthy foods (%)

Fast food restaurant (%)
Access to recreational facilities (per 100K)

22
15
10.1

445
8.0

15.6
6.1
52

50.2

6.1
18
14.2
48.0

4.6
23
178
48.7

22
18
19.1
487

1.0
12
31
46.7

0.4
11
8.6
39.8




Best Value Tally
Worst Value Tally

12

12

11
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EXHIBIT 4 Percent of Counties with Health Outcomes Ranks,
Based on Within-State Rank Quartiles

Major Urban  Suburban Metro Medium Metro  Small Metro Micropolitan Noncore
Metro

M1 (BestHealth) m2 m3  m4(WorstHealth)













	


Serving Willoms g and surounding counics

February 22,2010

Patrick Remington, M.D. MP.H.
Assaciate Dean fo Pubi Health

Universty of Wisconsin Population Health nsttute
610 Wainut Siroet, WARFS24
Madison, W 53726

Doar Dr. Remington:

T rocent eease o the County Health Rarkings isan ovet that wilcetainy
exporince unprecedeniod magntd in s abiy o slevate locleforts o
mprove community health across the nation. Tha accompanying websf's vae
s Iewiso commondable 0  ransconds aducational levels or backgrounds i
‘assuring the appropriate and accurto use of data {0 nfor communty healt
poley decisions

1 have hekd a number of posiions in healh poy at both the national and state
oveland | know of no ather single effort hat has he potonital to empowor
Communty health improvement efforts 50 a 1o infor state and federal health
polcymakers. As the omer Director ofthe Offc of Hoalth Polcy and Planning
o the Virginia Depariment of Health and a former atirey for the Center for
Medicare and Medicaid Services, | can personally attest 1 the vaue of both the
report and the websile o state and federal pocymakers.

Members of health phiarithropy wil kewise benefi from these mportant ools.
Hoalth phiarihropists are uniquely stuated 1o advance the goal of healh as a
‘shared communy rosponsibilty. These tools wil bing many communities closer
1o that goal because ey serve a5 a catalyst for  paradigm shift that
encourages collaboration.

I summary, thank you for tis report and please extend these words of gratitude
1o the many people who Gbviously spent countiess hours in assuring s qualty.

‘Sincerely.
T 5.CATE, 9D MPH

Rens S. Cabral-Dariels, .. M.P.H.
Vice President for Grants and Inerim Co Director

5308 Discoery Park Boulevard » uie 101 » Willamsburg,Vigina 23188-2695
Phone: 757.345.0912 + Fax: 757.345.0913 + witw.wchfcom




ROADMAPS to HEALTH

Building your roadmap will provide you with the tools and
resources to help make your community a healthier place to
live, learn, work, and play

v BUILD YOUR ROADMAP

WHAT WEKNOW WHATYOUCANDO

L. Visit the Action Center -
Programs and Policies W o hacen o -
Effective local, state, and federal i
policies and programs can improve a -
variety of factors that, in turn, shape . o
the health of communities across the Eind Oppartiingies
nation Find funding and resources to

support your actions

Health Factors - Make Connections ~
Many health factors shape our Read about other successes and (+]
‘communities' health outcomes. We connect with others —_—

look at health behaviors, dlinical care,
sodial and economic, and the physical
environment.

B N
Health Outcomes -

s

COUNTY-BY-COUNTY

BLOG

Announcing the Roadmaps to Health
Prize

Apr3,2012

The Roadmaps to Health Prize will
honor the efforts and

accomplishments of US.
communities. .

Videos: The Stories of San Bernardino,
CAand Hernando, MS

Apr3,2012

The County Health Rankings spur
health improvements in San
Bernardino, Calif,, and...

Capitol Hill Briefing: How Healthy Are
the Counties in Your State?




COUNTY HEALTH ROADMAPS

Roadmaps to Health

The County Health Rankingsillustrate what
‘we know when it comes to what's making
people sick or healthy, but understanding
your county's rankings is only one component
of improving your community's health. The
County Health Roadmaps show what we can
do to create healthier places to live, learn,
work, and play.

Builda Roadlﬁap

for your community

o

NEXT PAGE >>

Select a State





COUNTY HEALTH ROADMAPS

Build a Roadmap 23

What can you do?

Learn: ™ Understand my community’s Rankings
™ Explore ways we can improve our health

Communicate: I™ Talk to my family, friends and colleagues
™ | Write something, like an op-ed, article or blog post
™ Present at a meeting
™ Tell my community's story

Organize: ™ Get involved with what's already happening in my community
™ Organize a group to take action together
™ Find funding opportunities
™ Work with local policymakers to improve my community’s health

<< PREVIOUS PAGE NEXT PAGE >>




HERE'S YOUR ROADMAP!

You're ready to start taking action in your community. Use the information below to learn more
about the Rankings, communicate with others about your county's health, and get organized to

improve heaith in your communty.

ACTIONS

Find and Review Your County Snapshot
Find Examples of Policies and Programs That
work

Review the Action Cycle
TAKE ACTION

Guides & Tools

Data Drilldown

County Health Rankings & Roadmaps Key
Messages

Writing a County Health Rankings & Roadmaps
opEd

Writing About the County Health Rankings &
Roadmaps

County Health Rankings & Roadmaps
Presentation

~ READY FOR THE NEXT STEP? VISIT THE ACTION CENTER

Send this to me!

Share your Roadmap
] £ FEICEE >3

About Maryland

State Rankings Contact:

sara Barra

Epidemiologist

Family Health Administration Maryland
Department of Health and Mental Hygiene
sbarra@dhmh state md.us

Download the Rankings Data @

Get Help from the Rankings &
Roadmaps team @




Roadmaps

County Health :
Rankings & Roadmaps Home Action Center

Build Your Roadmap How You Can Help

Opportunities Connections

Find Funding and Resour Connect and Collaborate

Home > Roadmaps SLIRw o

Getting Started ACTION CENTER
Getting Started TAKE ACTION

Our Guides To ...

Evaluate Assess Needs &
Actions WoriToether Resources.

Work Together

PHTERtoDY)

Assess Needs & Resources Envestors:

Focus on What's Important

Community

Choose Effective Policies & Members

Programs ActonWhat's
fportant

Focus on What's
Important

Act on What's Important

Evaluate Actions

Choose Efective
lama... Polices & Programs

Community Advocate,

Leader or Member The County Health Rankingsllustrate what we know when it comes to what's making people sick or

healthy, but understanding your county’s rankings is only one component of improving your community’s
health. The Roadmaps to Health Action Center provides tools to help groups work together to create
healthier places to live, learn, work and play.

Healthcare Professional

Public Health Professional

Improving community health requires people from multiple fields to work collaboratively on an ongoing
cydle of activities. Communities may be at different points in this process. Click on various components of

our action cycle for additional, tailored resources and materials.

Government Official

Business or Employer

Not sure where to begin? Go to Getting Started to find the most relevant tools.
Grantmaker

Educator GET HELP FROM THE RANKINGS & ROADMAPS TEAM





Getting Started

Getting Started

Our Guides To ...

Work Together
Assess Needs & Resources
Focus on What's Important

Choose Effective Policies &
Programs

Act on What's Important

Evaluate Actions

lama...

Community Advocate,
Leader or Member

Healthcare Professional
Public Health Professional
Government Official
Business or Employer

Grantmaker

ASSESS NEEDS & RESOURCES

‘One of the first steps in local health improvement is to take
stock of your community's needs, resources, strengths, and
assets. You will want to understand what helps as well as what
hinders progress toward improving your community's health.

Purpose
Understand current community strengths, resources, needs and gaps to help you decide where to focus
your efforts.

Who to Involve

Multisector team of partners (including leaders and stakeholders from business, healthcare, education,
government, public health, funders, and community organizations) as well as anyone who cares about
oris affected by health issues in your community

What to Do
Review the descriptions below and expand the most relevant sections to find the activities and tools for
your community.

Download the full Assess Needs & Resources Guide (PDF).

+Start
We need to collect data, but we aren't sure where or how to start.

+Act

We are collecting a variety of data, but we could use some help interpreting what it means and moving
forward.

© Previous step Next step @
Review activities, tools and Now that you've assessed your
resources from WORK TOGETHER. needs and resources, it's time to

start thinking about how you will

FOCUS ON WHAT'S IMPORTANT.







