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What we will be talking about
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plés and Guidelines to Consider
Addressmg Rural Health Issues

g th Versus Health Services

Set of Foundational or Building Block
Sennces for Clusters of Rural Communities

® Public Health as an Essential Bridge
Between Acute Health Services and
Community Health



What if We All Worked From A Shared

| "Set of Assumptions?™ =
nough agreement can be bmlt around
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es, and they can be more universally
ied, we would make much greater
0(g ress In addressing rural needs.
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g,— = Reduce the Noise
; We would have a touchstone for
-~ communities, rural health providers and
advocates, and health-related organizations,

as well as local and State governments.

— Align resources and strategies; reduce
fragmentation
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""?ia Rural Health Plan
;ifhe Rural Health Plan
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— & North Carolina Rural Health Plan

e National Rural Health Association
e Maine’s Rural Health Action Network
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al residents should have access to
atment, prevention, and educational
Sources as close to their homes as

ommunlty Health does not equal Health
~Services

— Only 20%b of the health of the population can
be addressed without considering Social
Determinants of Health, personal behavior
choices, and a variety of public health factors.




Number 1 Leading Causeiof Po
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2rinciples/Guidelines. ;—-

-al areas residents are often poorer
cker, and have:
,_‘chronlc iliness than non-rural residents
_?  levels of substance use and mental illness

ry suboptimal oral health
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Smokmg, obesity, and other public health
“problems cause, or significantly
exacerbate, poor health status and compel
higher costs.
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E every cluster of communities will be
| e to have ready access to all services.

; oIIaboratlon among clusters of

':_‘___.-—

= “—  communities and regional strategies will
— becritical.

'rovided
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* Payment policies and models for financing
health services are dominant driving
forces.



arvi : d be data driven
on clinical efficacy and cost
veness But..
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',;;’ munltles and clusters of rural

— — communities have the significant
reSponS|b|I|ty for determining workable
‘models for rural health improvement and
the scope of services to be delivered

locally.
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tional services can be offered by a
of providers practicing at the full
of their licenses;
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W hin var|ed organizational structures and
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n a var|ety of physical settings.



' rinciples/ Guidelines,” ;—-

o ated broad band capacity) is

itial to assuring timely, efficient, and
eC! ve access to multiple services.
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Workforce pressures must be considered,

—

~ not only to address immediate needs but
— to staff future models of care.
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umtles 13 |nt|mately linked to
ng adequate access to basic health
and the health of the population.
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== , artlcularly in rural areas, the most
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- effective way to address access and cost
Issues is to reduce needs for services.
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— .
houndational Building Block Servicesis

e‘henswe Prlmary Care—the Essential

Ll ;j_of Entry Services including diagnosis and
atment of acute and chronic conditions, and
ié provision of a continuum of services that
Sinclude prevention, care coordination, and
= referral mechanisms
‘Comprehensive Primary Care includes
~ — Primary medical care
— Basic behavioral health
— Basic substance use disorder services
— Basic oral health services and

— Care management and ancillary services
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ary Services extend tw
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ﬁCare-associated surgery e.g., general

)-

orC prlately scaled inpatient facilities
~ Pu| I|c health services
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_Primary Medical Care P

e -vi__
 be provide through a mix of =
ily Medicine .

| ternal Medicine
,-J edlatncs

" ® Obstetrics and General Medical Gynecology

— In communities where there are no obstetricians

— and/or delivery services, recommended primary

= care access includes local pre-natal and post-natal
= care, as well as support for securing necessary

referral relationships for deliveries.

— Note: Considerable basic Mental Health and
sometimes Oral Health are provided by primary
medical care providers.



ental Health Services a

a Disorder Service

,;e‘ ; intervention, diagnosis, primary
atlent treatment, prevention, and referral,
ding services for adults, children,

adc Iescents, and families
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e IRecovery communities that support outpatient
«—z-ﬁ”‘“"treatment
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~  — When care exceeds local capacity, referral
mechanisms to outpatient and inpatient care




A —
entive dental services including
u yIaX|s, appropriate use of fluorides,

fal sealants, oral health education, and oral
f th promotion activities

: tractlons and basic restorative treatment
== _.-Referral mechanisms to more specialized

-
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~ services (orthodontics, restorative care, oral
-~ surgery, and prosthodontics, e.g., crowns)
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~ Primary Essential Service

" Emergency/Urgent Care
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bulance services, emergency medical
hnicians, paramedics)
Hospital Emergency Departments

B

= (including an appropriate scope of
— = medical/surgical/mental health/substance

' e
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~ use services, as well as triage and referral,
with telehealth linkages)

* Urgent care capacity



ary Specialty Services -
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eral Surgery
in man al hospitals but

gly part-time, wi preomlnant
haS|s on outpatient surgery (including

ynoscopies) and must include coordinated
_ -~= rraI services

hopedlcs
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f____;__g., — ~ Full-time in some rural hospitals, at least part-
~ time in many, but highly variable by size of

-

‘service area; and must include coordinated
referral services
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Other Limited Specialty Services
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lalty-physician services are
rally not considered to be “core” or
ental services on a full-time basis
fs st rural communities.
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= ’ they are often available at least on a
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sart-time basis, and broader services may
be appropriate and sustainable depending
on local conditions.
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’a'lh IS hot a service unto itself; it is
:hanism for delivering services and
B ) pandmg access.
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_, = “W|II be essential to providing some

~ primary services and it will change and
perhaps redefine most rural communities
access to other services.

i-'

-



——

Iﬁﬁent Hospital Services
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c inpatient care consistent with the

)f primary care, general surgery,

trlcs and gynecologic services that
re aIIy supportable

e

| vices may include skilled nursing
%‘“—;ervlces provided in swing beds.
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~ o Definitive inpatient mental health,
substance abuse and physical
rehabilitation programs are not considered
core services.
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Inpatient Hospital Services

ne traditional clusters of rural
nmunities will not be able to support

inpatient care (population, utilization,
lity/ patient safety, cost, staffing,

'-iOns of non-local controlling entity)

I

/ fether or not inpatient services should

f-;g:"’-ﬁemcluded in a community health system
—has traditionally been a community
decision; but, in many places, it is the
decision of a corporate entity not local to
the community.
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upport Services

-

_—‘"‘.’.'

» TR AN = =

ervices

gnostic Imaging (Radiology) (local and/or
emote-teleradiology access)

| S|c Iaboratory services
—— ﬁ athology (local or remote access)
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== B Anesthesia (anesthesiologists or nurse

—
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—— anesthetlsts)
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— Therapeutic services (e.g., OT, PT, RT, speech,
and audiology)



Other Building Blocks of Rural' ™
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are Services
ometry and Optical Services

'f":i?lealth Services and Hospice Care
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i; rmacy Services
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~  Long-term Institutional Care

* Non-acute, Assisted Living and Residential
Care
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ways be provided
mponents of primary care practices,
ere IS a need for more specific State,
nal, and community initiatives.
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== --f~ entlal to population health
f—‘-'—“t‘Frlorltles vary according to the
~characteristics and desires of communities
In each rural cluster and the nature of

public health systems.



Public Health T —
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/CapaCItles and Action Steps
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'—.-;? MCImlcaI and Educational Public
aalth Needs
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=== —CDC Recommendations for Reducing Rural
~ Disparities
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— Pennsylvania Rural Health Plan



nestic/child violence prevention and
ervention
m - aunizations and other personal health
= k prevention strategies, such as

® Nutrition services
— Access to healthy food and Obesity reduction*

® Firearm and hunting safety
* Smoking cessation support*
e Motor vehicle safety safety*

*:ﬂ_.' = e Early cancer prevention*
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Public Health Servugg, T
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afer prescrlbmg  of opioids*

Vv mer srotection issues

r .';. igrant and migrant health
Upatlonal health/work risk exposure
: anltatlon and clean water supplies

. war 21‘ .__ .

e _.—._-Commumcable disease prevention

9"‘_’__

~ —Support for individuals with disabilities

— Bio-terrorism and pandemic disease
prevention and mitigation strategies
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_Public Health Services
» - -
asic affordable housing

l|c health leadership and policies

_—-; or example, support for the development of
= ;:multl-communlty, Community-Based Public
= Health Systems and strategies
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..,-,z.—- js_:,‘f - — APHA defines CBPH as “"the belief that Community
e lies at the heart of public health, and that
——— interventions work best when they are rooted in
the values, knowledge, expertise, and interests of

the community itself”
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can nudge our wa toward a more

ve can forge agreement on the
undamentals of what we want to achieve,
= the discussions about how we can achieve
f:%-»approprlate outcomes can be more focused.

g
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& If we can agree that "This is what must
achieve” then we can refine how we
consistently address questions about access,
quality, cost, systems development, prlorltles
for resource allocations.

Summary Points .
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1unity engagement.

IS eaIIy hard work that requires
.n |ve, committed collaboration.
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Contact Information

: hathan Sprague, President
Rocky Coast Consulting
PO Box 1131
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