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* Born in Red Oak, IA ,
. Montgomery County
* Home —West Point, NE Memorial Hospital
* Primary Pulmonary office at Methodist
Jenny Edmundson in Council Bluffs, |A
* Pulmonary Outreach Clinic in
Montgomery County Memorial Hospital

DISCLOSURES

RURAL ACCESS TO HEALTHCARE

* Access to healthcare services is critical to good health,
yet rural residents face a variety of access barriers
* “Access to Healthcare” — variety of definitions

* “The provision of the right service, at the right time, in the
right place”

(Rogers, Flowers, and Pencheon 1999)
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ACCESS TO HEALTHCARE

Access to healthcare is important for:

* Overall physical, social, and mental health status

* Disease prevention

* Detection, diagnosis, and treatment of illness
* Quality of life

* Avoiding preventable deaths

* Life expectancy
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LIFE EXPECTANCY — RURALVS. URBAN

Figure 1. Age-adjusted death rates, by urban-rural classification: United States, 1999-2019
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In 1999, the age-adjusted .-death rate in rural areas was 7% higher than in
urban areas; by 2019, the rate in rural areas was 20% higher than in urban
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TOP 10 CAUSES OF DEATH — RURALVS. URBAN

Figure 3. Age-adjusted death rates for the 10 leading causes of death, by urban-rural classification: United States, 2019
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Rates for each of the 10 leading causes of death in 2019 were higher in
rural than in urban areas.
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NOTES: Urbanicity of county of residence is based on the 2013 NCHS Urban-Rural Classification Scheme for Counties; see Data source and methods. Causes of
death are ranked according 1o the number of deaths for the total population. Rates for il causes in rural areas were significantly higher than rates in urban areas
(p < 0.05). Access data table for Figure 3 at: hitps:/iwww.cdc govinchs/data/databriefs/db4 17-tables. pdf#3.

SOURGE: National Center for Health Statistics, National Vital Statistics System, Mortality.
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CHRONIC LOWER RESPIRATORY DISEASE

Figure 4. Age-adjusted death rates for heart disease, cancer, and chronic lower respiratory disease, by urban-rural
classification: United States, 1999-2019
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Differences |n rates of CLRD between rural and urban areas increased
from |1% higher in rural areas in 1999 (49.5 compared with 44.5) to

48% higher in 2019 (52.5 compared with 35.4).
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'Significant decreasing trend from 1999 through 2019, with different rates of change over time (p < 0.05)

2Stable trend from 1999 through 2019 (p < 0.05).
NOTES: Urbanicity of county of residence is based on the 2013 NGHS Urban-Rural Classification Scheme for Gounties; see Data source and methods. GLRD is

chronic lower respiratory disease. Access data table for Figure 4 at: hiips://www.cdc.govinchs/dataldatabriefs/dba 17-tables. pfed.

SOURCE: National Center for Health Statistics, National Vital Statistics System, Mortality.
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2023 AAFA REPORT
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The cities with the most asthma-related deaths! are:

Asthma-
Related
Deaths

Ranking

Overall
Asthma Capital
National
Ranking

St. Louis, MO
Richmond, VA
Baltimore, MD
Chattanooga, TN
New York, NY
Fresno, CA
Memphis, TN

13
7
12
52
15
9
55

Omaha, NE
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2024 AAFA REPORT

Overall Rankings [l Worse Than Average @ Better Than Average
ot quolly. Total scores for the purpases of this chart)
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Baning Prevalence | for Asthma | ASthMa

33 Orlando, FL 61.55 | | [ ]

34 Omaha, NE 6134 n

35 Stockton, CA 6127 []
36 Hartford, CT 6115 o o L
37 Cincinnati, OH 60.07

38 Las Vegas, NV 53920

39 Dayton, OH 58.85 n
40 Louisville, KY 5828 [ ] u
4 Toledo, OH 57.52

42 Jacksonwville, FL 5713 [ ] kil
43 Atlanta, GA 57.09

44 Greensboro, NC 56.76 ® u
45 Pittsburgh, PA 56.57

46 Chattanooga, TH 56.40 ® u

47 Minneapolis, MN 5610 ®
48 Jackson, MS 5579 u

49 Los Angeles, CA 55.53

50 San Diego, CA 5612 ®

51 Daytona Beach, FL 54.54

52 Akron, OH 54.31 ® u
53 Chicago, IL 5425 u

54 Albuquergue, NM 5413
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ATLAS COPD data
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ACCESS BARRIERS

Figure 1 - Overview of Rural Hospital Closures 2010-2021

YEAR FULL CLOSURES CONVERTED CLOSURES TOTAL CLOSURES

2010 1 2 3 =

o : > A = ff October 22, 2b20

2012 5 4 9 - Effective October 22,

s : e 5 % g |1OSPITAL CLOSED |
2014 8 8 16 % i Nosmassmsmm:swcmou =
2015 1 6 17

2016 5 5 10 =

2017 8 2 10

2018 9 5 14

2019 9 9 18

2020 10 9 19

2021 0 2 2

Total 73 63 136

Source: The Cecil G. Sheps Center for Health Services at the University of North Carolina at Chapel Hill

American Hospital Association, September 2022
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ACCESS BARRIERS

Even when an adequate supply of healthcare services exists in the community, there are other
factors that may impede healthcare access. Rural residents must also have:

*Financial means to pay for services, such as health or dental insurance that is accepted
by the provider

*Means to reach and use services, such as transportation to services that may be
located at a distance, and the ability to take time off work to use such services
*Confidence in their ability to communicate with healthcare providers, particularly if
the patient (or provider) is not fluent in English or has limited health literacy

*Trust that they can use services without compromising privacy

*Confidence that they will receive quality care

17

ACCESS BARRIERS

* The supply of primary care providers per capita is lower in rural areas
compared to urban areas

* Travel to reach a primary care provider may be costly and burdensome
for patients living in remote rural areas, with subspecialty care often even
farther away

* These patients may substitute local primary care providers for
subspecialists or they may decide to postpone or forego care

18
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BARRIERS TO ACCESS

Table 4. Barriers to Access
Barriers Definition and Examples
The number, type, concentration, location, and organizational configuration of
providers (often predicated by the health care financing system)
Structural * Health care plan or provider refuses care
* Inadequate supply of providers
* Prolonged waiting times
The cost of care to individuals and families, including the presence and type of health
insurance coverage (includes consideration of the underinsured)

Financial e Uninsured cannot afford care

¢ Underinsured cannot afford co-pay or deductible

e Absent coverage for certain conditions
A set of either explicit or implicit rules that determine the behavior of social subjects in
relation to their health (IOM 1993)

* Unable to travel to care

¢ Unable to communicate with providers

¢ Disrespectful provider behavior I
1 ]

Personal
and Cultural

Access to Rural Health Care — A Literature
Review and New Synthesis. MacKinney et al. 2014.
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HEALTH PROFESSIONAL SHORTAGE AREAS —
DIFFERENT POPULATIONS

Table 1. Comparison of Populations Residing in a HPSA and Not Residing in a HPSA

Population Characteristics Residing in a HPSA  Not Residing in a HPSA
Percentage uninsured 23.9% 17.3%
Percentage with private insurance 47.2% 65.2%
Percentage with public insurance 28.9% 17.5%
Percentage in fair/poor health 17.7% 13.3%
Percentage ill with any chronic condition 32.6% 29.3%

Source: Hoffman, C., Damico, A., and Garfield, R. 2011. Research Brief: Insurance Coverage and Access to
Care in Primary Care Shortage Areas. Washington, DC: Henry J. Kaiser Family Foundation.

“Compared to people not residing in a HPSA, those residing in a HPSA are more likely
to be uninsured, less likely to have private insurance, more likely to have Medicaid or
other public insurance, more likely to be in fair or poor health, and more likely to be ill
with any chronic condition™

20
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HOSPITAL cLinic

THERE ARE SIGNIFICANT OPPORTUNITIES TO IMPROVE ACCESSTO
SUBSPECIALTY CARE IN RURAL UNDERSERVED COMMUNITIES,
ESPECIALLY IN PULMONARY MEDICINE

21

RURAL
OUTREACH
RESPIRATORY St
CARE B
OPPORTUNITIES (
- Pulmonologist EMERGENCY
- APP
* Pulmonologist
AND APPs

 Telemedicine
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PHYSICIAN SHORTAGE

Projected supply of and demand for physicians, 2025, 2030, and 2035

Projection Estimates 2025 2030 2035
Supply 909,720 940,690 982,640
Demand 966,970 1,019,770 1,063,820
Surplus / (Shortage) (57,259) (79,080) (81,180)
Percent Adequacy 94% 92% 92%

Notes: Demand and supply estimates and projections are in full-time equivalents (FTEs), defined as working 40 hours a week.
Adequacy is calculated by taking projected supply in 2035 divided by projected demand in 2035. FTE estimates may differ from

estimates of the headcounts of the health workforce.

National Center for Health Workforce Analysis, November 2022
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IMPORTANT DIALOGUE

* “The adequacy of all physicians in the U.S.in 2035 is smaller in nonmetro areas than
metro areas. This means nonmetro areas will experience greater shortages of various
types of physicians than metro areas. The percent adequacy of supply across all
physician specialties is projected to 48% in nonmetro areas (a shortage of nearly

52%), compared to 99% in metro areas (a shortage of just 1%) in 2035.”

* “Itis important to note that shortages in some specialties may, in part, be mitigated by
increased use of nurse practitioners and physician assistants to perform certain
services. Scope-of-practice for NPs and PAs has increased in recent years, and these
professions are projected to have excess supplies by 2035.”

National Center for Health Workforce Analysis, November 2022
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PROJECTED PULMONOLOGIST SHORTAGE

Figure. Forecast of Supply and Demand for Intensivists and Pulmenologists Through 2030
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FTE indicates full-time equivalent. The lines represent the base model while the margins of the shaded areas represent the widest upper and lower bounds of the
sensitivity analysis. A, the darker demand bounds are generated by varying the disease-specific intensive care unit (ICU) use £10% and the supply bounds are gen-
erated by varying the number of hours worked by specialists +10%. The lighter upper demand bound represents an increase in the use of intensivists to 6% of all ICU
patients. B, the demand bounds are generated by varying the disease-specific use of pulmonary services =10%. The darker supply bounds are generated by varying the
number of hours worked by specialists 10% while the lighter upper supply bound represents reallocation of 50% of internal medicine hours by pulmonelogists to
pulmonary medicine.

Current and Projected Workforce Requirements for Care of the Critically Ill
and Patients With Pulmonary Disease. Can We Meet the Requirements of
an Aging Population? Angus et al. JAMA. 2000;284(21):2762-2770.
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Q@ Things to Know About the
Pulmonologist Shortage

An aging workforce and growing demand is putting pressure on the delivery

of pulmonology care.

‘i-‘?i‘

.

Healthgrades for Professionals, June 2023
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1. The pulmonologist shortage has been going on for a while.
2. COVID-19 made the physician shortage worse for all specialties.

3. Burnout may be one reason pulmonologists are leaving the field early.

4. The aging population is a key factor in the pulmonologist shortage.
5. Pediatric pulmonologists and other subspecialties are in high demand.
6. The pulmonologist shortage is worse in rural areas.

7. Funding for pulmonologist training is more important than ever.

8. Advanced practice practitioners can help fill the gap.

9. Telemedicine is helping ICUs manage the pulmonologist shortage.

Healthgrades for Professionals, June 2023

PULMONOLOGIST
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PULMONARY ADVANCED PRACTICE PROVIDER (APP)

* Advancing scope of practice

* Projected surplus

* Cost-effective

* Acceptance by patients and referring providers ??

29

PULMONOLOGIST AND PULMONARY APP MODEL

* Pulmonologist sees new patients first visit (i.e. monthly outreach
clinic)

* APP provides subsequent care and acute care visit (i.e. weekly
outreach clinic)

* Real-time communication within the team

* Larger footprint for the team (more outreach clinics and more
patients)

30
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RURAL TELEMEDICINE

Telehealth potential benefits including the following quantifiable
benefits:

» Decreased patient transportation costs

» Minimizing patient lost wages

» Reduced hospital staffing costs

 Increased local lab and pharmacy revenues

Less quantifiable benefits include:

» Increased access to specialists

* Providing timely care

» Ensuring patient comfort

» Reducing need for transportation
 Benefits to the provider (less isolation)
« Improved patient outcomes

31

RURAL TELEMEDICINE

* Many opportunities, but many challenges!!

* Studies show that more than one in three U.S. households headed by a person 65 or
older does not have a desktop or laptop computer and fewer than half have a
smartphone device

* According to a 2020 study featured in JAMA, 38% of the elderly were not ready to
participate in telehealth visits because of unfamiliarity with technology or physical or
cognitive difficulties

* Older, more rural,and minority populations are disproportionately affected by barriers
to accessing Web-based services and are more likely to rely on audio only services

¢ Although audio-only services can reach more vulnerable groups, research also shows
that telephonic care is not as robust in certain clinical contexts

32
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MPC ESCAPE CLINIC

= Expedited Symptomatic COPD and Asthma Pulmonary Evaluation Clinic
= Staffing:
= Pulmonologist
= Dedicated pulmonary APP and nurse
-Certified asthma educator
-Nicotine cessation expert
-Biologic coordinator
= Registered Respiratory Therapist
-Spirometry/PFTs
-Protocolized alpha-| testing
-6MWT

-Pulmonary Rehabilitation referral

33

MPC ESCAPE CLINIC SERVICES

*  Guideline-based care (GINA and GOLD)

* Reliable CAT and AirQ utilization to review symptoms and risk

* Consistent Biomarker and Alpha-| testing

* Inhaler demonstration

* Action plans/self-directed care

*  Vaccinations

* Enrollment in clinical trials

* Early initiation of biologics

* Evaluation for bronchoscopic lung volume reduction
34
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ASTHMA AND COPD CASE FINDING APPROACH

 NEW ENGLAND JOURNAL of MEDICINE e

Early Diagnosis and Treatment of COPD and Asthma

APLAIN LANGUAGE SUMMARY

reatment of COPD and Asthma — A Randomized, Controlled Trial
al. (published May 19, 2024)

Based on the NEJM publication: Early Diagnosis
by SID. Aa

luated whether early diag-
onary disease (COPD)

CONCLUSIONS.

FURTHER INFORMATION
Tl regisaton: ClicalTrls. gov number, NCTO3148210
sl Funding; Canadian nsttues of Heath Research

KL Whtmore GA rndomized. con-

Alnghts reserved

' Comng © 201 Msachusts Ml Socey, 2
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MOBILE ESCAPE UNIT
Description
* Mobile unit to identify symptomatic patients with asthma and COPD in surrounding
at risk rural communities (undiagnosed and/or without subspecialist)
* Goal - Improve outcomes and health care utilization in symptomatic patients with
asthma and COPD in at-risk rural communities (ATLAS data)
Exam and testing
* Vital signs — 6MWT if hypoxemic or borderline
*  Pre-post Spirometry — protocolized alpha-| testing if obstruction present
« CBC with differential, FeNO, Region 9 IgE specific allergy testing
*  Smoking inventory and smoking cessation brochure
e CAT and AirQ baseline score
36
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MOBILE ESCAPE UNIT

Follow-up

= Patients with AirQ=2 or CAT=10

« ESCAPE clinic, Pulmonary Outreach Clinic, or Virtual Clinic
« Receive guideline-based recommendations

Outcomes

« Track exacerbation rates and health care utilization
« Trend community ATLAS data quarterly

- Trend CAT and AirQ scores

- Track maintenance inhaler and biologic use

« Describe Type 2 inflammation prevalence in symptomatic asthma and COPD
patients in high-risk rural population

37

CONCLUSIONS

 Multiple barriers to healthcare access exist in rural communities
impacting life expectancy and other quantifiable health outcomes

* Innovative IT applications can be utilized to identify the most
vulnerable patients with respiratory disease in the most at-risk
communities

* Novel subspecialty outreach models have an opportunity to
mitigate health related disparities between urban and rural
patients

38
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THANKYOU!!

Bryan Krajicek, MD FCCP

bryankrajicek@creighton.edu
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