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Introduction

Multiple converging forces are contributing to declines in the availability of rural surgical services.  The developing crisis will have cataclysmic results for many rural residents and hospitals.  

Without substantive intervention, many rural residents will experience increased barriers to access; they will need to travel greater distances; they will not receive timely acute care and will defer other needs; and, they will confront compromised quality.  With the decline in locally provided services, many Critical Access Hospitals and other rural hospitals will experience a reduction in revenues and significantly in operating margins.  This will result an the inability to cross-subsidize programs that are not sustained by their own revenues, most notably primary care.  There will be increasing risk of rural deliver systems decline or collapse and notable associated impacts on rural economies.

Major Forces

There are several major forces including the following:

· There is a decline in the number of general surgeons practicing in rural communities. Those who are still practicing are a rapidly aging cohort.

· There is a decline in the number of general surgeons graduating from medical schools and completing general surgical residency programs.  Of these, there are fewer physicians who are prepared for or interested in rural practice.

· With these declines, the gap between supply and need is widening. The number of available general surgeons is insufficient to replace those retiring or otherwise leaving rural practices.

· Increasing shortages are being exacerbated by:  

· Older, sicker, poorer rural patients with multiple co-morbidities

· Evolving quality expectations 

· Physicians’ career and lifestyle expectations

· Changing practice patterns influenced by technology and training

· Urban-rural competition for a surgical workforce

· Inadequate reimbursement for surgeons and for primary care providers, which compels cross-subsidization of practices losses

· Costly technology

· Increasing costs and economic challenges related to sustaining rural services

Most Critical Access Hospitals, Other Rural Hospitals, and Their Communities are Facing or Will Soon Face the Following Challenges or Threats

1. Many hospitals will need to dramatically reduce or cease surgery services associated with an inability to sustain a full-time, or even part-time, general surgery work force

2. Access to services will be significantly reduced for patients and their families. This loss will be compounded by increased travel needs and costs.  (In many areas the result will be deferred care, a decrease in health status, erosion of local systems, and a longer-term increase in health care costs.)

3. In many locations there will be unsustainable hospital operating losses, resulting from the loss of direct surgical revenue (operating room, inpatient and outpatient surgery, endoscopy, ancillary services) and indirect revenue associate with other affected programs  (In some cases, this will be the difference between overall hospital profit or loss; success or failure.)

4. Partial losses of surgical volumes can lead to difficulty is sustaining remaining services (e.g., operating room nursing staff and anesthesiology support) and to much higher per service costs.

5. Affected Hospitals will be unable to sustain the current scope of many clinically-linked and surgical-revenue-linked programs and will need to substantially modify programs

· Some key programs that will be impacted include:

· Emergency room services and local EMS services (no general surgeon back-up)

· Obstetrical services (no C-Section back-up, especially in Family Physician-based programs)

· All primary medical care (i.e., with the loss of surgical-services-related, operating margin that is currently used to cross-subsidize many rural family physicians, internists, obstetricians, and pediatricians).  Note: in most cases is highly unlikely that payer reimbursement to primary care providers will increase fast enough to off-set surgical service losses.)  

· Many primary care providers will be less likely to locate or continue practicing in communities where there is no or very limited general surgery presence or where they will need to reduce the scope of care they feel comfortable providing locally.

· In most hospitals, a wide range of programs are currently subsidized by surgical service-derived operating margin.  These programs will be at risk.  Examples include, community health education and hospital sponsored preventive services.

6. There will be significant negative impacts on local economies associated with declines in local surgical “business” and the associated multiplier effects on other local spending and jobs.

The Facts and Trends Do Not Argue for Unequivocally Sustaining General Surgery in All Rural Hospitals

Despite the seriousness of the facts and trends, general surgery requiring inpatient stays and even surgical programs providing only outpatient procedures will not and should not be sustained in all current locations.  The realities of clinical and workforce trends, quality expectations, costs, and other factors will be harsh.  The implications of resulting changes will be dramatic.  There is a grave need to better understand probable changes, the extent to which surgical access can be maintained, and how local systems will adapt, as well as alternative models to assure quality and access.  There is a need to develop tools that will assist in this process and a for identifying public policy that is supportive of viable service models.  

Workforce Conference Call Minutes

April 1, 2009

Present: Kris Juliar, Sue Skillman, Ann Cranford, Kristine Sande, Jerry Harrison, Tammy McKenzie, Michelle Clark, Michelle Holst, Betty Rundlett, Halley Lee, Angie Allen, Gary Hart

Staff: Teryl, Betty

	
	TOPIC
	DISCUSSION
	ACTION
	KEY PERSON

	1
	Member updates/announcements
	Michele Clark anticipates a $9 million bill to create a loan repayment program in MD. MD is the only state with a CMS waiver to pay all hospitals the same rate.
Halley is working on a high school pipeline project using Face Book in South Dakota. 

Tammy is planning a workforce conference in Vermont.

Betty reviewed information on Conrad 30 Reauthorization Bill.

Kris mentioned HRSA Workforce Conference is still being planned.  Jerry mentioned that there is at least one major conflict with the proposed dates of August 10-12.


	Let Committee know when SD project is ready for sharing with others

Develop recommendation for support to send to NOSORH Policy Committee from Workforce; send background information provided by Tim Skinner to Committee

Send email to Committee; request that suggestions be sent to Sandra Durick
	Halley

Betty

Betty

Betty



	2
	NOSORH workforce meeting
	Teryl discussed the idea of planning a one day workforce meeting (August 18) before the NOSORH Region E Laramie, WY conference (August 19-20).  Both meetings would be open to SORHs and their partners.

Committee members thought it

was good to proceed. 
	Sue and Kris volunteered to help with planning.
	Teryl

	3
	Stimulus funds
	Kris discussed that it is important to be aware of the workforce components of the stimulus package (medical and nursing education, HIT workforce, NHSC), and invited others to discuss what they may know.  

Tammy mentioned that for the next 18 months, applications will be accepted and determined on a continuous basis, and that previously rejected applications may be funded by May. 


	NOSORH will be putting together a stimulus package webinar on workforce.  Members suggested inviting someone from the Bureau of Health Professions and HIT Leadership Forum.  Kris also recommended development of resource information(what do you need to know to get ready to take advantage of funding opportunities?).  This will be developed along with webinar or as separate piece.
	Betty, Teryl, Kris, Alisa

	4
	NOSORH policy papers
	Betty reviewed other organizations that have developed recommendations for mental health and general workforce, and asked for suggestions for recommendations for the NOSORH policy papers. 
	Teryl suggested adding the credentialing of multi-functioning providers. Tammy shared Denis Barton’s recommendation to frame mental health as behavioral health (broader includes mental health, substance and alcohol abuse).  Tammy will work with Karen Crowley to develop more specific recommendations drawing from SAMSHA.  Michelle Holst recommended developing behavioral health recommendations from Annapolis Coalition specific Rural recommendations (the overall Annapolis Coalition recommendations were provided to the Committee earlier).  We need to include concept of safety net in mental health policy? Gary recommended expansion of mental telehealth to adolescents.

Send focused list of recommendations by other organizations to Committee members, and request specific suggestions by email. 
	Betty

	5
	Next meeting
	Next meeting is June 3 at Noon ET.  Betty will see if Katherine Jo Mannes of AACC is available.
	
	Betty
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