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Executive Summary

At present, Arkansas, like other states, is faced with shortages and geographic maldistribution of
physicians, nursesd other healitare providers.

In the United States, over 58 million people live in areas designated as primary care headih profession
shortage areas (HPSAg}luding over 500,000 Arkansans. HPSAs ardesiggmted by the Health
Resources and Services Administration as having shortages of primary medical care, dental or mental
health provider3hirty-sixentire Arkansas countae designated as primary care HPSAs, representing
almost half of the counties in the state. There are also 20 counties designatEHRSASs and 69 of

the 75 counties in Arkansas are designated as mental healffSd@3apendix1 for maps of all

Arkansas HPSAs.

Arkansans living in these shortagas are likely to have difficulty accessing sereigeets their
health care needSiven the numivef shortage areas, many factors are likely to place additional strain on
the system in the future, including the following.

A Aging populati&rkansas currently has one of the oldest populations in country, and that trend is
continuingGiven that heditneeds of populations increase with age and that providers continue
to retire from the workforce as they age, this factor is of significant import.

>

Limiteghipeline The ability of the stateds education
numkers of health providers is limited and is unlikely to change significantly in the near future.

A Increased disease Bukdarataces some of the highest ratés/pértensiorgbesityand

diabetes in the country, placing a significant burden on the health care system. Half of adult
Arkansans over the age of 60 have hypertesfsidnich40%is uncontrolledHypertension is

a pathway to heart disease, stroke and kidney failure. Agidpiomalitions with other disease

and significant comorbidities create a synergistic impact on demand at the same time that they see
reduced quality of life and productivity.

A More insured citifursuant to the Patient Rxaton and Affordable CaretAalmost all of the
54500’ Arkansans who are currently uninsured will be mandasadtealth insurancand

the vast majorityill become eligible either for Medicaid or for subsidies to purchase health
insuranceDespite best efforts, not all Arkans will become insured. However the estimated
328,00bnewly insured people will place additional strain on the worléogle.who are
insured use the health system moredrgigutharthe uninsured, and initial needy be higher
due topentup demand from people who have been uninsured.

>

Health literaklealth literacy s a p e r sgain d&eess dopundernstéargl use o
information in waythatpromote and maintain gobdalth* AmongArkansas adu/t20%
read at or belows-grade leveWhich impacts their ability to understand written informiation.
Low health literacy arldw health outcomesre strongly related based on factors such as
enmergency department use, hospitalizatitfneported physical health, and mortaligs

Each ofthese issues alonestiee potential to place additional burdens on the health workidie.
aggregatd is likely they walignificantly challenge alreadgtrained system unless changes are made
quickly and decisively to restioetand modernize the staffing and delivery of basdtin our state and
country.
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However, by accomplishing changes in the heal't
health and higher levels of productivity, which will benefiitbénstjuality of life for its citizens and in
economic terms.

Process & Charge

To address the growing challenges that the health workforce will face in the immediatieramnd long
future, Governor Mike Beebe requested that the Arkansas Center fomideattment provide

primary staffing to th&rkansas Health Workforce Initibe¥ekansas Health Workforce |ditmtiege

workgroup is cahaired by Dr. Dan Rahn, Chancellor, University of Arkansas for Medical Sciences, and
Dr. Paul Halverson, Stdtlealth Director, Arkansas Department of HealthAiikaansas Health

Workforce Initiatils® includes representatives from numerous health and woekdtedeentities

throughout the state who serve as members of the workgroup and a larger dtatkkeh(deer

Appendices 2 and 3he purpose of therkansas Health Workforce Ingistidevelop and

communicate a transformational strategic plan for the Arkansas health workforce.

Goals and Strategies

TheArkansas Health Workforce Strategjict€taled to be the first step in a larger commitment to
ensure that the health workforce in our state will meet the present and future healthcanehbedkh
of Arkansans. This plan is to be a roadmap to change that includes specific recomtoemgatioas
navigation and coordinatittmough teantbased cayexpand the availability and use of technology,
increase the supplyasfd address the maldistributioavailable providers, and adjust the payment
system to support these changes. Eable @ur overall goals is addressed by multiple specific
recommendations.

Goals & Recommendations

Goal 1: Support the implementation of and transition to team-based care that is
patient-centered, coordinated, evidence-based, and efficient

Recommendations related to transition to new model
1-1. Define teanbased car@BC) across various types of care klergifyteammembers, core
competencies, practice roles, training yeeetisutcome metrics for care teams, including care
coordinators and ndraditioral providers in primary care settings, while assuring that patient
safety and quality of care are protected in the assignment of clinical roles on the team. Adopt
evidencdased guidelines foBC, including evaluation protocols.

1-2. Deploy populatiothased mnagement strategies into primary care delivery systems.

1-3. Optimizethe use of nophysiciamproviders and staff to advance evidbased care and
preventive patient management

1-4. Assure access to counseling for behavioral change in primary care settings

1-5. Develop and support community reinforcement mechasustmsasommunity halth workers
and faitHbased initiatives.

1-6. Integrate culturally competent health literacy programs for providers and patients to promote and
support patient sathanagement into akd&lth care settings.

1-7. Incorporate patient participation in delivery system evauation
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1-8. Utilize pharmacists part of the care teéon collaborative drug therapy management.

1-9. Organizenasdealth clinics for health assessments, preventive screenings anpdsivices,
and privatéealth insuran@nrollmentand eligibility for insurance exchagducts and
subsidies

Recommendations related to educational changes
1-10. Integratenterprofesional collaboratidraining into the health education pipgimotuding
preparation of academic faculty for teachinglieaet care and for providing continuing
education programs. Educate providers about hovibéessah care improves outcames

1-11. Explore and survey existing care coordination programs, including current training, competencies,
practice roles, functigreed availability of care coordinators. Define care coordinatigting
goals, qualificatioreyre competencies, practice roleémjrig needand outcome metrics.
Establish education, trainiagd certification programs, including career ladder training, for care
coordinators, and develop and train care coordinators to be incorporated into care teams.

Recommendations related to i mplementation support
1-12. Establisha Technicafssistanc€enter to provide suppdor providers who aretting up
transitioning toand maintaing tearbased care.

1-13. Increaselimical capacity for primary care providempyovingadministrative efficieies,
including reducing paperwork amateasingare coordinatiofdentify nonmonetary incentives
for implementing teatvased care,g.continuing education credit and minimization of prior
authorization burdens.

1-14. Employ mobile heath units.

1-15. Establish circuit ridgrovidersn eaclo f ~ t h publis Heath regsmo assist in the
provision ofprimary care services actbesstate

1-16. Provide easy, individualized access to community resourceséoraggiment
1-17. Create a public relatiarempaign to promote entry into care coordination.

Goal 2: Enhance and increase the use of health information technology

Recommendations related to deployment of health information technology
2-1. Improve access to appropriate levetealth information thaology (HITtechnical assistance
and ensure team technical capacity and technology literacy for HIT deployment.

2-2. Improve deploymerof electronic medical recaygbtems in practice sites.

2-3. Building on existing technology, expand capacity for telenssutidielesducation through
equipmenacquisitiorandgreateaccess to broadband.

2-4. Usethe Arkansas Research and Educatioca@Dpletworko its fullest potential to facilitate
connections to telemedicine andddlgcation opportunities as wetbggovide a backborier
accesw electronic health information.

Recommendations related to provider and consumer engagement
2-5. Optimizeconsumer accesgtealth information technology (HIRgluding access in ron
traditional sites such as school wellnesrggbrariespharmacies, worksite wellness centers
and retail outletMaximizeHIT utilization to include consumer use for activitiesagiobalth
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2-6.

2-7.

selfmanagement, distance monitoring of health conditions, home clinical assessments, online
presciption refills, and accdsgersonal health records.

Establish webased and telucation programs thogitimize learning opportunitiegposure

of Kal6students to health professigrerequisite classes favgl pursuing health professions,
careetadder programs for professional advancement, faculty development, clinical training sites,
and clinical continuing education programs for clinicians and office saffport

Create a countgvel, welbased repository of community services that alidedttsneeds and
provide online resources for provider support and patiemeseljement.

Recommendations related to utilization

2-8.

2-9.

Improve utilization of esting electronic medical receydtemboth in and acrosdinical
practice sites.

Improve inteoperability among all care sgagwellness centers, worksitéinical sites
pharmacieschoolsand homes.

2-10. Optimizethe use of existirgealth information technolodyiT) and increasbeuse of new

HIT to enhance communication among team reesya@md across care sites.

Goal 3: Increase the supply and improve the equitable distribution of primary care
providers

Recommendations related to provider education and training

31.
32.

33.

34.
35.

3-6.

3.

38.

39.

Recruit more diverse students into health professspesially4or multilingual students

Increase funding to support nursing and physician assistant education with additional faculty,
student loan or payback programs, etc.

Expandthe number offraduate medical educatiesidency slots in primairyd preventiveare
egecially thosgedicated to rural practice.

Establish the Arkansas Rural Scholars Program.

Increase collaboration among-tarmdfour-yearcolleges to increase access to and quality of
education and training for health professions.

Expand strategies poovidelongitudinal clinical experiesiteprimary care fanedicatudents
and enhance incentives and recognition for teaching primary care for all health care professions

Strengtheprimary care leadershipricula irprimary careducationiesidacies and
preceptorships

Enhance outreach tdcate guidance counselors and career coaches about opportunities for
students to enter health professions

Strengthen education in science, technology, engjeeerimgth (STEM) by strengthening
curricua at all levels, offering grants and loans to support STEM development, and offering job
training grants to support STEM job training and retraining.

Recommendations related to provider r ecruitment
3-10. Develop more effective strategies tofilvia waiveslots and provide enhanced support for

integration of international medical graduates into rural communities.

3-11. All state boards responsible for licensing health professionals should implement policies to reduce

complexity and decrease licensing timei&difigd applicants.
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Recommendations related to provider s upport
312. Creatdocum tenpreggransto provide practice relief to overburdened providers, notably those in
rural and underserved areas

313.OptimizeAr kansasds opport unirvioe Cdrps pagicpatian € Nat i on

3-14. Establish processes and strategiesémtralized health care workforce @atehouse,
responsible fagathering and reportingormationto inform futurehealthworkforce supply,
distribution, recruitmerdnd retention.

3-15. Train and retrain unemployed and underemployed workers who already reside in rural and
underserved areas.

Goal 4: Adopt new financing, payment, and reimbursement policies and mechanisms

Recommendations related to p ayment and reimbursement
4-1. Adopt reimbursmenimechanismihiat incentivizeeambased care and appropriately value
preventive and primary care.

4-2. Adoptreimbursememhechanisms that support care coordination.

4-3. Study the feasibility differential reimbursememb incentivizgproviderdo practiein ruralor
underservedommunities.

4-4. Change payment and reimbursement structures to recognize qusgidérsalth information
technologye.greimbursement for namaditional patient encounters.

4-5. Reduce the geographic disparity in MedicaremaymArkansas providers.
4-6. Increase Medicare and Medicaid reimbursement rates for primary care.

Recommendations related to financial and educational s upport
4-7. Increase funding for Rural Practice and Community Match programs tanenatdase in
recipiers and dollar amounts that are reflective of cost of edacatiiving. Both programs
should Bow loan repayment for pdéirhe practice in rural commust

4-8. Make Community Matemd similaawardso other providerstatetax free. Rvide low
interesloans tgroviderdor housing, transportatioandconstruction or renovation of office
space.

4-9. Educate primary care providers that behavioral counseling is reimbursableRatiger the
Protection andffordable Care Act.
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Introduction

Ar k a realth svdrldorce struggles to meet the demands of a population that is growarg] aging
diversifying and one whose burden of chronic diseases is increasing. Advances in medical technology and
the aging of health workforce members themselves combineothviturrent state and federal health

care changes that aim to expand and improve access to health insurance coverage will further amplify the
need for a stronger, largegre coordinatedyore robust health workforce that can meet the growing

demand foquality services.

Arkansas must prepare its health workforce to meet the demands associated with expectétechanges in
populationhealth care finan@nd access in the shieim This will allow the staieachieve the triple

aim of improved popaifion health, increased quality and availability of care, and reduced costs in the long
term.

ThisArkansas Health Workforce Stratggavieles recommendationsetgand the capacity and
effectiveness&r k ansas&d&s heal t h vewseskftechnoogy,systewgationy gh i nn
and coordination of care. It provides a roadmap for health and wedaiszkentities throughout the

state, and identifies specific recommendations and approaches to workforce education, training,
developmentgecruitment, retention, incentives, distribution, coordination, and structure.

The Problem

Numerous studies have shown nationwide shortages and geographic maldistribution of physicians and
other health providef3he situation is no different in Arkansas, and in many wagified by the
higher disease burden of the state

In the United States, over 58 million people live in areas designated as primary care health professional
shortage areas (HPSAB}luding over 500,000 Arkansans. HPSAs ardesiggmted by the Health
Resources and Services Administration as having shortages of primary medicalbcarerdahtal

health provider3hirty-sixentire Arkansas counties are designated as primary care HPSAs, representing
almost half of the counties in the state. There are also 20 counties designatEHRSASs and 69 of

the 75 counties in Arkansas argdated as mental health HPSAs.

Amplifying the problem of inadequate provider
andunhealthy behave(e.gtobacco use, unhealthy diet, and low physical activity levels). Arkansas is
ranked as one of the unhealthiest states in the nation, rahkireradvin health in 204.1.

Across numerous health and edexcasanmsallotletsatgsor i e s
By many health measures, whiredicates the healthiest ranking, Arkansas places at or near the bottom

in the United States:"46 smoking (22.9%),"3i#1 obesity (30.9%),3® diabetes (9.6%),"38

immunization coverage (89.7%),id&arly prenatal care (78,9 43 in preventable

hospitalizations (81.5%). This disease burden is clearly reflected in mortality rankihigslichtes 1

the lowest rates of dedth&rkansas places™B cancer deaths,"® cardiovascular deaths! 86

infant mortality, 46in premature deaths and #voccupational fataliti&$his disease burden is
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distributed disproportionately based on geography, education level, economic status &Hd-&thinicity.
SeéAppendix 4or a more detailed discussion of the health status of Arkansas.

Arkansans living sreas with a shortage of health provider&elyetti have greater problems accessing

services taddress their health care néeals those with an adequate supply of providers. Across the

state, but especially inruralareask ansans® health needs are great e
country. The existing health workforagnableo meet the health needs of Arkansans by almost every
measure.

Current Activities

A number ofong standing and more recently initiatgidities have attemptedrgprovethe supply of
the health workfoecin Arkansas. Although too numerous to list, examples of some actions taken are
provided below.

A Increase in supply and availability of health professionals

A Increase in MD graduates and resitleacyshis: chnnuabraduates with a medical
degee from the University of Arkgas for Medical Sciences (UAMShesased from 131
to 148 since 208&nd continues to grow, with over 160 students in each of the classes of
2013 and 201and an expected 174 in the next incomingBtaganing in 201Area
Health Education Centeeseived funding for 30 new primary care residency positions,
phasing in sigositions in each of the néixe years.

A New education progrannsnitialprograms will increase the graduating healtfovearkn
Arkansas. A nephysician assistgrogram atUAMSwill begin in 2013, with the number
of students yet to be determined. Arkansas Tech University recently opened a new program
for occupational therapy assistants, with 20 students currenglg ancothe first graduating
class expected in fall 2013. NatiBrelr k C o mmu rfeddrally fu@ded headthg e 6 s
information technologyogram, part of the national Community College Consortia, has had
over 80 students since it began in 2010, anddiiesatifunding through 2013.

A Expanded education prétaating University has graduated®@dople from its physician
assistarrogram since it began in 2005, and is steadily indteelsiag siz&lAMShas
expanded its College of Pharmacy Ipihcreasing class size and by expanding-via tele
education to Northwest Arkansas.

A CHCA and retailinic expansidommunity Health éhters of Arkansas, If@s expandets
facilities and the number of patigintan serve, increasing from 88,@@@mk to over
150,000 in the past tgears! andit plans to increase to at least 222,000 by*0t5e are
alsoa growing number dfinics and alValmart ant)SA Drug locationtroughout the
state, offeéng walkin clinic hours sevatays a weeR?*

A Partners in Nur€BigntThe Arkansas Community Foundation and Ured&ved
Partners in Nursing (PINjant in 2011 to increase the number of number of geriatric nurses
in longterm care who have at least a baccalaureate degree.

A Patienicentered medical home (PCMH) pilots

A A number of PCMH pilots have recently been completed or are underway throughout the
state. Arkansas Blue Cross and Blue Shield, Mercy Health Systems, Community Health
Centers, Ar kan sW@AMS,anth Medichid aesonse ofthe srgamnizataris ,
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that are using a PCMH approach to attempt to reduce costs while improving quality and
increasing the capacity of clinical sites.

A Expansion ohealth care professiosabpe of practice

In 2011, the Arkansas legislature passed a number of laws that have expanded scope of practice
for some health practitioners to address basic primary care and preventive health needs of
Arkansans, including the following.

A Ability of dental hygienists topidelimitedservices in public schools, nursing homes, and
other facilities under collaborative practice with a dentist

A Ability of pediatricians, after training, to apply fluoride varnishes to patients whtisé a
patient relationship

A Expansion ofne ability of pharmacists to give flu shots to people aeleayears of age
A Increased use of litkanformation technology

A HITArkansadA division of the Arkansas talation for Medical CatéiTArkansass the
federally funded entity responsibiepfoviding education, guidance, and technical assistance
to Arkansasds eligible pri mar ynedicamremrdspr ovi
(EMRs)Its goal includes signing up 1,280 priority primary care providers and 35 critical
access amdral hospitals by the end of 2011, and gulting to be meaningful users of
EMRs by 2013.

A State Health Alliance for Records ExchangeTt®HAMED:of Health Information
Technology (OHIT) is responsible for establishing SHARE, the statewideraitézo
health information exchange. The first phase of the program will be completed in 2013.

A Expanded availability of broddiieaBcbadband TechnglpOpportunities Prograand
Arkansas Research anddadion Optical Networére both greatly and m@igiexpanding
and increasing the availability ofsjgged internet connections throughout the state. Both
projects share the goal of using the networks for-redattd functions.

A Use of telemediderey Health System of Northwest Arkansas is pralcess of expanding
a virtual monitoring and care center that provides its facilities wiithereahnections to a
team of specialty physicians through telemedicine technologies, includingstineleTele
program. At UAMS, the Antenatal and NedGaialelines, Education and Learning System
and Stroke Assistanceotigh Virtual Emergency Suppgamdgrams provide interactive
video conferencing that enablessjgiigns to confer with materfethl and stroke specialists
in reattime.

A Financial inceives and loan payback programs

A National Health Service (@6tBE€) TheNHSCoffers loan repayment and scholarships to
health professionals serving in primary care, dental, and mental health in underserved areas.
There are 117 providers currently seondgr the NHSC in Arkansas, with 216 current
vacancieg.In Arkansas, the funding f§HSC positions is only fedewaith no additional
state funding.

A Community Match Rural Physician Reopgitamehe Community Match Rural Physician
Recruitment B®gram matches a medical school graduate in residency or a graduate who has
completed residency within the pastyears with a rural or underserved community for a
four-year fultime commitment. The funding provided is a maximum of $80,000, half of
whidh is provided by the community.
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A Rural Practice Loan/Scholarship PhegRumal Practice Loan/Scholarship Program provides
loang typically in the amount of $12,000 anriuédlyenrolled medical students or students
accepted for admission, includingretes The loans are converted to grants for each year
of full-time service in a rural or underserved community.

Ongoing Issues

These activities and programs have not been enough to keep up with current health workémate needs,
therefore are not exgied to medhe increased demand that will be seen in the neaiGueradl,
conditions are expected to continue to deteriorate because of a number of factors.

A

>

Aging populatidrkansas currently has one of the oldest populations in countryt, teerabitiea
continuingGiven that health needs of populations increase with age and that providers continue
to retire from the workforce as they age, this factor is of importance.

Limiteghipeline The ability of t he usattand&ahscreashgc at i on
numbers of health providers is limited and is unlikelpstantiallghange in the near future.

Increased disease Bukdasafaces some of the highest ratdg/pértensiomgbesityand

diabetes in the country, pla@mgignificant burden on the headile system. Haif adult

Arkansans over the age 0five hypertensiaf,which40%is uncontrolled.Hypertension is

apathway to heart disease, stroke and kidney Aadditeanally, populations witither disease
andsignificant comorbidities create a synergistic impact on demand at the same time that they see
reduced quality of life and productivity.

More insurgiizen®ursuant to the Patient Proteciod Affordable Care Aetimost all of the
5450@° Arkansans who are currently uninsured will be mandageatiealth insurancand

the vast majorityill become eligible either for Medicaid or for subsidies to purchase health
insuranceDespite best efforts, not all Arkansans will become insured. However the estimated
328,00bnewly insured people will place additional strain on the worléogle.who are

insured use the health system moredrgigutharthe uninsured, and initial needy be higher

due topent updemand from people who have been uninsured.

Health literaklealth literacy s a p e r sgain d&eess dopundernstéargl use o
information in waythatpromote and maintain gobdalth* AmongArkansas adujt20%

read at or belows-grade leveWhich impacts their ability to understand written informiation.
Low health literacy arldw health outcomesre strongly related based on factors such as
enmergency department use, hospitalizatitfneported physical health, and mortaligs

Each ofthese issues alonestiee potential to place additional burdens on the health workidie.
aggregatd is likely they walignificantly challenge alreadgtrained system unless changes are made
quickly and decisively to restructure and modernize the staffing and delivergarehieatilr state and
country.
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Current Health Workforce Supply

According to the United States Bureau of Labastissa(BLS), the health cawuistry in 2010
represented 9.566the Arkansas workforce, an incread@afom 2008. Health care workers can be
found in all regions of the state, but more than a third of the health workforce is concentrated in the
cental Arkansas area.

As of September 2011, the nationds health work
economic sectors, despite aerall unemployment rate of 9.ftfthe same monfiThe BLS predicts

that the health care sector waititmue to grow through 2018, largely in response to rapid growth in the

aging populatiofi Nationally, tenf the 2(fastesgrowing occupations are in heaithealthrelated

industrieswith those professions projected to generat&@vanillion neviobsby 2018

Despite this growth, there are both statguvamadershortages andaldistributioracross all health
professions

Estimates of Current Supply

Existing data sources, reports, publications and other available information provipedtiffferies of

the supply of the health workforce in Arkaffsdses 1 and Delow show the number of physicians,

physician assistants, nurses, pharmacists, and dentists based on different data sources (see Appendix 5 fo
countylevelhealthworkforce supply data).

Table 1: Physician Workforce Supply in Arkansas®

Family & Internal
General Medici Pediatrician | Geriatrician | OB-GYN | Specialists
. edicine
Practice
Arkansas 1,464 881 466 4 292 3,447
state
Iicensing
board(s)”’
American 857 228 209 50 213 1,906
Medical
Association
Masterfile?®
Arkansas 1427 890 488 Not given 291 Not given
Department
of Health®
Arkansas 925 282 276 16 Not given Not given
Medicaid®
Arkansas 1,127 471 129 35 244 3,81
Medicare®
Arkansas 1,192 486 369 70 321 4,842
Employee
Benefits
Division*
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Table 2: Additional Health Workforce Supply in Arkansas

Advanced
Phyguan Practice Registered Pharmacists | Dentists
Assistants Nurses Nurses
(ANP & CNS)
Arkansas 187 1,164 30,670 3,246 1,181
Department of
Health®
Arkansas state 218 1,375 32,671 4,501 1,178
licensing board(s)*
Al though the avail able data cannot provide a ¢c¢

waorkforce supply, the one constant in all sources is that the distribution of providers throughout the state
is disparate. Figure 1 shows the ratio of@bgmounty to each licensed family practice, general practice,

or internal medicine physician in Arkansas. Variability is seen between counties, witlg@opulation
provider ratios ranging from 603:1 in Pulaski County to 8,194:1 in Poinsett Courty. Chevelais

the only county showing no licensed providers.

Figure 1: Number of Persons per Licensed Family, General Practice or
Internal Medicine Physician in Arkansas (by county)* *

[777] 1,000 - 2,499
I 2,500+

*Zeroproviders were indicated in Cleveland County, which has a popukga of

Arkansas Health Workforce Strategic Plan: A Roadmap to Change (1/31/12) Page 11



There are numerous data sources for estimating the health workforce supply, but the limited information
about providers raises concerns about several variables:

A

>

Actual lottan of practicePr ovi der s addresses may be a res

county but work in another county or even another state. Even if the address is a practice
location, the provider may work at multiple practice locations.

Time spenagticingroviders may be working part time, may be working more than full time, or
may be retired but still have an active license. Some providers may be licensed but not providing
direct patient care, such as faculty or researchers. This informatt@livesys included in the

available data.

Specialfhe specialty of some providers is difficult to determine, either because it is not reported
at all or because the way it is reported is not specific.

To better implement theitiativelecommendeons for the health workforce, more must be known
about the supply of providers, including speciakynfelor partime status, practice location, practice
hours, and payer mix.

The Arkansas Center for Health Improvement has employed IHS Gighatdnzoduce more
accurate supply and demand estimates for medical doctors, doctors of osteopathic medicine, advanced

practice nurses, and physician assistants. The

Supply i n Ardeanrespmrical labk atthelcurrenpsupplyaind demand of these
professionals. Estimates will be made on the county level, state level, and public health region level
(Central, Northeast, Northwest, Southeast, and Southwest), and can be aggregageahio includ
combination of counties. Future supply and demand will also be modeled, including baseline scenarios
and projections given implementation of the Patient Protection and Affordable Care Act.

Additional Supply and Demand Information

A number of orgamations and associations conduct research into the supply of various health workforce
professions in Arkansas. The following publications are either already available or wid be thailab
estimated date listed:

A

>

>

Employment Outcomeq Répoga®epartment of Workforce Services and Arkansas

Department of Higher Education, December BOMBasures employment status, average

salary, and retention in state for graduates of Arkansas public colleges and universities 1 and 5
years after graduation forivas classes

Health Information Technology Surveys of Providers, Hospitals, Pharnm@fitse ahd Laboratories
Health Information Technology, July 201easures uptake of health information technology
(HIT) in various practice settings, availahilitiyuse of HIT, and other personnel

2010 Health Workforce Vacancies in ArkarSaater for Rural Health, University of Arkansas

for Medical Sciences, November ZDMg¢asures the number of funded but unfilled vacancies

in various health professionsjuding primary care and specialist physicians, nurses, allied health
professionals, pharmacists, and dentists

2011 Arkansas State Board of Nursing Ann{(fslkiaepast State Board of Nursasgjmated
release 20¥2Measures nursing workforce by cpofhtesidence and practice setting
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A 2011 Arkansas Health Professions ManpoweksarsamBeipartment of Headtktimated
release 20¥2)Measures the number of various health professions throughout the state, including
primary care physicians, psychiatrists, advanced practice nurses, and dentists

Arkansas Dental Assodjesiimatedelease March 20@2Vieasures location adeability, and
excess capacity of dentists

Modeling Adequacy of the Primary Care Provider Supplykenddsa@saser for Health
Improvement and IHS Globaktimated releastarch 2012) Countylevel analysis of future
supply and demaiedlphysicans, advanced practice nurses, and physician assistants, including
baseline scenarios and projections given the Patient Protection and Affordable Care Act.

>

>

>

Survey of Primary Care Providers inArkansas Center for Health Improvement and Arkansas
Foundation for Medical Caestimated releag8agust 201#) Countylevel analysis of supply of
primary and specialty care physicians, including practice locatitings)efylivalency status,
practice patterns, retirement plans, patient and payemdnaiadaional patient capacity

Anticipated Challenges & Opportunities

In addition to the research and work of&AHensas Health Workforce Inreatere: studies report that

the nationds demand f or phys maesinedcal specialties,c es i s
including primary cat®”’ This suggests théie nation will be unable to maintain current health care use
and delivery patterimsthe futureand may rely more heavily on advanced practice nurses and physician
assistants. Poptite growth, especially among the elderly, is contributing to the increase in demand. At
the same time, a growing number of physicians are reaching traditional retirement age and many
physicians are choosing to-spécialize rather than practice in pyircare. Arkansas increasingly will

need to compete with other states to attract, retain, and grow its health workforce.

Whatever the exact shortage and maldistribution of the health workforce in various parts of the state,
Arkansas is facimganging trends in both the health consumer population as well as the provider
populatiorthatare affecting the use and availability of the health workforce.

Ar kans as 0 ssteguily peaomiadtler amahsickers requiring more care for longedper

time. The population is also migrating from rural to urban areas, making it easier to concentrate health
services in geographic areas. Providers are working fewer hours and for fewer years during their
professional careers, increasing the neaw¥migys across the board.

All of these factors have created a situation in which the number of providers and their availability is
stagnant or decreasing at the same time that the needs of the population are increasing.

Population Trends

Demographic Tr  ends

The demographic trends in Arkamggeerallynirror those of the countnyisan increasingly older,
more diverse and neourbanized stat.r k a r2@&l@apdlationvasover 2.9 million, an increase of
9.1%overthe last ten yeatsSome segments of the populadi@growing faster than others:
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A Arkansahas the ninth highest percent of elderly residents, with almost 420,000nesidents

65 years old or older, represerdih®.3%increase sin@00° The older population i&dily to

continue growing more quickly than the rest of the population. By 2030, the increase in the elderly
population is expected to reach 75.5% versus 21.2% for the whole p8pulation.

A The population of Arkansas has also become more ds/thsarowtbf nonwhite Arkansans
increase3 he majority of counties in the state experienced growth in their minority populations
and statewide the population of minority ethnic groups has grown by 29.% compared to only a
3.5% increase in the Reiispaniovhite mpulation?*

A As with much of the country, the population of Arkansas continues to become more.urbanized
Almost all recent population growth has been in rural areas, gnéfatest losses in the Delta
the north central artdewestern parts of the &

Health Status & Disease Burden

Adding to the demand for health care services
poor health status and disease burden continues to grow.

In the pastenyears, Arkansas has seen huge ingretimemcidence of obesity and diabetes as well as
increased rates of violent crime and occupational fat&fitdthiough rates of smoking, preventable
hospitalizations, and infant mortality have decreased, they still represent a large h&alth burden.

Chronic diseases require more treatment and care, and the consistent increasing trend will translate to an
increasing burden on the stateds health workfo

Socioeconomic Indicators

The total population of more than 2.9 million residents in Arkansasegartke bottom among states

in terms of socioeconomic stafile statt s me di an h o us &andthepercapita o me r an
income ranks #&mong sitesAccording to Arkansas Advocates for Children and Fatmkimssas

hasachild poverty ratéat is % highesamong states and Wasgit on, D. C. Ar kansasds
rate was 27.2% in 2010, up from 2382006 jugprior to what is widely ragled as @ecessioWhile

the stateds over al ktweern2008 and 3010latcl V@it spreaed useaof snppalt f | at
serviceamong Arkansaragcluding Supplemental Nutrition Assistance Program (formerly known as

Food Stampsgvidenceacontinuingneedor help as the economy slowly recdvers

Educatiorhas a cruciable in good health, yet Arkansas rarfkaat®nwide in the number of persons

25 years and ol der with a bachel or @eachesilesshi gher
than 30 other stat€3ne otheindicator linked to poor healithe violent crime ratir which

Arkansas i$2" highest in the countfy.

Provider Trends

Practice Locations and Patterns

Hospitals nationwide are hiring physicraas attempt to retain financial security and provide patient
careA 2011 studghowed that "more than half of practicing ph§gsicians are now employed by
hospitals or integrated delivery systefidccenture's analysis of the sprgyicted the trend to
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increase to 5%nnually by 20£3Examples of this kind of activity in Arkansas are the recent acquisitions
of Health Ghic Arkansas by St. Vincent Health SyStie partnering of Arkansas Cardiology and

Baptist Health to form Baptist Health Heart Instifi#ad the NEA Clinic of Jonesboro merging with
Baptist Memorial Medical Group of Memphis to become NEA Bapiiist®Clin

The Accenture study suggested that the physician employment trend will endure, driven by ongoing
externaforces. For physicianghilehospitaemploymenmayoffer advantagesich aselief from
administrative responsibiliteglgreater accessleadingedge healtimformation technologgols,

facilities, and equipmeittalso has disadvantages such as loss of autonomy and lack of Bwnership

Meawhile, for hospitals worried about physician shortages, employing doctors can help lock in expertise
and boost patient volumes and revenues kgloglh service lines, including cardiovascular care,
orthopedics, cancer care, and radiology.

In a 201@Cejka Search aAdanerican Medical Group Association survey, of the 49% of employers who
attempt to keep physicians from retiring, 90.6% induce them with flexible hours, 62.5% with no call and
65.6% with reduced calDn the other handhese strategiesayhavedrawbacksuch as determining
frequency of call for paiters, crossoverage and handling of care, and paying full malpractice
premiums for patime physicians.

Although Arkansas has yet to complete mucHestateesearch at this time, thkafisas Center for

Health Improvement is working with the Arkansas Foundation for Medical Care to survey primary care
physicians in Arkansas, their practice locations, practice patterns, capacity, and retirement plans. A full
survey report is expectedrlate2012.

Physician Work and Retirement

Parttime practice by physicians is on the rise, accordingCtgkhesearcAmerican Medical Group
AssociatiotManagement Retention Survey. Among those practicitig@aitie majority are men
approaching neement and women in early to tedeer. The trend to practice {tiane, however, ot
gendesspecific. The survey found that 13% of male an@B@&¥hale doctors practicedtgame in
2010, compared with 7nd 2906, respectively, in 2005.

Nationwidepver 26%of physicians afi®years of age or older, according to the Center for Workforce
Studies of the Association of American Medicab€gfl@bout a third of the much larger nursing
workforce is 50 yesaof age or older, and about 558bressed an intention to retire in the teextears.
Changes in payment models and requirements for technology use are expected to hast&n retirement.

Workload estimates indicate thatause of these practice pattpotisy leaders analyzing workforce
issues will need to add 1.3tfale equivalents (FTES) to replace one FTE of the previous generation of
physician¥.

Population Health Improvement

Over the coming year s, Alikdybenmoracsabng papertanteredr y car e
medical bme(PCMH)conceptinto their practices. Given this direction, an ideal would be that all

people are enrolled in a medical hiMost people arin good health, but they should have periodic

health assessments with counseling, health screenings, and referrals to appropriate providers if and when :
problem is diagnosed.
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With thetransitionto PCHMscomes a unique opportunity to more fully iniegammunity and
populatiorbased health strategies into practice patterns. This approach acknowledges that making
communities healthier and stronger will have a positive impact on the health of the individuals who live in
those communities. Creating éltand stronger communities can be a shared goal for the health care
team.

States can deploy various strategies to develop cormnpaipulatiorbased approaches to achieve

this goal. The Population Health Improvement Nfqaielvides a pathway fereating services and

programs that consider the unique community characteristics. The key components of the model include
the following?

A Population identifiation strategies and processes

> >

Comprehensive needs assessments that assess physical, psyobiotogicahrest
environmental needs

>

Proactive health promotion programs

>

Patientcentric health management goals and education

>

Sl-management interventions

p>2)

Routine reporting and feedback loops

>

Evaluation of clinical, humanistic, and economic outcomes

Lessons Learn ed from Other States

While all of these anticipated changes will almost certainly increase demand for health care in Arkansas
and create additidrenallenges for the health workforce, opportunities to learn from past expansion
efforts can be taken from both Oregon and Massachusetts. Both states have enacted ahanges to the
health systems in the last jigars, and have published enlighteningrthtasults about their efforts.

Oregonds Medicaid Expansi on

In 2008, Oregon expanded Medicaid coverage via lottery to a limited numbecahiewdults.A

study by the National Bureau of Economic Reséstiolved that Medicaid coverage geneaiyases

the health care use. More specifically, Medicaid coverage raised the probability of using outpatient care by
3%%, o using prescription drugs by 1%¥d of hospital admissions 3630

The increase in health care use was associated with sistentpnimary care: those with Medicaid
cowerage were 70@ore likely to report haviagegular place of care and 5&8e more likely to

report having a usual doctor. Importantly, Medicaid coverage also increased the usesofgmeventiv
such as mamwgrams by 60%nd cholgsrol monitoring by 20%

Massachusettsd I nsurance Coverage Expansi on

Ma s s a ¢ h ulsvel tetorsn dvas ®rtacied ia 2006, instituting syatienhealth care changes such as
expanded Medicaid and other publicly subsidizechoesucwerage as well as a law that requires almost

all adults to have health insurance. Although not completely consistent with the requirements of the
Patient Protection and Affordable Care ActMas sachusettsd experience an
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ingght into the outcomes that can be expected from expanding insurance coverage rapidly, especially to
populations who were previously uninsured.

Before reform, Massachusetts had one of the highest insured rates in the coomiriiadahd

highest, with98.1%0 f i ts residents carrying health insur
access to providers. Wait times for general internist visits went from 32 to 52 days in the year after reform,
and wait times for family physicigsits went from 34 to 44 in the 2 years after reform. From 2006 to

2011, the percentage of general internist offices accepting new patients had dréf@e tilie?3

percentage of family physician offices tiegayew patients dropped by 388m 2007 to 201%?

It is clear that the effect of expanding insurance coverage is increased utilization, and it must be taken
seriously as Arkansas plans for the future of the health workforce. If people in even the most well
prepared of states face accesanailhbility problems after insurance expansiorery igkelyhat

Arkansas will face even more difficult challenges.

Arkansas -Specific Strengths & Opportunities

WhileArkansas faces many of the same health workforce challenges as otheesiates ribwrber of
strengths and opportunities that the state currently enjoys that others may not.

A Financial strength

A A state budget that historically is not only balanced, but that demonstrates an excess of
revenue over expenses

A Dedicated funding from tobacco settlemamiego healthprogramsthe Universitpf
Arkansas for Medical Sciexaaq@ AMS)College of Public Health, afwkansas/inority
HealthCommission

Stakeholder involvement

>

A Cohesive, imaginatifekansas Health Mforce Initiaterkforce group
A Widespread btig to the strategic planning process and fwnidorce needs

A Providers and stakeholders who understand, are supportive of, and are actively working to
eliminate barriers to productive public healthypolic

A Executive and key leadership support
A Educational pipeline
A Two new physician assistant programs (Haddirgrsity UAMS)
A Increasing primary care residency slogli(Bional slots over next fiveays)
A Strong, collegial higher education community

>

Reglatory environment
A Scope of practice legislation and limitations are companatienabverage

A Recent legislation has supported usingemetland other qualified providers for primary and
preventive servicasd.dental sealants, flu shots)
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A Dataand analytic capacity

A Potentiato use data from Medicaid, Medicare, Employee Benefits Division, Arkansas Blue
Cross and B&uShield, and other private pay@®ualChoice, Delta Dent@lArkansas

A Access to existing aneprogress surveys and data ressur
A Risk reduction capacity and population interventions

A Strong relationships forged through Arkansas Cdilitiobesity Preventicard
Coordinated School Heailtfitiative will help support education/scHoa$ed workforce

A Haltedincrease iArkansashildhood obesityate

A Populatiodevel interventions at Arkansas Department of HeajtS8tamp Out Smoking,
tobacco cessation initiatives, immunization initiatives)

The Arkansas Health Workforce Initiative

To address the growing challenges thatetithwvorkforce will face in the immediate anetéony

future, Governor Mike Beebe asked the Arkansas foehtealth Improvemeniv provide primary

staffing to thé\rkansas Health Workforce Inifibé®ekansas Health Workforce I0it@teavorkgroup

is cachaired by Dr. Dan Rahn, Chancellor, University of Arkansas for Medical Sciences, and Dr. Paul
Halverson, State Health Director, Arkansas Department of Healnkdmeas Health Workfoittative

also includes representativesifmrumerous health and workferekted entities throughout the state

who serve as members of the workgroup and a larger stakeholdsemAppendices 2 andlBie

purpose of thé&rkansas Health Workfoititives to respontbt h e Go v egstioadvanse ar e ¢
transformational strategic plan for the Arkansas health workforce byBlz2QE2y

TheArkansas Health Workforce Ini@diggoup met monthly from March 2@irbughJanuary 2012.
The following key results camerfrine meetingsf the workgrouand were reported out for comment
and suggestions at regular stakeholder meetings.

1. Vision and Mission

The vision and mission of th&kansas Health Workforce Initee/ereated and approved.
A Vision: An Arkansas health systenmait optimal health workforce caring for the needs of
Arkansans

A Mission: Ensure that Arkansas has the appropriate workforce to meet its health needs, including
accessibility, efficiency, and quality of care

2. Key Assumptions

The following key assumptiamsre agreed upon and worked under to guide the scope and direction of
the Arkansas Health Workforce |itsanke
A The supply, capacity, and distribution of primary care clinicians in Arkansas is not sufficient to
meet the health care needs of Adaand is not likely to change in the short term.
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A There are serious gaps in health care quality and safety, racial and ethnic disparities, and
geographic barriers that negatively impact care in rural and underserved communities and
populations.

>

Increasig hedh information technologyapability and changing models of health care provider
payment and service delivery will require new and enhanced workforce competencies, skills,
training, and practice patterns.

A Approximately 250006° Arkansans will becaneligible foMedicaid and approximately
323006" Arkansans will qualify for subsidies to pay health insurance premiums in 2014.

A Even absent the changes broadlut by implementation of Patient Protection and Affordable
Care Actthe demand for healthre services will be driven by a rapidly increasing population of
elder Arkansans and a general population that experiences differentially high rates of chronic
disease.

3. Framework and Considerations

Considerationsere adopted and served as a guttaraorganizing framework for developing
Arkansaspecific, targeted recommendations to facilitate ahdiongerm health workforce solutions.

The considerations are adopted from the definition of a patient centered medical home from the Agency
for Healthcare Research and QuaksAppendix6) as well as the Vision fof' Zentury Health Care

Delivery in Arkansdsed-igure?).

The term oOpatient centered medical homed is so
and/oro me d i ¢ aand other timees réfers to a more expansive version of the medical home model

t h medioal neighborhog@dvhichdelivers additional types of services, such as dental care, behavioral
health services, and/or linkages to social services, and/or senger phtieat population. Despite

terminology variatioa its core, the proposed system focuses on what the patient needs, not what the
system needs. It is built around a patemered medical home model that provides every person in
Arkansas with 24/d&ccess to evideAgased preventive care, acute care, and chronic disease

management.

While the vision for a patiezgntered, high performance health system in Arkansas may take some years
to achieve completely, health care in Arkansas will be impcox@@ntally through systemde

initiatives currently underway to:

A prepare the health workforce,

> >

improve the payment system,

>

implement and promote the use of health information technology, and

p>2)

assure fairness and accessibility of insurance covetbgetnsans.

Figure 2 depicts a structure for a Vision fb€2htury Health Care Delivery in Arkansas, such that care
and services received at any site would be patient centered and integrated.
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Figure 2: Vision for 21%' Century Health Care Delivery in Arkansas
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Figure 3: Arkansas Health System Improvement Agency Organizational Structure
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The recommendations of tAikansas Health Workforce Irstigjpaet approaches that prowiue
following componernts
A Patiet-centered care

> >

Comprehensive care
Coordinated care

> >

Timelyaccess tqualitycare

>

A systembased approach to quality and safety

4. Focus Areas

Two focus areas emerged as a pathway for action to address both the current and futureeeaskforce

A Prepare the workforcedarendeliveigdelSolving the health workforce capacity problems in
Arkansas will require fundamental changes in how care is provided and how the already strained
health workforce will function. Delivery system transiomias the potential to give Arkansas
the opportunity to improve provider satisfaction and retention at the same time that the state is
working to improve patient outcomes and reduce costs. Terhorsgiccess of reform efforts
will depend on how welllé state engages and empowers the health workforce to embrace new
models of care delivery.

A Improve the capacity and distribution of the primamtanesasrkithegerience an increase in

the demand for care in 2014 and beyond. The statieisged by significant geographic

maldistribution of its health workforce, largely becaitseuwstl characteristics and primary care
provider shortage. Many health professions require years of training, and expanding education and
trainingi though it vill ensure adequacy in the long fiemil not solve the st@ammediate

needs. Consequently, Arkansas must look to expand the capacity of the existing primary care
workforce and ensure the availability of and access to services provided to Arkansans.

Goals & Recommendations

The current gaps in the supply and demand of t
be exacerbated by population changes, increasing disease burden, provider and practice trends, and
increasing numbers of insured

The goals and recommendations oAtkansas Health Workforce Irdtiatimeant to address the

widening gaps in the supply and demand of the health workforce, and to alleviate the gaps expected in the
future. They were created through a process of determining the current and future needs of the

population as well as thereat and projected supply of the health workforce. Ultimately, every
recommendation supports thdkansas Health Workforce Iditegioa of an Arkansas health system

with an optimal health care workforce caring for the needs of Arkansans.

The fourbroad goals of therkansas Health Workforce Iratiative
1. Support the implementation of and transitidedambased care thatgatientcentered
coordinated, evidenbased, and efficient

2. Enhance and increase the usealt information technology
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3. Increase the supply and improve the equitable distribution of primary care providers
4. Adopt new financing, payment, and reimbursement paoidiegechanisms

These goalupport the improvements that must occur to meet current and future demand for primary
care in Arkansas. Each of those goals can be addressed through multiple priorigremd long
recommendatioribat are presented below.

Goal 1
Support the implementation of and transition to team -based care thatis
patient -centered, coordinated, eviden ce -based, and efficient

Citing evidence of the positive relationship between primary care and good health, health improvement
discussionsavefocused omtheprimary carpractice athehubof continuous, coordinated,

comprehensive health care delivatgrsywith patients #ite center, leading to what is being described

as a new health care delivery nibdel.

This new method of delivering care includesisidedas patiet-centered medical homesedical
homes, health homes, and medical neighborieggsdless obme these are all more than physical
locations; they are manners of delivering care that recognize and emidrasedeanordinated care
for all patient®o meet their specific needs.

Although the new delivery models that embracebtesed care are not yet in widespread practice in
Arkansas, there has been recent movement towards utilizing these activities to improve patient care,
reducecosts, and relieve providers overburdened by excess demand. Recommendations to develop the
appropiate health workforce acknowledge that the workforce will deliver care in a system with team
based primary care as its foundation, and encourage the adoption of this type of care delivery.

Recommendations related to transition to new m odel

Recommendation 1-1

Define team-based care (TBC) across various types of care sites.
Identify team members, core competencies, practice roles, training
needs, and outcome metrics for care teams, including care coordinators
and non-traditional providers in primary care settings, while assuring
that patient safety and quality of care are protected in the assignment of
clinical roles on the team. Adopt evidence-based guidelines for TBC,
including evaluation protocols.

Teambased card@BQ) is essential to the successediting a patienentered medical honfROMH),

which is a key recommendation for system change in the Arkansas Health Workforce Strategic Plan. As
the existing workforce strives to reach current and expanding demand for cardyabedegoproach

will be essential in achieving wgghlity, comprehensive patient care.

Becaus&@BC has not been emphasized in the U.S. lceadttsystem, there is not yet general agreement
on what constitutes optimal cdileus, kefore practices embark on the implementaf TBC or the

PCMH, stakeholders should attempt to reach agreement on what standards should be included within
each TBC practice. These standards should include a definitiorbatezhoare, core competencies of
team members, practice roles, tgingeds, evidenbased guidelines, evaluation protocols, and

Arkansas Health Workforce Strategic Plan: A Roadmap to Change (1/31/12) Page 22



outcome measures for teams. Reimbursement should reward practices to the degree that they meet these
standards. Nephysiciamprovidersincluding nurses and physician assistants, shosddibleen

feasible and should be dblpractice to the full extent of their educato trainingnd subject to the

limitations of their licendeegal and malpractice protections should be developed and enacted for

providers following eviderbased prdices.

Standards for implementing tdaased care through a PCMH model have been advanced by the
National Commission for Quality Assurance, The Joint Commission, and th@dvatiszd Primary
Care Collaborative. Practices in the state that arg pitotitplementing PCM&ouldform a
coalition to establistatewidstandards faeambased care based on these models

Implementation Partners:practices implementii@C and/or PCMH state health professional
boards, state health professional @atisors, providerpractice siteATYC

Recommendation 1-2

Deploy population-based management strategies into primary care
delivery systems.

One ofthe four key principles developed by the American Academy of Pediatrics, the American Academy
of FamilyPhysicians, The American College of Physicians, and the American Osteopathic #ssociation

the @mtientcenterednedicahome (PCMH) is that care is coordinated and/or integrated across alll

el ements of the compl ex h eiaty@gidamity,gubkpriatgaadt e m and
communith ased services). Coor dimusbdactitated wirdgibtries, he pat
health information exchasgend other means éwsure that patientsceiveppropriateare when and

where they need it in a culturally and linguistically appropriate®fanner.

The National Commée for Quality Assurancertifies PCMHBbased on standards inchgl
patient tracking and registry functions for populatisednanagemeraswell aperformance
reporting and improvemefifThe standardsirtheremphasizprovidingevidencébased preventive
services.

Primary care practices should be incentivized to deploy the following strategies:
A Establish diseasmpecific patient registie

A Provide optimal use of clinical preventive services, including screening and behavioral counseling
A Establish ongoing performance monitoring and improvement processes

These strategies will enable practi@hteve the goals of health promotion anchéidn, integrat
prevention with sick casgldrespopulations as well as individual healticernscreateceommunity
involvement, use appropriate technology, and more fully engage in the health promotion and disease
prevention opportunities that aresegmng as health insoca reform is being implemented.

Implementation Partners:practices implementii@C and/or PCMH, providerpractice sites,
providers, payers
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Recommendation 1-3

Optimize the use of non-physician providers and staff to advance
evidence-based care and preventive patient management.
Current efforts to transform health care in Arkansas call for innovations within the delivery system. A new
strategy is required to meet the challenges of current and futacefdehealth care, as well as the

needs and expectations of patients, families and providers. As shortfalls in the supply of primary care
providers grow, policy reforms and new, more collaborative models of training and care are needed to
harness the patgal of the entire health workforaeeystrategwvill be the deployment of non

physician providers suchedsanced practice nurseBN8), physician assistants (PAs), and medical
assistants (MAg)s well as naslinical staff

The provision in Arkesas law that defines the scope of practice for APNs states that such practice is the
operformance for compensation of nursing skil!/
certification, has advanced knowledge and practice skillslinithe@er y o f fThereforeng ser v
the scope of practice is determinatileast in thediyby a national certifying body and its requirements

for demonstration of skills and techniques learned. According to the law, APNs may practice advanced
practicenursing independeriilythat is, without supervision or collaboration with a physician. For an

APN to gain prescriptive authority, however, a collaborative agreement with adiéekaesias

physician who has a practice comparable in scope, specipiytiss & that of the APN is required.

The coll aborative agreement is a written docum
and has 14 different requirements.

According to Arkansas law, a PA is a graduate from an accreditedipabespassed a national

exam. A PAOds duties are derived from a supervi
physiciaf®® In short,a PA is a dependent medical practitioner whose duties and responsibilities, including
prescribing, dering, and administering drugs and medical devices, are delegated by a supervising
physician. The law does not require that the PA to be in the presence of the supervising physician when
the services are provided, but the PA must be able to readily icatenadth the physician. A PA may

not tend to medical issues related to the eye.

During the 2009 Legislative Session, the Arkansas Medical Practices Act was amended to establish a
statutory basis fa@hysician delegatiof certain task® MAS such athe administration of drugs

not requimg substantial specialized judgment andaskillcertain oversight requirements and
consideration given to the patientds acuity a

Additionally, the oral health community was successful in advancing |elyisiagidine 2011
Legislative Sessitmexpand the scope mfactice for dental hygienists, authoridergal
hygienists to perform dental hygiene procedurpedpiein publc settings without the
supervision of a dentf&t.

These areonly twoexamples of the legaéchanismisy which various providengsve beeanabled to

offer certairprimary care services. However, there are alsbnical staff members who may betable
assist in the provision of some basic servicegliNigal staff may be able to help gather information
from patients or send appointment and medication remirmlersvide the most efficient deployment

of the health workforce, all types of praogideust work togethersnga combination of licensed

clinicians and nditensed stafhatiseducated, trainedndenabled to provide various types and levels

of primary care and care suppldne Arkansas Center for Health Improvement is curreritignoay

with the Arkansas Foundation for Medical Care to conduct research and a provider survey to further
inform these issues, with a report expected later this year.
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Implementation Partners:state health professional bogstige health professionatociations
practices implementiid®dC and/or PCMH, providerpractice sites, payers

Recommendation 1-4

Assure access to counseling for behavioral change in primary care
settings.

Many health problems and chronic diseases are related to indafitiuaéhaviors that have developed

over a lifetime. By counseling patients to change behaviors that ingfeaisshrhic disease, the

burden of iliness can be reduced. Currently, there are an insufficient number of providers to address the
recommeded behavioral counseliagd thosevhoare available are generally in settings other than

primary care.

To increase thevailablevorkforce for primary behavioral counsefirgstate should offeaining to

current health care workers who have e&n Ipreviously trained in this area. For example, a@dvance

practice nurses, physician assistants, registered nurses, social workers, and dietitians may be offered
training and certification in these services. Addititimalstate should developwv progams to train

and certify a new type of health care worker who would specialize in behavioral counseling in the primary
care setting.

Implementation Partners:Arkansas Dietetic Associatipractices implementiiddC and/or PCMH
institutions of higherducation offering health profesalpnogramsproviders, practice sites

Recommendation 1-5

Develop and support community reinforcement mechanisms such as
community health workers and faith-based initiatives.

A community health worker (CHW) is a finatpublic health worker who is a trusted member of
and/or has aeryclose understanding of the community séiléik trusting relationshiflowsthe
CHW to serve as a liaidgmetween heal#ndsocial services and the commuiithe CHWacilitats
access to services and imgthequality and cultural competentgervice deliveri. CHW also
builds individual and community capacity by increasing health knowledgsufiidesaty through
outreach, communigducation, informal counseling;iacsupport, and advocéty.

In ArkansassomeCHWSs havealready been able to addeegariety of heahielated issues. Through a
contract with the Arkansas Department of Human Services, tHeeBetta fCounty Rural Health

Network tested the use@HW=known as Community Conneciorto identifyMedicaiekligible

individuals who nded longierm care, to educate them about services, and tberféo services and
providers. The Community Connectors were recruited from the communities in wégchehey

Contacting residents through a variety of settings, including community events, public forums, referrals
followed up by telephone, angberson visits, the Connectors provided community members with
information about existing leteym care prognas and referred to public, private or government

agencies.

Findings from a recent University of Arkansas for Medical Sciences (UAMightiyitihe potential
financialmportance oprovidingthis type osupport. There was an average of a 23.8éasem
spending for each patient particigddt. he st udydés key finding shows t
had a net savings of more than $2.6 million over three years when&lgiitaelderly and disabled

adults with unmet lorigrm care nesdn a threeounty area were sought out and connected to home
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and communithased lony e r m ¢ a r'"*As agesult, the mrogrdras deen expandatb 15
other counties in treoutheaddelta region.

By 2020, projections show annual government spending-tanroogre
peaking at $140 biliovith state Medicaid programs covering as much as 63
percent of those costs.

Past research examining the effects of targeting those in neetkohloage

services has not shown cost savings, most likely because of how that population

was identifiedMore effective methods of identifying those individuals at risk of

nursing home entry and linking them with appropriate home and community

based services would achieve a better match betwe¢ermiaraye needs and

service del i veroginlongtdrm ca@ spendimgeauldbea r educt
realized?

Another example of theovk of CHWs in Arkansasaprogram carried out by the Arkansas
Department of Health (ADHADH employ CHWsunder the supervisionadiblic health nursen

three counties in gtheast Arkansas. They concentratasiting mothers who have receselivered
babies, promotingpod practices in the home to reduce the risk of Sudden Infant Death Syndrome
encouragingeltbaby visitso a health provider, and hefpmothers plafor birth spacing. These
CHWs also work their communities to promote awareness of hypertensidialzetds, arttklp

clients navigate the health care system.

Arkansas shoul@evene an advisory group to assess capacity to expand the Community Connect
Initiativeand other progranfiom their current activitiés a statewide programine group should

consider issues suchragitng/certification of CHWseimbursement of CHW serviceger

institutionalization of CHWSs that disconnects them froothenunityand pompt expansion of use

of CHWs in the Arkansas health and-teny care delivery system where strong evidence exists to show
their effectiveness

Implementation partners:Tri-County Rural Health NetwokDH , UAMS- College of Public Hela)
DHS 6 Medicaideducatord)WS- Arkansa¥VorkforcelnvestmenBoad, AATYC, ADH, patient
support and education organizations

Recommendation 1-6

Integrate culturally competent health literacy programs for providers
and patients to promote and support patient self-management into all
health care settings.

Cultural competency and health literacyital® reducing health disparities and improving access to
high-quality health car@ultural competen@nd health literacy enable systems, agencies, and
professionals to function effectively to understand the needs of groups accessing health information and
health car€.

Culture involves a numberooimponats, including personal identification, langtfamaghts,

communications, actions, customs, beliefs, values, and institutions that are often specific to ethnic, racial,
religious, geographic, or social graupssecomponets influence belehbouthealth and delivery of

health serviceBrovidingculturadly competenhcarehas a positive effect on patient care by enabling

providers to deliver services that are respectful of and responsive to the health belietmgractices

cultural and linguistic needs of diverse patients.
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Health literacy is fileed inHealtiiPeople 204 He degree to which individuals have the capacity to

obtain, process, and understand basic health information and services needed to make appropriate health
decisions'dt is not simply the ability to rdaat requires a complex group of reading, listening,

analytical, and decisimaking skills, and the ability to apply these skills to health situations. According to

the Ameican Medical Association, poor health literaaystsonger predictor of a per@dmealth than

age, income, employment status, education level, afimadealth Literacy: A Prescription to End
Confusiptie Institute of Medicine reports tB@million people in the United States, nearly half the

population, have difficulty understanding and using health infofmation.

As the heal t h sopssmeeentridmeaithease, individuasistthke @n active role in
health aredecisions. Taccomplish thipeople neetb havestrong health information skills that fit
within their cultural contexind providers need taderstantiow their interactions and office processes
i mpact a pati ent-damageamemskitsi ty t o devel op self

Groups within the state shoudémtify barriers and solutions for integrating health literacy and cultural
competency practices, princidesl policies into their delivery of primary. €a@viders shouldadrease
knowledge about health literacy andralitompetendyy integratinthese concepts into all health care
curriculaThe state should assessant practicnewy implementegtrategies for addressing language,
culture and literacg.§.everyPatieriCentered Medical Horaeeking accreditationthg National
Committee for Quality Assuramed he Joint Commissiawill have to demonstrate staff competency in
these domaindjaculty and student bodiversityn healthprofession training should be ensuradalR

and innecity communitieseed clinical training opportunitesurther increase cultural knowledge and
competeng The state should establisPeater for Health Literatty coordinate and fund activities that
improve health literacy of Arkansans

Implementation Partners ADH, ACH, AHECs Health Literacy Think TankCA, ASU UALR,

American Public Health Association), Arkansas Health Literacy Partnership, Regional Health Literacy
CouncilCDCRegion 6, Arkansas Literacy Council, Arkansas Library, Sylstmsamstitutions of

higher education offering health professional programs, providers, pragiiagesitesipport and

education organizations

Recommendation 1-7

] Incorporate patient participation in delivery system evaluations. \
Satisfaction is a direatasure dapatiends perception of how walpractice delivers on the promise of
providing quality caréhe patieri own experience of the health care relatiaadigoprimary driver
for engaging patients in positive behawat®ens and their familiesiustfeel connected to tine
individual provider and to the entire practice.

Evaluation tools, including surveysuldcapture patient and family perception otaetf

management, physician and staff communication, accespabi@aicenteredness and whpérson

care, and overall satisfaction with services. Patient feedback is essential to practice improvement and
response rates to surveys are significantly higher if providers and staff emphasize how important the
surveyisto mproving the patientds experience. These
providers within a practice. The results can inform practice comparisons within the group and more
broadly across medical communities.

To stimulate quality improvemé primary care settings, current accreditation standards advanced by
the National Commission for Quality Assurandd he Joint Commissiaall for the use of patient
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surveys. Practices are encouraged to survey patients at least every 6 moiathissSankey

incorporate appropriate cultural and literacy dimensions. Survey activity can be outiseprcadrgr

care setting can assign dedligaesomd. Multiple validated survey instruments are available for use in
primary care settings.

Primary care settings shoufgrove capabilitiésr capturing patient experienaesdudng ghone
surveysmline surveysiosksin waiting roors, or bcus groups

Implementation Partners:Arkansas Family Practice Association, Arkansas Primary Caaéaksso
UAMS- College of Public Healtproviders, practice sjtpatient support and education organizations

Recommendation 1-8

Utilize pharmacists as part of the care team for collaborative drug
therapy management.

Pharmacists routinely suggeshigsigiansafer, more medicadiifectivepr more coseffective drug
alternativesa practice thatgenerally wedlcceptedHowever, pysicians sometimes view expanded roles
for pharmacists within health care organizations with skepticism andrasemeent on their

territory’’ With increasing specialization and prevalence of multidisciplinary and interdisciplinary teams
along with changes in reimbursement struGttinesole of pharmacists could expand so that physicians
and pharmacists can joimtianage drug therapy and disease states for the purpose of improving patient
outcomes.

Collaborative drug therapy management (CDTM)parti@pation by a physician and a pharmacist in

the management of drug therapy pursuant to a written protoralltits information specific to the

dosage, frequency, durataomd route of administration of the drug, authorized by a physician and

initiated upon a prescription order for an individual patient and is agreed to by one physician and one
pharmacist; or is agreed to by one or more physicians in a single orgacetggiaupdsuch as a

hospital medical staff, clinic or group practice, including but not limited to organized medical groups using
a pharmacy and therapeutics committee, and one or more pharmacists at a single pharmacy registered by
the Board of Pharmacy

Oregon and Washington have embraced CDTM as a worthwhile clinical practice. Its increased demand
stems from the ability of the pharmacist to reduce adverse drug events and improve clinical outcomes
based on extensive training in pharmacotherapy. Washiagthe first state to allow prescriptive

authority for pharmaciststh the Board of Pharmacy and the authorizing prescriber iogghsee
prescribinggharmacisStudies in Washington and other locations have shown for years that health
indicators ipprovewhen pharmacists collaborate with physicians to find the best medication treatments,
as well as advise on dietary and lifestyle improvéiiefits

Even when local laws provide for collaborative arrangements, several aenstiaiBtsough

phamacist must be availakie assume collaborative drug therapy management responsibilities and
pharmacists must be provided with training to perform such tasks. Second, it is difficult to determine how
to pay pharmacists for these activities based aiubef; or savings gained, through collaboration.
Finally, physicians must have a good wunderstan
sets can be employed in patient care.

To utilize pharmacists for CDTM, Arkansas should remostaangry or regulatory constraints that
limit collaboration. The state should also educate physicians about CDTM potential and the aptitude of
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pharmacists to perform at a high level within a CDTM arrangement. Third, dheustibdelvance
payment and Isiness models for further development of CDTM.

Implementation Partners:ArkansaStateBoard of Pharmacy, ArkanSsasteMedical Board, Arkansas
Pharmacists AssociatiéihS, providers, practice sites

Recommendation 1-9

Organize mass health clinics for health assessments, preventive
screenings and services, public and private health insurance
enrollment, and eligibility for insurance exchange products and
subsidies.

Mass clinics in Arkansas are genéregdlyne or two-day clinics sponsored by heedtie professional
associationsuch as th&rkansas Mission of Metttyat annuallgrovides muchneeded care to
Arkansanand residents of surrounding st&esvices provided by mass clinics are limited in nature and
are generally provided to uninsareshderinsurepeople

Mass health clinics would be a usefutttermtool at the beginning of 2014 when,328 Arkansans
will be newly insur&ahndlikelyseeking health care services. Although the serthiesshatalth clinics
wouldbe limited in naturéeyshould serve as an entry point whamneians will be able to provide
health assessments, screenings, and potentially diagnoses. Importanthshbeldiilsoserve as an
enrollment mechanism thiosenewy eligible foMedicaid and insurance exchamgducts

Implementation Partners:ADH, state health professional associag@tient support and education
organizations

Recommendations r elated to educationalc  hanges

Recommendation 1-10

Integrate inter-professional collaboration training into the health
education pipeline, including preparation of academic faculty for
teaching team-based care (TBC) and for providing continuing education
programs. Educate providers about how TBC improves outcomes.

To make the systemescribed abowveork properlyArkansaseedto educatéheappiopriatenumber

and types of health care providers. mhigequire educational institutions to recruit additional faculty
andreviewadmissions criteria and curriautéuding curricula designed to teach students about health
system change and the provision of community and clinical preventive-sergicasple, institutions
mayeducatenore advanced practice nurses, physician assistants, health informaligy techno

specialists, and care coordinators. All future team memberbeleoduichtedithin a model 6TBCso

that they learn to work with other members of the team. Easily accessible continuing education courses
on TBCshould be developed for credit arahprted to all health professions.

Implementation Partners:Arkansas stitutions of higher educatioffiering health professional
programsADHE, educators
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Recommendation 1-11

Explore and survey existing care coordination programs, including
current training, competencies, practice roles, functions, and availability
of care coordinators. Define care coordination, including goals,
gualifications, core competencies, practice role(s), training needs, and
outcome metrics. Establish education, training, and certification
programs, including career ladder training, for care coordinators, and
develop and train care coordinators to be incorporated into care teams.
oCare coor di wenteredpasséssniegtedaintepdisaplgarynapproach to mtiegr

health care and social support services ineffeative mannauchthaa n i ndi vi dual 06s ne
preferences are assessed, a comprehensive care plan is developed, and services are managed and
monitored by an evideAsased procesisattypicaly involves a designated lead care coordiisiis.

definition emphasiga persortentered approaghwhichsupport is given tihe individual, as well as

family members and other caregit@raanagphysical health, behavioral health, and psychosocia

needs. In addition to addressing medical needs, care coordination essempEssfrom multiple

social support and community providendge gaps in cayand ensusgprovision of the appropriate

level of care.

Care Coordination Competencie¥: Care Coordination Functions?
1. Develops partnerships 1. Provides separate visits and CC interactiorn
2. Communicates proficiently 2. Manags continuous communications
3. Uses assessments for intervention 3. Completes/analyzes assessments
4. s facile in care planning skills 4. Develops care plans with families
5. Integrates all resource knowledge 5. Managesltracks tests, referrals, and outcor
6. Possesses goal/outcome orientation 6. Coaches patients/families
7. Takes an adaptable and flexible approach 7. Integrates critical care information
8 8. Supports/facilitates care transitions
9. 9. Facilitates teameetings
1 10. Uses health information technology

. Desires continuous learning
Applies tearbuilding skills
0. Is adept with information technology

Care coordinator qualifications vaagionallydepending on the program and staterange fromo
requirecexperiencer educationtobac hel or 8s degree or | icensure ir
sogal service area. No official badyrentlyprovides universathccepted credentialing or authorization

to functionasacare coordinat, butseveral entitiggovideprofessional certification in this practice

field.

Interdisciplinary teams are increasingly recognized as most effective in addressing the needs of people
with multiple chronic conditions, with one member of the team taking direct responsibility for
coordinating care for a particular individiak coorthationexpectations include enhanced patient,

family and staff satisfaction and improved patient and system outcomes.

Researchers have identified at least 15 care coordination models that have improved the quality, efficiency.
or healtZelated outcomes care for chronically ill older ad(gise Appendix.7yhese models fall into

two categoriéSprimary caased models whichacaeoor di nat or i s based in
other primary care settiggnd ommunitybased model# the l#er,the care coordinator is based in a
hospital or community agendgrious models existtoprowwde ut e car e i n patients

exclusively on transitions of cpreyidenursephysician teams for residents of nursing hames,
providecomprelensive care in hospitals.
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Barriers to implementing care coordinaticdmdecurrent fedor-service financing structures and-start

up and implementation costs. Additionally, gaps in the evidence base supporting models can lead to
confusion on which molk® adopt or how to implement one. Consumer awareness and skepticism can
also deter participation. Further, the state cureendinteroperable information systems and
accountability for transitions of care.

Arkansas haslotedmultiple projectsnost implementing a patier@ntered medical home mddeat
incorporateteambased, coordinated care into the matrix of clinical activity. They include Mercy Health
Systems, Arkansas Blue Cross and Blue Shield, Arkansas Community HegdthdBekdesas

Chil drendés Hospital. A team should be organize
systematic way to meet the care coordination needs of its citizens, including contributions from many
sectors. To do this, the newly establisleegh gvill be charged witleveloping the framework, models,

and consensus necessary to design and deploy coordinated care programs, as outlined in national
recommendatioris.

Implementation Partners Arkansa®\ARP,DHS, AATYC, ADHE, state healtprofessional boards,
state health professional associations, paskenssas institutions of higher education offering health
professional programs, educators

Recommendations r elated to  implementation support

Recommendation 1-12

Establish a Technical Assistance Center to provide support for
providers who are setting up, transitioning to, and maintaining team-
based care.

For a number of reasons, traditional primary care practices have underuilzgsiamproviders

andstaff & well atechnologyn providing coordinated, comprehensive care. Physicians have not been
trained to function within models of tebased, coordinated care.

To encouragpractices to move towategese modelsechnical assistance should be vadailable to

help a pragte. The Agency for Healthcare Research and Quality has a Resource Center dedicated to
providing tools and resources to support the pagatered medical home (PCMH), including briefs, a
practice facilitation hetw guide, and other resourtesdditiorally, the Patiet@enteed Primary Care
Collaborativesicommitted to providing public resources for practices transforming to apatexetl

medical home.nE r  p u bTheory mtb Practice: A PraatiGuide to PCMH Transformation

R e s o ulistscseppodt organizations and contact information as well as a bibliography of publications
that describe PCMH transformation studies, processes, and ditcomes.

Arkansas should survey these existing models and create ansia@fisagmnical assiance

program that winable practices to define members, core competencies, practice roles, training needs

and outcome metrics for care teams; use health care providers in such a way that skilled care is delivered ¢
the lowest cost; assure that pasafety and qualidy care are protected in the assignment of clinical

roles on the tegnmclude care coordinators and-tranlitional providers in primary care seftengs

make sure patient needs are met.

Thedate should establish dfice or drect an existing agency or organizagioreate this technical
assistance program and to direstyst practices who are interested in implementirigaseohtare
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Implementation Partners:ADH, Arkansa®ffice of theGovernor AFMC, ACHI practices
implementing TBC and/or PCMH

Recommendation 1-13

Increase clinical capacity for primary care providers by improving
administrative efficiencies, including reducing paperwork and
increasing care coordination. Identify nonmonetary incentives for
implementing team-based care, e.g., continuing education credit and
minimization of prior authorization burdens.

While the degree of shortage of primary care prdwddogeedebatd there is general agreement that

the expected increase in the number of inswliediuals in 2014 will result in more patients than can be
adequately cared for by the current prioaaeyworkforce. Whatever other strategies are employed to

i mprove the systemds ability to caregitisfclear t he i
that the capacity of primary care providéireeed to increag@see more patients.

Currently, primary care providers spend a significant part of their availabtaneetieat carrying out

tasks that could be done by other womkbkosare not trained to provide direct patient care. For example,
primary care physicians are required to do administrative work related to care coordination, prior
authorization, and claims that could be done bghmaician staff with appropriate trajnidractices

that are converting to a teased model should organize teams in a manner that assigns administrative
and coordination tasks to teemambers other than the primeaye provider.

Implementation Partners:practicesmplementing TBC and/or R@H, Arkansas institutions of higher
education offering health professional programs, state health professional associations

Recommendation 1-14

] Employ mobile heath units. \
Mobile health units (MHUS) are an innovative way to reduce health care Oigpaoiies) care
settings to underserved populations, who sometimes do not have transportation or other resources to
seek car@ MHUs alsoprovide an alternative portal into tiealth carsystem for the medically
disenfranchised,g people who are undeured, uninsured, or who are otherwise outside of mainstream
health carbecause of issues of trust, language, immigratiorossitaply locatioff.As providers of
ol ast resort, 6 t heyhealthcarsadety seeprovidinggventorg soeeminge nt s o
and appropriate triage into mainstream services.

A 2009 stud§by BioMed Central showed a return on investment of 3MHEds, with annual costs to

run the units at approximately $500,000 and savings of mikoi$® avoided emergency room visits

and nearly $1@illionin value of potential lives saved. The value of potential lives saved was calculated
using the Natia Commission on Prevention Priorities (NCPP) research, which assigned a relative value
to various prevention practices in terms ditgjadjusted life years savidte NCPP services provided

were hypertension, vision, cholesterol, obesity, depeegsiabetes screening and diet counseling.

A 1998 studyshowed that an MHU serving a rural elderly population in tédlaniticregiondid not

significantly alter hospital admissions, although visits to the emergency room decreased sigsificantly. Visit
to public health departments decreased somewhat, while the use of many other available community
services remained stable. Cost of medications was a problem for patients early in the project, but
facilitation by MHU staff of the use of pharmacy assdtarindividuals who qualified for free

medications resulted in an increase of o¥einAbe number of those receiving support.
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Currently, Baptist Health operates one MHU in Arkansas. The unit is stationed in Arkadelphia and
provides screeningigalth education, first ggohd physiciadirected medical servicHstough the
Arkansas Chil drends HdemaldWcddnaltibeseopeetes tunbhilee ac h p
dental clinics that visit various areas of the state and e$ienvio# deal cardor children

MHUs have been used globally for education, counseling, mass screenings, atalytiosticare

services. As an alternative or to complement mass health clinics, Arkansas should deploy MHUSs to rural
and underserved areas in which a source of primary care is consistently absent. MHUs should regularly
visit rural and underserved dieaspecially during the earliest months and, perhaps, years of expanded
insurance coverdgéo provide reliable, coordinated care assisted by appropriate information technology
for effective management of preventive services and chronic disease.

Implementation Partners ADH, state health professional associations, providers, payers

Recommendation 1-15

Establish circuit rider providers in each of the state's public health
regions to assist in the provision of primary care services across the
State.

From theearly days on the frontier, @oercuit ridely whether a judge, preacher, or physician, has been
one of the cornerstone approaches to getting scarce resources to rural communities. Although the
prevalence of circuit riders has waned, the need ilnmmaligities has remained, especially given the
transportation issues and the growing elderly populations in these communities.

The circuitrider approach involves practitioners external to the area traveling to rural communities,
usually on some regulelneduled.g.once a month or once a week). They may spend anywhere from a
few hours to a few days seeing patients. Their work is commonly coordinated through local community
institutions like churches, schools, or other agencies.

The limited access prded by circuit rideralthouglbetter than naccesshould be ahortterm

solution only. In the past, the practice has presented problems for continuity of care. However, enhanced
information technology has increased the mobility of practition@is;@itiitling physicians now have

the capability of accessing a patientods electr
of the technology will decrease the risk of fragmentation of care for rural patients.

It is unlikely that # state will be able to recruit primary care practitioners to rural or undersemed areas
the short ternto address the health needs of the population. Consequently, Arkansas should develop a
circuitrider program as a shietm goal to address the @igncare needs of rural communities in each

of the public health regions. The program should be coordinated with local public health units, although
care may be provided at a number oftraaitional sites.

Implementation Partners:ADH, AHECs AMS ARNA, Arkansas Area AgenarsAging

Recommendation 1-16

Provide easy, individualized access to community resources for self-
management.

Strategies to provide access to health and wellressagiément inclugeoviding a webased
resource repositoagwell as alternative commuitigseanodelsProviders should also help increase
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patientsd knowl e-dngnageraentdy poowdnd edutation@are othensuppaativef
interventions over tim&his suggests partnering with patients in new whyassproviding access to
information to community resources forgelhagement. This is best accomplished by convening and
facilitating one or more partnerships with community and health organizations to develop sustainable
systems to deliver and prometelencérased community resources that support theaetigement

needs of people with chronic disease.

Expected outcomes from providing access to communityasafement resouraedudemproved
selfmanagement, services, treatment protocolscagased collaboration among partidéesean be

achievetby establisngreferral resources in the community that support patiengsafement
behaviorsq.g.YMCASs, prescription assistance progranseatistindey community organizations in

assessing current accesses to community services and planning velesambeesr gaps are identified,

creating and developimgcedures to maintain liatsldatabasof key community resourcaad
developingrocesses of communication with conityuiasource partnefsurtherpatients and family
membershould be giveschedules and contact information for targeted samicpsviders should

write oprescriptionso for use of community res

Implementation Partners ADH, patient support and education organiza#okansas feaAgencies
on Aging providers, practice sitpayers

Recommendation 1-17

Create a public relations campaign to promote entry into care

coordination.

Arkansashould advance public relations efforts to educate and learn from the providers and patients

who will be directly involved with care coordination as part of their practices afdrieesxamples

from the Gerontological Society of Amé&tinalude:

A Partner with groups such as the Campaign for Better Care (funded by The Atlantic Philanthropies

and led by the National Partnership for Women &Families, Conf@atalyst, and the
National Health Law Program) dinel National Transitions of Care Coaliimlearn how best
to engage consumers, health care providers,
what 6s wanted, and whatalwduwelvielbbe embraced a

p>2)

Pay attention to terminology that might influence the social marketing of care coordination, such
as what a model is called and how its target audience isfdeachplat should be clear
that care coordination has relevance for naieyippoplations, not just older adults

A Exploit multiple media, including television, to frame positive messages about care coordination
and older adultthe Public Broadcasting System, for example, counts older adults among its core
audience and is@nésted in developing programs for this ghougever, messages also should

be mainstreamed to the public at large

>

Develop consumer education programs for patients and their caregivers to promote effective use
of the health care system and to create deforaspordinated, patiéhentered céffe

Implementation Partners:CommunicatiosDirectorsfrom DHS andADH, pagrs, patient support
and education organizations
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Goal 2

Enhance and increase the use of health information technology

Health information technology (HIifigludes a variety gichnologies and technology systems, including
patientelectronic medicacord{EMRS) patient personal health records, clinical decision support

systems, computerized physician ordsr ®r medicationgelemedicine equipment and connections,

and personal health devidd®e goal oHIT systemss toprovide timely access to patient information

and (if standardized and networkedpmmunicate health information to other providers, patiedts,

insurers. Creating and maintaining such systems is complex. However, the benefits can include dramatic
efficiency savings, greatly increased safety, and health’benefits.

Recommendations r elated to deployment of health information
technology

Recommendation 2-1

Improve access to appropriate levels of health information technology
(HIT) technical assistance and ensure team technical capacity and
technology literacy for HIT deployment.

As utilization ohealth information technolodyiT) increases, &mneed for technical assistance will also
increase to support the software, hardware and human knowledge required to implement and maintain
various types of HIT suchelsctronic medical recof8R9, telemedicine, personal HIT access, and

mobile healtevices. The number of trained technicians must be adequate to support to widespread use
of HIT, and access to these trained individuals must be as easy and convenient as possible.

In Arkansas, specific ways to help improve access to HIT assistéshaeckiughe following.
A Malkeuse of the support and training available through HITArkansas, existing EMR vendors,
National Park Community Colléy*CC)and others to utilize support and train existing
provider staff for initial HIT use

A Identify core ampetencies of HIT technical assistance and create an easily identifiable and
accessible list of certified technicians
A Increasthe number of trained HIT technicians through vocational and higher education training

programs, including potentially creatingrtification program for HIT technicians, using the
NPCCHealthlT program as a guide and one example

A Work with existing HIFelaed organizations in the state (Office of Health Information
TechnologyHITArkansasvendors) to create a partnership program with HIT/IT students,
using them as either free or pai-lihsedTAt er ns
providers while also helping students gaiwoela experience and create professional

relationkips

Implementation Partners:OHIT, HITArkansadNPCC- Health IT Program, HIT usets|T vendors,
ADHE, AATYC, Arkansas institutions of higher education offering health professional programs
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Recommendation 2-2

Improve deployment of electronic medical record systems in practice
sites.

There is currently a small amount of financial and other nonfinancial support for some Arkansas primary
care providers who wish to implenedectronic medical recor@®/R9. HITArkansas, a division of the
Arkansas rmndation for Medical Caris the federally designated Health Information Technology

Regional Extension Cenfern  Ar k a n s a spurpdsd isltahheljx heeaitls care @oviders in their

use of health information technology by offering guidance, techisitzal@and education of financial
incentives associated with transitioning to the use of EMRs. The goal of HITArkansas is to support the
deployment of EMR systems for almost 1,300 primary care providers throughout the state by the end of
2011.

In addfion to technical assistance, providers who meet certain requirements are eligible for up to $44,000
in Medicare incentives ovdiva-year period or $63,750 in Medicaid incentives sixgear period for
implementing a functional EMR. In Arkansasjddeshind Medicaithcentives began being paid in

2011. To datever 80millionmillion dollars has been paid out in federal Medicare and Medicaid EHR
incentiveso over 40(roviders in Arkans&s

Even when people understand the benefits and waptdp ae EMR system, it can be expensive and
time-consuming to purchase and support an EMR sgsteta get staff fully trained. Despite these
challenges, it is vital that provigeenshase and fully utilize EMRekansas has a quickly improving
EMR depbyment, but more must be done to improve the deployment of EMRs in Aikanstate
must ontinue to educate providers about both Medicaid and Medicare incentive. gafouests
neededn EMR deployment in primary care seflirafew primary caregviderochampiondwho

have already implemented EMRs and have had shocég®e identifieahd their storiassedprint,
photo, video) to show other practicesirgefits of implementing an EMR.

Implementation Partners:OHIT, HITArkansas=MR vendorsEMR usersACHI, ADH, providers,
practice sites

Recommendation 2-3

Building on existing technology, expand capacity for telemedicine and
tele-education through equipment acquisition and greater access to
broadband.

Ar kansasds s anar¢imburdéde plactitoaersdor tgemedgine services, but to be covered
by Medicaid, the practitioner and patient must be able to see and hear each other in real time. For
instance, physician interpretation of fetal ultrasounds are covered by Mad#aidedicine service if

the physician views the echography or echocardiography output in real time while the patient is
undergoing thprocedure. In the area of kelme care and remote monitoring services, Arkansas
Medicaid does not currently providenbeirsement®eimbursement by private payers for telemedicine
services varies.

To utilize telemedicine and tetkication, the proper equipment must be in place. Some collaboration
and education can be done over regular internet lines, but thentidl pdtais technology is best met
with specialized videoconferencing equipientmber of educational and health instituaoas

installing this type of equipment, but more widespread impleméntaeohecespecially in rural and
underserved aea
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The cost of fitting classrooms for4etkication is a significant consideration for equipping each

individual room with telemedicine or-edecation equipent and each location must also have access

to trained IT staff and training for staff meralveho will be utilizing the equipment. €lae also some
interoperability concerns, although many of those have already been resolved and continue to be resolved
over time.

To fully realize the benefit of technology to improve medicine and echesfaiowingshould occur

A

>

>

Identify existing broadband technology and access, Addmnass Research and Education and
Optical Networkand other broadband backbones, and focus on expanding in areas or with
entities that can partner or link with thegstieg technologies.

Encourage educational and health facilities to work with each other, and to consider partnering
with local businesses, city and county government entities, schools, libraries, and other health
providers to share or spread the costjoipment and access. Because equipment can be used
for multiple applications, there are opportunities to partner with numerous types of entities to
equipment and maintenance costs in exchange for sharing time and functions.

Facilities planning to purskaequipment and implement programs should work together to
negotiate and bargain with vendors to get discounts and/or bulk pricing.

Practices shouldsearch and apply for technology grants, especially for those focused on
expanding technology and disteaccess for health and education purposes.

Organizations wishing to utilize telemedicine across state borders should monitor any possible
changes in licensure requirements to take advantage of opportunities to expedite adoption.

Implementation Partners:Connect Arkansa®HIT , ARE-ON, ADHE, providerspractice sitestate
health professional boards

Recommendation 2-4

Use the Arkansas Research and Education Optical Network to its fullest
potential to facilitate connections to telemedicine and tele-education
opportunities as well as to provide a backbone for access to electronic
health information.

The Arkansas Research and Education and Optical N&RBHON) is a network of higbpeed fiber
optic resources that is owitdArka n staghed education community. Its mission is to promote,
developand apply advanced application and communication technologies to support and enhance
education, research, public seraro®economic developmedneof its identified strategic iesus to

use its resources to create a strong telehealth/telemedicine network in the state.

Although AREON is not a commercial provider and is not able to provide resources to individuals or
businesses not directly affiliated with an institute of adjeation, there are several ways in which it can
be used to support the education and training of the health wolkéanegoovide bandwidth to

support online or teleconferenced clapsegde appropriate links between institutes of higher

educatin, and gpand capability for telemedicine opportunities

By the middle of 2012, ARBN will have completed construction of the network, which will be
operational as depicied-igure 4.

Arkansas Health Workforce Strategic Plan: A Roadmap to Change (1/31/12) Page 37



Figure 4: Arkansas Research and Education Optical Network
ARE-ON Phase 2 Fiber Network
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Implementation PartnersARE-ON, ADHE, ADE

Recommendations related to pr ovider and consumer e ngagement

Recommendation 2-5

Optimize consumer access to health information technology (HIT),
including access in non-traditional sites such as school wellness
centers, libraries, pharmacies, worksite wellness centers, and retail
outlets. Maximize HIT utilization to include consumer use for activities
such as health self-management, distance monitoring of health
conditions, home clinical assessments, online prescription refills, and
access to personal health records.

The use of health information technology (ki Bften focused on how providers and health facilities
use technologies, but consumers hayreat deal of opportunity to accessasiivell amfluence how
HIT is used to manage their own health conditionsiangéealthrelated tasks such as accessing
health records and filling prescriptions online.

There are a number of ways in which consumers could access health information such as personal health
recads, lab results, online schedusing prescription refill requests at-traditional sites, increasing

their ability to connect with their HEhabled providers. In addition, multiple health conditiens

amenable to useldfT to assist witlselfmanagement. Handheld and home health technology devices

such as internehabledcales, running tracking prograndglucose monitors are becoming more

popular with consumers. Many providers and facilities already offer online patient patiaistdout

may not be aware of the full array of possibilities that this access affords them.
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Examples of HIT use are available through numerous health organizations throughout the country that
have completed or are implementing pilot progFeonsxamp]ehe following have conducted or are
conducting programs for home monitoring of congestive heart failure: Humana (Florida, nationwide),
Mercy Health System (Arkansas), Meridian at Home (New Jersey), Alegent Health Home Care

( Nebraska), RegendtriekCeritenfor tHealthciie Engidesring and St. Vincent
Indianapolis Hospital (Indiana), Partners Health Care System (Massachusetts), and Georgetown
University Medical Center (Washingto@,)D

Although many people are unskilled in the use of technology or are wary of using technology, as the
availability of broadband and the use of EMRs grow throughout the state, consumers will be exposed to
HIT more often. As this exposure and use becomesaubine, consumers should become more
comfortable with HIT, which will help increase their ability to maximize HIT use in their lives.

Arkansas should employ the following strategies to help increase consumer.use of HIT
A Providers, facilities and retaihdors who offer EMRs with functionalities like online patient
access to health recordsinenschedulingnline or automatic prescription reéitisl other HIT
functionsshouldpartner to provide direct educatiopatients abouhe options that thelgave
to access and use these features.

A Providers, facilitieand retail vendors who do not offer the ability to get patients involved with
HIT should consider acquiring or moving to an HIT system that wilhbl&ast some basic
HIT functionalities

>

A repository of information, reports, and training about various HIT @deddesw to use
themshould be created froviders, communityealth workers, and individual patisatthat
they have a trusted locatto find credible informatioandthemodels of how to best use them.

A Past and present pilot prograshsuld be studidd adapt and create program to assess and
monitor patients witbhronichealth conditions thataybe most easilpanaged arfdcilitated
with patierdmanaged HIT, such amgestive heart failure, diaheted obesity.

>

Stes that already offer internet connections, suablasskhools, colleges and universities,
libraries, and workplacean be useih educateonsumerabout the availability of HIT and to
promote its us

A Computer terminals available to the public should have an option offering encrypted or secure
systems to access health information, including direct links to approved health sites.

A Smartphonegould beencrypted or securgynabled to access healtbrimation

Implementation Partners:OHIT, ADH, providers, practice sitpayers, employers, broadband and
other internet servigeoviderslibraries, schools, computer and sprenhe manufacturers
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Recommendation 2-6

Establish web-based and tele-education programs that optimize
learning opportunities, exposure of Ki 16 students to health
professions, prerequisite classes for those pursuing health professions,
career ladder programs for professional advancement, faculty
development, clinical training sites, and clinical continuing education
programs for clinicians and office support staff.

Both webbased and teglucation classes, progrand other resources are already used in the state to
provide education on many lefveddementary, high schograduatend professionatiucatioil but

are not widespread or used to their fullest extent. Expanding useheflliesgormation technology
(HIT)-enabled educational opportunities will help expand the health workforce, recruit new workers, and
edcate the existing workforce.

The Arkansas Rural Nursing Education Consortium (ARNEC) is a group of eight community and
technical colleges in Arkansas that prawcdesed practical nursdeBN9 andlicensed vocational
nurseshe opportunity to earndeegree in Associate of Applied Science in Nursing throtigheeal
interactive television coursework. This techrblggd program allows students to sit for the NELEX
RN, theregistered nursBI) licensing exam, specifically meeting the needs ntirsesl who seek to
attain higher degree status but are unable to travel outside their home areas.

Another example for both execution and financing is the program connectimggtisgy of Arkansas

for Medical Sciences (UAMR)llege of Pharmacy and thAMS Northwest campus at the University

of Arkansag-ayetteville, which allows students in Fayettey#eticipate in the pharmacy program via
teleeducation. Classrooms at both the UAM$-apelttevilleampuses have been fitted for tele

educationrad are linked during classes and lectures, which are conducted at the UAMS campus in Little
Rock By aeaingsimilar programs that make classes available at multiple locations throughout the state,
the number of students per faculty meroaehbe maximide

Using both the ARNEC program and the UAMS pharmacy program as examples, Arkansas should:

A Identify existing resources (technologies, relationships, curricula) and begin by finding new and
different ways to use thefor instance, existing educationagams that are taught in a web
environment to just one campus could be expanded to be offered on the web throughout the
State

>

Explore the possibility of having entire degree curricula or individual classes be partially web
basedin-person class timewudd be compressed and meet one day a week or for a weekend in a
central area, with the balance of the curriculum being completed online

A Create health profession learning programsIérdtudents, including wedised or tele
education presentatidios gudents studying for various health professions as well as those
working in these fields/e interaction with students would allow them to connect more to the
presenters and to ask individual questions

>

Build upon existing concurrent enroliment progirambkich high school students can earn both
high school and college credit while in high s@oolrage high school students to enroll in
healthrelated classes and in clabsgsiay be used as prerequisites for health professions or to
meet healtihdated degree requirements

>

Use National Park Community Coll ege, part o
HealthIT training program, as a model for creating guidnmenting webased curricula
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A Convert existing health career ladder programs (such-eisRRIdrograms) to wetbhased or
teleeducation programs to expand their reach, especially to provide those already practicing in
rural or underserved areas to more easily reach new levelsgbtritsensure and to meet
continuing education requirements

Implementation Partners:ARNEC, ADHE, AATYC, Arkansas institutions of higher education
offering health professional programs, Arkamstiations of higher education currently offering tele
education opportunities and those that are planning to implerreshi¢aleon programs in the future

Recommendation 2-7

Create a county-level, web-based repository of community services that
address health needs and provide online resources for provider support
and patient self-management.

Community services are of great value to both providers and health care consumers, but it is difficult for
both provider and consumers to keep up with the vast number of community and supportive services that
are avitable. A statewide repository of programs and services would be helpful to utilize all existing
resources, help relieve demand on providers, and provide better and more complete care for consumers.

The Pennsylvania Cancer Control Consortium’(RA€created a searchablebasbd Resource
Databasévww.resources.pac3)day cancerelated health conditions, searchable by geographic
location, specific health condition and type of resewgiteancial, medical, persosigbport). In
Pennsylania, PA@was initially supported by the Pennsylvania Department of Health and continues to
receive state funding.

Financial resources must be found to support the cost of initial startup and continued technical support,
and Arkansas should create dasgilatabase for all conditions, not just caeleged, that should be
continuously updated to have the most complete information. The site should be available and easily
useable by providers, community health workers, consumd@ther@4-hours a dy, seven days a

weekfree of charge.

Implementation Partners:ADH, Arkansas Cancer Coalition, Arkansas Legiglatient support and
education organizations

Recommendations r elated to utilization

Recommendation 2-8

Improve utilization of existing electronic medical record systems both in
and across clinical practice sites.

According to a Centers fordase Control Preventational Center for Health Statistics study
released iNovember 2011, 5166f Ar k a nimsed physiciamd afe iusinglectronic medical
record EMR) system, which is sligHtyer than the national average of $Bifice 2001he
percentage of U.S. offieesed physicians using EBRtems hadmostripled geeFigures), butin
Arkansas half of those EMR syster@sising only a basic system.
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According to a survey , , . .
conducted in spring 2011 b Figure 5: Percentage of office-based physicians with

the Arkansas Office of EMR systems: United States, 20011 2009, and preliminary
Health Information ‘ 20101 2011
Technologyin which 3~9 of - —
the stateds ., 493 50
completed surys, over half | §*[
did not yet havaworking 24r Ao EMREHR svat 338

vy - ny / system
EMR system, and only%28 5 N 182 17q 17q 208 239 218 A8t e
reported that they had §20 05 18 o EMR/EHR
implemented an EMR and i |& 10} system
works welt? In the same 79 O ERT R N N [N LN S [N T R
SUNey, in Wthh 15/&1: 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011

pr0V|derS remd’ al mst half NOTES: EMR/EHR s electronic medical record/electronic health record. "Any EMR/EHR system” s a medical or health record

system that s ail or partially electronic (excluding systems solely for biling). Data for 2001-2007 are from the in-person National

(45% Of prov|ders Stl ” use Ambutatory Medical Care Survey (NAMCS). Data for 2008-2009 are from combined files (in-person NAMCS and mail survey)

Data for 2010-2011 are preliminary estimates (dashed knes) based on the mail survey only. Estimates through 2009 include
PaPET TECOTUS OF GRS, AN e o cotaciad e svey. Dte ichcte modedrs s ase, sysians and anchods aiourps
of those, almost half say the & aee ot aics. sy Ambuatory Medical Care Suvey
they have no plans to inves.

in an EMR or are unsure if they withot™

To support the full utilization of existing EMRs, Arkansascomistue to educate providers about

Medicaid and Medicare incentive payments for meeting meaningful use (MU) requirements, which help
measure how well and fully providersisirey their EMRgroviders who meet MU requirements are

eligible for up to $44,000 in Medicare incentives fiveyear period or $63,750 in Medicaid incentives

over asixyear periodf More and better information and trairshguld be giveto those providersho

have existing EMRSs, including howwetter utilize features aaglication abouew features and

additional functionalitie€ontinuedurveingof providerss needed to understahéir use and needs,

and to report out to involveohd interested parti®¥ith time, providers of all types and sizes will

continue to utilize EMRs more fully

Implementation Partners:OHIT, HITArkansas, EMR vendors, EMR users

Recommendation 2-9

Improve interoperability among all care sites, e.g., wellness centers,
worksites, clinical sites, pharmacies, schools, and homes.
Interoperability o&lectronic medical recor@/R9 and other electronic health informatsone
necessary component of care coordination. Without one site being awardrehnsitaes @re doing,
tests may be repeated, medication liststd@managed, and vital information about patiemist&en
shared.

Using almost $8 million in federal funding, the Ark@ifies of Health Information Technoloigyin

the process afmplementing the State Health Alliance for Records Ex¢Bat#feB, which wiltreate

a system for the intgrerability of EMRs throughout the state. SHARE has studied and incorporated
ideas and processes fr om o tchasthe dtahaeakhdnformatienal t h
Network (vww.uhin.orj the Vermont Health Information Exchanae.vitl.ory andthe New

Mexico Health Information Collaboratmsviv.nmhic.org The initial phase of SHAREO be

complete by the end of 20itavill include features such as a master provider inde abdity to

transmit electronic heafthtasecurelpetweerall care siteend health professionals
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Although SHARE will provide the opportunityliealth professionats share information and will

eventually provide consumers an opportunity to access their health information, it will not require them to
use it. It may takenrte forboth providers and consumers to be comfortable with health information

being shared among care sites and to become personally comfortable with using the system.

To support interoperability within the state, Arkansas sbpplatt SHAREIN orderto share EMRs

and the information contained in them between practice sites that are not currently connected, SHARE
must be fully supported within the health community and condameaders and all potential care sites
should be informeabout the neeidr SHARE and about the functionalities it will bring to care sites
whileconsumerseed educatiabout the security and benefits of SHARE

Implementation Partners:OHIT, CHCAs state health professional associajiwosgiders, practice
sites, payers

Recommendation 2-10

Optimize the use of existing health information technology (HIT) and
increase the use of new HIT to enhance communication among team
members and across care sites.

Health information technology (HI@@pacity such as telemedicine e@mprsoftwarend support

systems exist in multiple college and university settings throughout the state, but is available in few private
or smaller clinical sites, and is not used to its capacity in almost any setting.

As always, the cost of systenastiaaining is a concern when deploying any new technologies. Improving
HIT should be seen by providers as an investment, in the same way that the purchase and use of
computers was a major and more significant investment just a few decades ago.

Arkansas ost maximize whatever existing HIT is in use by providers, and should consistently and
rigorously increase use of new HIT by employing the following:
A Expand adoption of HIT in rural areas, especially to link single or small providers with other
individualproviders, specialist, hospitals, nursing homes, pharmacies, etc

A Care sites that already use HIT to any extent should utilize existing systems and devices as
frequently and efficiently as possible

>

Utilize handheld devices or other ability to access pdtienaition from home or from
wherever a provider may be taking call or otherwise communicating with patients

p>2)

Teleconferences with patients and other providers

>

Communicate multlirectionally among multiple sites (health facilities, homes, wordplces,
using communication methods as simple as email or remote login, or as compliestatt as full
telemedicine technologies

p>2)

Use secure email or text messagirggifmultations with patients and other providers

>

Expand adoption of HIT in rural areapexially to link single or small providers with other
individual providers, specialist, hospitals, nursing homes, pharmacies, etc

In addition, technology innovators such as HIT vestiotddbe focused on constantly improving their
products to offerhte most efficient, easily used, andetfesttive technologies.
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Implementation Partners:OHIT, HITArkansasstate health professional bogptgsviderspractice
sitesHIT vendors

Goal 3

Increase the supply and improve the equitable distribution of primary
care providers

Though Arkansaseégpectingt modest increase in the sufgslgls of mogtroviders, it will not keep up

with the increase in population and increase in déonaedlith servicea larger problem thanlack of
providers irsheenumbers is the maldistribution of providetharstate, which is especially pronounced
inrural areas and underserved areas and populations. To relieve these problems, an increase in overall
supply and a changedistribution of providers is needed.

Recommendations r elated to provider education and training

Recommendation 3-1

Recruit more diverse students into health professions, especially bi- or
multilingual students.

According to a 2@ study by th&ssociation of American Medical Colleges, @.8% natio®
physicians are black, while 5aB&Hispanic and .B%are Asiaff A 2010 survey report by theS.
Department of Health and Human Services Health Resources and Services Adrfanist #t@n
5.4%0f nurses were blagk8%were Asiarand 3.6%vere Hispanit.Blacks make up Boof the

U.S. population, while Hispanics repre€eB®dand Asians make dB%of the population, according
to 20L0U.S. Census Bureau data.

Persistently, access to care for minorities, the poor, and the uninsured and underinsured has lagged behinc
access for the general populdffoh Health Affaistudy indicates that underesented minority
physicians serve as a usual source of care for
those who are uninsured or underinst@a. the extent that future minority health professionals follow

this pattern, increasing mitprepresentation among health professionals should increase access to care

for the underserved.

Arkansas should seek to boost the number of minority health care professionals in an effort to address
access in shortage aréhere are constitutionahitations on admission or hiring decisions based on

race or ethnicifhowever, some specific strategies that do not run afoul of constitutional limitations

include public and private funding of organizations for health professions students that provide
stholarships, loan forgiveness programs, and tuition reimbursement strategies to students and institutions,
in preference to loans. Formal collaborations with minority clinical student organizations can be used as a
recruiting and retention tool. Recruitnegfarts could be coordinated through colleges and universities

that have high minority enrollment while a broad range of sites should be used for the placement of
program advertisements.

Implementation Partners:ADHE, DWSd Arkansas Workforce InvestmBaiard
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Recommendation 3-2

Increase funding to support nursing and physician assistant education
with additional faculty, student loan or payback programs, etc.

The country is facing a shortage of nurses, in great part due to the shortagefatuitysmigh low

pay often cited as a reason for difficulties in hiring adequate nursing¥atiilg.addition, nursing

students accrue large amounts of debt that they have difficulty repaying. There have been a number of
grant opportunitiesiade available to help address this prpbtgably through the Patient Protection

and Affordable Care Act, but Arkansas has received only about $700,000 to date through these
opportunities to grow the nursing workfafeé®

Nursing and physician assistdents also face limited funding for loans and loan payback. Currently
available programs and funding soumcksle thédealth Resources and Services Administration
Nursing Education Loan Repayment ProgtaheArkansas Student Loaro§ramd NurseEducator

Loan, Registered Nufisécensed Practical Nutsean'® The Federal Student Aid Loan Forgiveness for
Public Service Employg®&she Think Nurse Scholarship Ftifidnd the Faith A. Fields Nursing
Scholarship Loat".

To address these issues, ineris@snumber of nursing school faculty positions, and increase the amount
of funding obtained by Arkansas students and professionals in nursing and physician assistant science, the
following should be done:
A Arkansas nursing and physician assistant ssthmadts make sure that loan forgiveness
programs are wgllublicized to prospective, current, and former students

A A panel with representatives from all nursing and physician assistant education facilities in the
state should be formed to make a concdftetite track and aggressively pursue grant
opportunities to increase funding for Arkansas nursing and physician assistant students and
faculty

Implementation Partners:Arkansas institutions of higher education offerirgingand/or physician
assistargducation progranitkansastate Board of NursilgRNA, Arkansas Academy of Physician
Assstants, Arkansas State Medical Board, AMS

Recommendation 3-3

Expand the number of graduate medical education residency slots in
primary and preventive care, especially those dedicated to rural
practice.

Studies demonstrate that special admission and training programs can increase ttie numbers
practitionerghoosing and staying in rymalcticé****Undergraduate medical education occurs in

medical schoolsd involves a combinationtefo years of classroom learning @mvalyears of clinical

education. Graduate medical education (GME), also known as internship and residency, involves 3to 5 or
more years of training after medical school.

GME is usually bed in a hospital, though lately there has been a gradual shift in emphasis toward
training in outpatient settings, particularly for primary care specialtiesa Heaktnieeducation Center
program, for example, was initiated as a response to the Ao tlegp Carnegie Commission on
Higher Education, which recommended that undergraduate and graduate medical education be
decentralized and that some training should take place in rural areas.
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Despite the cap on overall residency slots, Arkansasaslvouglate in favor of expanded GME

residency slots in primary care that are dedicated to rural practice. Training in rural environments increases
the likelihood that residents will decide to practice in and malegrfongmmitments to rural

communitiedn addition, funding to establish residency slots in preventive care should be actively
researched and pursued when available.

Implementation Partners:UAMS AMS Arkansas Hospital Associat®HECs

Recommendation 3-4

] Establish the Arkansas Rural Scholars Program.
Studies show that rural physicians are more likely than their urban counterparts to come from rural
backgrounds?In addition, rural physicians are more likely to have had rural undergraduate training and
more likely to have had rural postgaéel traininglo increase practitioner supply in rural dreakh
care professional school admissions processes need to addreSsmstoealets preferences that are
established before enroliment.

The Kansas School of Medicine has a model prog
Health program is designed to attract and retain young rural Kansans with a high probability of successful
physiciartareers in rural communities. Sttedeho eventually practice in rural communities often report

that they had an identifiable mentor and/or eadynpdical primargare experiences. Further, rural

physicians are more likely to have grown up in a rural community. This program wallsthdpetih

experiences toward rural health in preparation for entry into medical school. Scholars accepted into and
satisfactorily completing this program will be admitted to the School of Medicine automatically. The
anticipated outcome is an increatiesinumber of students from Kansas rural communities who choose

to practice in rural Kansas.

Arkansas should look toward the Kansas program as a model for impléreehtikagsas Rural

Scholars Prografor undergraduate students segbasgigraduate dgees in medicine, nursing, or

physician assistant studiesddition, representatives in both the public and private sector should work
together to establish scholarships, reduced tuition, or other financial assistance programs for student who
completea Rural Scholars Program or for other students representing rural areas.

Implementation Partners:ADHE, Arkansasstitutions of higher education offeitaglth
professiongdrograms

Recommendation 3-5

Increase collaboration among two- and four-year colleges to increase
access to and quality of education and training for health professions.
The Commission for the Coordination of Educational Efforts was created by the Arkansas Legislature in
2003. The Commission, made up of representatives fromadriesitutes of education, is charged

with recommending policies to improve the coordination among and between institutiongftom Pre
graduate level. The commission is also charged with studying and making recommendations to improve
various distandearning delivery systems in the state, recommending and improving the ability of
students to transfer credits among institutions, aligning curriculums, recommending improvements to the
use of educational technology, and recommending improvementsaptsclamlogy, engineering, and
mathematics education.
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Arkansas should work within the existing Commission for the Coordination of Educational Efforts or
establish a new Higher Education Health Professions Consortium with representatives fraoteach insti
of higher education in the state that offers degrees or certificates in any health profession. The group
should meet regularly and work togethvesiri the following goals.

A Establish agreagon core competencies for health professions

A Using existinglasses and programs, create common or shared curricula for health professions

A Promote shared classes (in person ebagsl) throughout the consortium for all levels of
healthrelated education

p>2)

Establish paths of feeder institutions for students th-helatededucation to advance in
education, training, certificatiand licensing

A Identify financial benefits and explore potential financial arrangements for institutions originating
programs as well as those participating in programs

Implementation Partners:ADHE - Commission for the Coordination of Educational Effstige
health professional associations

Recommendation 3-6

Expand strategies to provide longitudinal clinical experiences in primary
care for medical students and enhance incentives and recognition for
teaching primary care for all health care professions.

The University of Arkansas for Medical Sciedédd$ and theArea Health Education Centers
currently offeaprimary care experience for fiesstd seconglear medical studentshe form of
preceptorships during summer breaks. The Department of Family and Preventivat\NigsldBeas
recently awardedige-year grant to encourage more students to pursue a career in family medicine,
especially in underserved areas.

Numeroustsategies are underway, including mentorships and family medicine interdsteqrgags

studentsn primary care intereiring the firsbne or twoyears and throughdbeir educatiarirhe
UAMSCollege of Medicine is currently undergoing a aumicevision aimed at integration of clinical

and basic sciences and is being encouraged to emphasize primary care taught in a longitudinal manner
throughout théour years.

Two curricular experiences are associated with increases in the numbets ofhetsieg primary

care; these are the requirement of family practice clerkships and longitudinal primary care experiences. In
fact, the number of required weeks in family practice shows the strongest association with increased
numbers of students choagjorimary caré>Consequently, in addition to curriculum revisions

emphasizing primary care, medical students need further exposure to clinical experiences over longer
periods of time.

Although these targeted strategies have the potential for aghramanygcare in a medical school
setting, one barrier to advancing primary care is the availability of teaching faculty, a barrier that is not
limited to medical school settiffs.

Implementation Partners:Arkansas institutions abher educatioofferinghealthprofessional
programsAHECs
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Recommendation 3-7

Strengthen primary care leadership curricula in primary care education,
residencies, and preceptorships.

Theintegratiorof a leadership curriculum in primary care is important given theeatidakr health
systems improvement at the present Bnmeary care leaders across the state should focus on
developing a community of leademiimary care delivery, innovatemd education. Facudigross the
disciplines of medicine, nursing, and physician assistant scienadsnsbosichte best practicethay
change the way primary care is taught and deliVeremal should be thatdents and resideraise
engaged in a more integrated home for primary care schaladsthpt they will use that education and
knowledgéo foster new leadership and innovatiarare sites

Harvard Medical School annouhite launch of a new Cenfor Primary Care, a center of excellence
geared toward transforming primary care education, reswhodivery systems in October 2610.
Building orthatmode] Arkansas shoutstablish &amily and Preventive Care Advisory Gtoup

review the staiure, function, leadersfamd ongoing funding support for primary care programs and to
identify opportunities to strengthen and expand th&rest in primary care carexns be revitalized
through innovative educational offerings that demonkgdtihdational role for primary care in the
modernhealth care system, includidgcational offerings for students interested in careers in primary
care practice and leadership

Implementation Partners:Arkansas institutions of higher educaiftaring posgraduate health
professional prograrA$1ECs

Recommendation 3-8

Enhance outreach to educate guidance counselors and career coaches

about opportunities for students to enter health professions.

Career coaches at the high school, college andpe s si on al l evel can greatl

of health professions and influence their decisions to enter-eefaatirprofessiofo educate these

coaches and counselors, and to encourage them to educate their students and cheissaiealth

professions, the following should be implemented

A Fliers and posters educating about and promoting entry into all levels of health professions should

be sent to high schools and colleges throughout the state on an annual basis, acgampanied b
resource guide that includes more detailed information about professions, prerequisites and
curricula, and Arkansas schools offering various degree and certificate programs.

>

Implementatiopartners should work together to have a health professgerxprat existing
job fairs and career education and recruitment events throughout the state, in high school, college
and professional environments.

>

The existence of Health Professions Fair and recruitmensbueeaidde expandddcluding

onthe higls ¢ h o o | |l evel , using as one example the
Career Fair, at which employers meet with students in various health programs to discuss
professional opportunities.

>

Using the Student Ambassador program at the UyioéisikansaatF ay et t evi | | ed s C
Education and Health Professiohas onexample, a health professispakbkers bureau of

students and professioras be created for thasikeo would be interested in visiting high

schools and colleges to dsschealth professions with students.
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A An outreach program should be developed to coordinate existing resources and programs;
develop additional materials and programs as needed; and proactively reach out to and
communicate with counselors, career coarttestudents.

Implementation Partners:ADE, ADHE, DWS- Arkansas Workforce Investment BoAAITYC,
Arkansas Association of Colleges and Empldykessas Department of Career Education

Recommendation 3-9

Strengthen education in science, technology, engineering, and math
(STEM) by strengthening curricula at all levels, offering grants and loans
to support STEM development, and offering job training grants to
support STEM job training and retraining.

According to the Nat cieace,tthnoBgyyvergmneedng, ansl mathemsaocs | at |
(STEM) education is an important opportunity for education enhancement in'sio Staee g | o b a |

e ¢ 0 n o mttenledhes woddfin terms of skills and technology. A new workforce of pisaiiers,

innovators, and inventors who arerséifint and able to think logically is one of the critical foundations

that drive a state econd@iyinovation capacity. $tate K12 elucation systems, with the support of
postsecondary education, the business sector, foundations, and governments, must ensure that all student
graduate from high school with the necessary science, technology, engineering, and math (STEM)
competencies teebome this workforce and a greater number of students graduate from high school as
potential professionals in STEM fields.

In August 201, Governor Mike Beebe and his Workforce Cabinet annthuyoiat progranSTEM
Works whichfiocusson STEM education in high schools and
will be able to meet the escalating demand for employeesantfigitds.

The first component of STEM Works will accelerate and transform secondary STEM
education to kieer prepare higbchool graduates to pursue college degrees in STEM
disciplines. This will be achieved through the creation of New Tech High Schools and
Relevant Edtation for Active Learnirichools, an initiative of Enviraental and

Spatial Technologghools. The second component, UTeach, provides special secondary
teacher training for college STEM majors, ensuring that Arkansas produces a steady
stream of qualified teachefs.

STEM Worksexpedt to have 1filot high schools implementing extensiegeptbased learning by the
start of the August 2012 school year.

Implementation Partners:Stem Worksirkansas Office of the Governd&rr k ansas Governor

Workforce CabineDE, Arkansa®epartment of Career Educati@HE , DWS Arkansas
Economic DeMepment Commission, Arkansas Science and Technology AKXABME,
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Recommendations r elated to  provider recruitment

Recommendation 3-10

Develop more effective strategies to fill J-1 visa waiver slots and provide
enhanced support for integration of international medical graduates into
rural communities.

International Medical Graduates (IMGs) are defined as physicians working in the U.S. who graduated
from medical schools outside of the U.S. and Canada. IMGs account for approximately one quarter of the
nai onds ac t¥Abat haflofyMGs who arenst.already citizens or permanent residents

begin their U.S. medical careers by obtaifimigds that allow training through t&Sldencies.

Following their training;1visa holders must leave the country for atdeagtars before applying to

return. A dl visa holder may be granted a waiver from this requirement upon agreement to practice for a
specified period in a fedBrdesignated health professional shortage area (HPSA).

A 2009 study published in the Journal of Rural H&aitind that IMGs are significantly more likely to

be female, older, and less likely to practice family medicine than U.S. medical gradigtdh@JSMG

final conclusion of the study was that IMGs fill gaps in the primary care workforce in rural areas, but this
vari es widel y amo-lewlamlysa ih ArlkansasEHowed that genesalBtdMGs weaet e
more likely to practice in snmatial areas (populations of 2,500 to 9,999) but not at a statistically

significant level. Also, generalist IMGs in Arkansas were no more likely to practice in isolated rural areas
(populations of less than 2,500) than USMGs.

Arkansas should continue xplere opportunities to expand the use of IMGs and to further analyze
whether they are more likely to practice in rural and underservedfansaae already underway to

better inform-1 visa holders about the waiver program. For extmefbelta Rgional Authority

(DRA) has implemented the Delta Doctors progtaraugh whichhie Authorityis able to recommend
Jlvissvai vers to the State Department. Since the
Arkansas should expand uponDi#a Doctors program and continue to develop more effective

strategies to recruil Jisa holders into the waiver program.

There will, of course, be certain communities that will be less tolerant of IMGs. Arkansas should enlist
local hospital adminidra r s t o educate the community about t
the outstanding quality of care that IMGs can offer. Civic group officers, business leaders, physicians,
members of the clergy, school administrators, newspaper editongrancbbteaders should share the
responsibility of educating the community about what the physician will be able to offer patients.
Arkansas should also enlist community leaders and provide access to resources to aid IMGs with
bureaucratic barriers t@ptice.

Because of their diverse backgrounds, IMGs may offer new perspectives about medical care, creativity,
and improvisation when resources are scarce. The availability and willingness of IMGs to work in the U.S.
health carsystem should be consideaadsset of our syst&m.

Implementation Partners UAMS ADH, AHECs
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Recommendation 3-11

All state boards responsible for licensing health professionals should
implement policies to reduce complexity and decrease licensing time
for qualified applicants.

Currently, some providers anecdotally report having difficulty obtaining a license quickly and easily in
health professions in Arkansas. This results in a lag in the time that providers are qualified to practice and
when they are fully licensed to do sorehsing the amount of time they are providing services to

patients.

All health professional boards that are responsible for licensing providers should examine their policies
and procedures to identify efficiencies and implement policies thatprdiceasereduce complexity
and decrease the time it takes for qualified applicants to become licensed.

Boards may want to give special consideration to those who are applying to practice in specialties for
which there are shortages, to those providwvigest® a rural or underserved population, and to those
serving in rural areas, including those providing telemedicine Beavidesnay also consider granting
immediate temporary licenses to those having unencumbered license in another stegssimge pro

their applications for full licensure.

Implementation Partners:state health professional boards

Recommendations related to provider support

Recommendation 3-12

Create locum tenens programs to provide practice relief to
overburdened providers, notably those in rural and underserved areas.
One of the major reasons that young physicians do not desire to practice primary care in rural areas is the
i solation. Physicianscahl o6sbyavedt aemaykcarcahei c o
provider in the area. As a result, the workload sometimes overwhelfds them.

One way to alleviate this problem is to crdateia tenpragram for practice relief. A locum tenens

program compriseeadily available primary care practitioners through a centralized hub who provide
practice relief to rural practitioners for short periods of time. The program could provide an outlet for the
growing numbers of young practitioners who are seekingite preclicine on a pdirne basis.

The need folocum tendastors is increasing, according to a survey by a physician staffing'€mpany.
Experts indicated that the upward trend was in part a sign of an economic recovery, but a lack of enough
physicias to fill a growing number of permanent slots was the far bigger factor. Further analysis of the
survey shows thiaicum tenphgsicians tend to be older doctors. In 2006p5bcum tenphgsicians

had been in medicine for 21 years or more. THaengnew to 68 in 2010, based on a survey of 626

locum tendastors. Physicians with less than a year of experience coftprfdedusn tenphgsicians

in 20, but this number declined to #2010.

An elder/retired primary care practitionerisermorps should be formed either withotam tenezief

program or independently to attract olderstipagtor retired practitioners to continued practice.

Although they may no longer have the desire to manage a prétties éldler or retidepractitioners

are able to provide years of experience and knowledge to younger practitioners and underserved
communities. Given the large number of aging practitioners in Arkansas, an elder service corps would
provide an outlet for these practitionexotatinue to serve.
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Limited liability from malpractice suits should be explored for practitioners who participate in an elder
service corps. Act 844 of 1995 by the Arkansas legislature made it possible for retired physicians to
continue service to thersmunity while maintaining immunity from civil suit. Only retired, licensed
physicians and surgeons, however, are eligible under this act to receive immunity and only for services
provided at no cost to the patient. This law should be amended to accosamaciatbrough the elder
service corps.

Implementation Partners:DWS AMS ARNA, UAMS- Regional Programs

Recommendation 3-13

OptimizeAr kansasbés opportunity to secure Nation
Corps participation.

TheNational Health Service Corps (NF)®elps every U ate and most territoripsovide
desperately needed primary health care in areas where health care providers are in short supply by
awarding scholarships and loan repayment to clinicians in exchange faoatdaest servicen a

Health Professional Shortage AriGA.** According to the U.S. Department of Health and Human
Services, the number of NHSC members has nearly tripled since 2008 to more than 10,000 clinicians
More than 37,000 primary care, nurse practitionefeccattise midwives, physician assistants, dentists,
dental hygienists, and mental health professionals have served in the NHSC since its inception in 1972.
More than 7% of NHSC members report they plan to stay at the site where they are currently working
after their obligation is fulfillebhere are more th&000 job vacancies in National Health Service
Corpsapproved sites todayand more are added every day. Aarafary, 202, there weré4

available positions in a variety of disciplines across Arkansas.

Arkansasds Rural Loan and Co nutuNHEG tycrobpeomnateh pr o g
availability of funding to increase interest and placement in all programs. Arkansas should also request that
the NHSC program streamline decisions about designations forAtfeiidsallythe state should

reexamine and imp®the process by which potential HPSAs are identified within the state and decrease
the time it takes to apply for designation from the federal government. Because Medicare primary care
services performed in most HPSAs receive bonus payhtieista;ouldprovide relief to those areas

that may qualify but are not currently designated as HPSAs by allowing the providers to receive HPSA
reimbursement incentives.

Implementation Partners:AMS ARNA, Arkansa State Dental Association, CHCXDHE,
Arkansas Menrtilealth Counselors Association, Mental Health Council of Arkansas

Recommendation 3-14

Establish processes and strategies for a centralized health care
workforce data warehouse, responsible for gathering and reporting
information to inform future health workforce supply, distribution,
recruitment, and retention.

Although the Arkansas Department of Health is authorized to receive data from most health professional
boards in the state, and the Arkansas Center for Health Improvement (ACHI) is autreréree to r

some health information, there is not a true central repository for any longitudidaténbatiddition,

boards and associations do not collect uniform data and also do not collect data in a uniform manner,
which creates problems and reqthiesadditional steps are taken when analyzing data.
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Only a handfubf states have existingpall/e claims databag@d®CDs) although many are in various
processes of implementati@ee Figuré)

128

Figure 6: All-Payer Claims Databases (APCD) by state

HI

Using existing APCDs as examples, Arkansas cteatddést of data elemerttsat araneeded and

desired to properly track and report statewide health workforce inforidteaith boards should

develop collaborative strategiesotiect theagreedipon data elements from their members, and report

it to both ADH and the Arkansas Health Data Initiative (HDI) on at least an annual basis.

collaboration between themselves and others as needed, ADH and HDI should create an annual analysis
and reort of health professions in Arkansas, including issues such as supply, demand, geographic
distribution, practice attitudes, and distribution of patientseny pay

Implementation Partners:ADH, Arkansas Legislatut&;HI, HDI DataAdvisoryCommitteesiate
health professional boards, state health professional associations

Recommendation 3-15

Train and retrain unemployed and underemployed workers who already
reside in rural and underserved areas.

Access to welfained and motivated health workersnigjar rural issue. Training for rural practice has
become critically important in the context of continuing shortages of physicians and other health care
providers. Producing more heattine providers and expecting the excess to spill over from timocities
rural areas is nitkelyto solve the rural workforce shortage.

According to the I& Department of Agriculture Economic Research Service, the unegnplaye in
rural Arkansas is 9%hile in urban Arkansas it is 72% he state ha®hospitas identifieds Critical
Access Hospitalsr rural communitig¢d’and there are 12 federally qualified health centers providing
services at5 service delivery siteshe state. There are alsoufal health clinics in Arkans3s.
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Recruiting workers these rural areas has been difficult, but a strategy that has proven to be effective in
retaining health workers in rural areas is educating and training people in the rural locations where they
ive™®*For example the Uni ver lyimddigine cesiderdyeprograviehasimore 6 s (
ruratbackground and minority residents choosing rural practice than all other UN¥igspdciales

combined (26%ompared to 2@). In addition to rotations in rural residency sites, the residents

participate in a stadponsoretbcum tenpriggram providing practice relief to rural practitioners. These

types of experiences engender an affinity for and connection to the cahainitareases the

|l i keli hood of practitionersd deciding to pract

Arkansas should maximize opportunities for rural education and training among all health disciplines. The
state also should optimize online and other methods of educatiamangpthat do not require rural

residents to leave their communities to receive instruction. Additionally, the state should target rural areas
in which the unemployed or underemployed can be retrained within their communities. Retraining efforts
shouldalso focus on medically underserved areas.

Implementation Partners:DWS- Arkansas Workforce Investment BoARHE , Arkansas

Department of Career Educatidmkansas institutions of higher education offering health professional
programs

Goal 4

Adopt new  financing, payment , and reimbursement policies and
mechanisms

Changes to health provider practice structure and patterns would be incomplete without changes to the
method and manner in which providers are compensated. Reimbursement streams mustitie develop
compensate patiecentered, teatmased care so that everyone shares in the resulting®3avings.

Financing goals should incentivize providers and practice sites to adopt more comprehensive,
coordinated, teatvased care; implement and fully utilia&hmformation technologyomply with
qualitybased outcome measyaesl develop and maintain practices in rural or underserved areas.
Additionally, reimbursement strategies should build on methods that promote accountability and
flexibility and refléthe capacity of providers to meet certain goals.

Recommendations related to payment and reimbursement

Recommendation 4-1

Adopt reimbursement mechanisms that incentivize team-based care
and appropriately value preventive and primary care.

The currentdefor-service reimbursement does not reward providers for efficiency or, in most
casesdr quality of care or outcom@&srough improved efficiency and coordination, {eased

care (TBC) could hefpimary care providers see more patientprandie tle services for which

they are trained, slow spending or reduce costs by avoiding unnecessary repetition of medical tests
and procedures, and achieve bptentoutcomes. TBC can uncover and address many health
problems at an earlier stage, therebgireglthe increased cost of treating advanced disease. As

new reimbursement strategies are developed, it will be important to recognize the value of team
based care and to reward practices that employ it wherever possible.
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New reimbursement strategiestémmbased care are being piloted or implemented across

Arkansas, including private sector models of patéatéred medical hom&ke Center for

Medcare and Medicaid Servioas designed the Comprehensirimary Care (CP@itiative

under which panents to primary care physicians will be enhanced with care coordination fees to
fund new infrastructure and processes for managing patients with one or more chronic’@bnditions.
Over timeproviders participating in the CPC initiatwiebe rewardedith shard savings relative

to a target cost for all services delivered to patients attributed to participating primary care providers
within the market.

While these paymemiodels intrinsically support quality improvement, they may be further
augmentedvith additional incentives. For instance, some states are consiteregbeady
implementediered payment programs, with providers receiving differential payment rates based on
the achievement of quality stand&fd¥.**’

In some cases, extra premm will be necessary to ensure that the new payment models will not
result in underuse of care. Options to deal with this include making payment contingent on the
delivery of care that is widely agreed to be the clinical practice standard.

Implementation Partners:payers, providers, state health professional associations

Recommendation 4-2

\ Adopt reimbursement mechanisms that support care coordination.
Reimbursement strategies should build upon methods that promote accountability and flexibility and
reflect the capacity of providers to meet certain goals including the care coordination mechanisms.

Recommendations for mechanisms to reimburse for catmation includthe following:
A Pags contribute per member per month (PMPM) pagfoemtare management and
coordinatig services or simply provide fafwl providers to use as they see fit for these services

A Use a shared savings model agantive to reduce unnecessary emergency room and
readmission costs

>

Tier PMPM payments and make more money available to providers who achieve specific
outcomesto start, pagrs can initially consider performabased payments that focus on
process meass, and gradually phase in outdoased payments

>

Incentivize providers to reinvesfiPMpayments in areas that will best support their patients

>

Usepayment methodologies teatourage the use of care coordination activities to improve
health outcomes dmeduce unnecessary health care utilization

>

Provide differential payments for care coordinators in rural or underserved areas

>

Encourage providers to apply for Attestation for the Medicare and M#dateatic Health
Recorddncentive Program

Implementation Partners:Arkansas Payment Improveneirttative DHS, payers
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Recommendation 4-3

Study the feasibility of differential reimbursements to incentivize
providers to practice in rural or underserved communities.

To convince primary care cliniciang&eziice in rural and underserved areas, many states are offering
incentive packages. Loan repayméniish waivers, and flexible work options are various incentives

states havwasedo lure clinicians away from more lucrative work in metropolitaaraté@at® shortage

areas. While these strategies have sometimes proven effective in isolation, a comprehensive approach is
needed, especially given the increasing costs of a medical education and the lifestyle needs and work
patterns of inicims.s generationds cl

Income potential is a factor for all student clinicians when deciding where to locaté i Firactete
shouldstudy the feasibility differential paymentsicluding financial and lifestyle incentivgwiimary
care providensho choge to practice in rural or underserved areas.

Implementation Partners ADH, DHS, AMS ARNA, payers

Recommendation 4-4

Change payment and reimbursement structures to recognize providerso6
use of health information technology, e.g., reimbursement for non-
traditional patient encounters.

Currently, payment and reimbursement for health services is based-factaeacounters or on live
telemedicine contact between a provider and a patient who can see each other in reapanadivie is

that this structure be changed so that providers can be paid for the time they spend caring for patients
regardless of how it is accomplished.

Some states have passed legislation slightly expanding the ability of providers to prdade and bill
telemedicine. For instance, California passed legislation in 1996 which specifically allows providers
licensed in the state to practice via telemediciederally, the Balanced Budget Act 987 requires
Medicare to pay for some telemedicinicssrin rural ared8-However there are still many limitations,
including the exasion of telephone calls, enmagtant messagirand fax communications from the
definition of telemedicine.

In Arkansas, payment and reimbursement structures mhestdpedcto pay for ndraditional

encounters, specificallgbbased consultation and treatment, even if it is not real time and even if
patients and provider cannot see each phiwere, voicemail, email, instant message, text nassage
communicatins and exchanges, includingwag communications from providers such as appointment
or medication remindend povider and patient encounters that occur over state lines, such as
telemedicine monitoring and consultation of Arkansas patient®bgtate provider3his can be

done through legislation requiringgsato recognize these encounters, or through voluntary changes in
payment practices.

Implementation Partners:Arkansas Payment Improvemeittative DHS, payers, OHIT

Recommendation 4-5

Reduce the geographic disparity in Medicare payments to Arkansas
providers.

Variation in Medicare provider reimbursement rates by geographic localitgiarallogdgssue that
seedrkansaseceiving the lowest reimbursement rate of any'sfdte current financial disparity
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generated by the geographic practice cost indices places Arkansas at a disadvantage for recruiting health
care professionals which in turn has significant implications for patient access.

Physician fee schedules and payraiestare calculated by a complex formula with three components.
These include the following:
A Relative value units (RVUs) are calcuatgdrexssociated with work (time and intensity
associated with furnishing a service), practice expstsef(maiaining a practieand cost of
malpractice insuranéé

A Adjustments called GeognapPractice Cost Indica® applied to each of the three relative
values noted above. The purpose of these adjustments is to account for geographic variations in
the costs of practicing medicine in different areas in the ¢8untry

A The sum of the geographically adjusted RVU is then multiplied by a dollar conversion factor
which is updated annually according to a formula specified hjfstatute

While this calculation accounts for a number of factors, it doesagptize that although the gross cost

of doing business and maintaining a medical practice may be lower in rural arpasieaiowieime

may not be as financially supportive as it is in more urban areas. In addition, when there are fewer
providers, they are less able to collaborate with each other to share the cost of resources. More
importantly, Arkansas clinics, hospitadsagher entities must compete on a national level when trying to
recruit physicians. Having the lowest Medicare rates in the nation places Arkansas at a significant
competitive disadvantagieen trying to attract physicians to practice in the state

Changes must be made to this equation to properly reflect the hidden costs of doing business and
providing medical care in rural areas, but this is not something within control of the staté. #é\rkansas
Congressional delegatmnst work on a federal leveitake changes to this payment structure.

Implementation Partners:Arkansas Office of thedBernor, Arkansas Congressional delegation

Recommendation 4-6

] Increase Medicare and Medicaid reimbursement rates for primary care. \
Medicare rates for Arkansas faters are the lowest in the coufitand Arkansas has not increased
primary care Medicaid reimbursement rates enough to keep up with inflation for Hamigears.
significantly |jeopar di zeenstheAlh prafesssomals, @speciallp primaryt y t
care providers.

Two provisions of The Patient Protection and Affordable Care Act will provide some temporary relief:
A Medicaid reimbursement for-feeservice primary care services performed by pringary car
physicians will be increased to 100% of Medicare reimbursement rates in 201'3*and 2014.
Because Medicaid reimbursement rates are about 78% of Medit¢tleisatébrepresent a
great improvement in payment rates.

p>2)

Medicare reimbursement for primary care services performed by primary care providers, including
physicians, nurse practitioners, and physician assistants, will include a 10% incentive payment in
addition to scheduled reimbursement amounts from 2011 t¢>2015.

Both of these payment increases will help primary care providers, but they are only temporary. Although it
may be financially difficult, Arkansas must be financially competitive. Pémoneases to both
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Medicaid and Medicare reimbursement rates must be made to sustain providers who already practice in
primary care and to attract new ones to the state.

Implementation Partners:DHS - Medicaidproviders, Arkansas Office of the GoverAdtansas
Congressional delegafiaiviS, ARNA

Recommendations related to financial and educational support

Recommendation 4-7

Increase funding for Rural Practice and Community Match programs to
enable an increase in recipients and dollar amounts that are reflective of
cost of education and living. Both programs should allow loan
repayment for part-time practice in rural communities.

Physicians in loan repayment programs are nearly five times as likely torprattcean as those
without obligation¥? Arkansas has two stéieded physician loan repayment programs in Arkansas.
Both programs aim to increase the number of physicians practicing in rural areas.

The Community Match Rural Physician RecruitmemaRragatches a medical school graduate in
residency or a graduate who has completed residency withirtwlteypass with a rural or underserved
community for dour-year fultime commitment. The funding provided is a maximum of $80,000, half of
which g provided by the community. The Rural Practice Loan/Scholarship Program provides loans
typically in the amount of $12,000 anriuétlyenrolled medical students or students accepted for
admission (including alternates). The loans are converted torgeantsyear of fitiime service in a

rural or underserved community.

Fundingfor both programs is $350,@&@h yeawithno requirement that they split the money between
programs equally. Given that the programs are driven by applications, sthee\@armore
applications one program than the other. Therefore, the split in fundipgot bequal. Moreover,

the funding varies depending on how many continue in the programs from yetra$$88rq00 is
funding for all peoplaccepted intthe prograri that is, those continuing and newly awarded)

Of those who have completed contractuajatizins (in both programs), 6fé&e continued to practice

in their origind that is, for Rural Practice students, the community that the practéiatrter w

originallji or match community. Seveaty ght percent have continued t
community, even if it is not the same community as the original or match communitiyeNoeetgnt

have continued to practice in Arkansas.

Although tle programs appear to be working fairly well, Arkansas should ensure thaatite loans
scholarships keep pace with the cost of medical school to maintain their effectiveness and increase
attractiveness. Medical school tuition with living expenses igvaiphp$30,000 foneyear

consequently, $12,000 is not as attractive as it used to be. Second, Arkansas should develop a full rural
practitioner curriculum. While a rural preceptorship is required for the Rural Loan program, there is no
rural curriculon geared towards attracting students into rural practice. Finally ahedciamlarship

programs should allow for flexible, fiame options so that practitioners will not be deterred from

joining the programs because of lifestyle concerns.

Implementation Partners ADHE , UAMS AMS
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Recommendation 4-8

Make Community Match and similar awards to other providers state-tax
free. Provide low-interest loans to providers for housing, transportation,
and construction or renovation of office space.

As of 2008at leassixstates offer income tax credits to physicians who practice in underserved areas. For
example, Georgia provides a maximum tax credit of $5,000 pefiyegetos to physicians who

practice in designated shortage areas. New Jerseydegdssiaapproved a bill in 2004 that provides tax
deductions to primary care physicians working in underserved areas. That legislation also-created a low
interest loan prografor physicians to construct or renovate office spaces in areas designaltbd as He
Enterprise Zones by the state commissioner of health and senior services.

Arkansas should provide tax credits or deductipnsiary care providemho practice in rural or

underserved areas for the amou@pofimunityMatch or othesimilarawardseceived to locate to

those areas. Additionally, Arkansas should foster developmenadf t h car e provi der s¢
providing lowinterest loans for home and office necessities.

Implementation Partners:ADHE, Arkansa$StateMedical BoardAMS, Arkansas State Board of
Nursing ARNA, DWS- Arkansas Workforce Investment Board, Community MetghanBoard

Recommendation 4-9

Educate primary care providers that behavioral counseling is
reimbursable under the Patient Protection and Affordable Care Act.
Traditionally, most counseling for behavioral health issues has not been reimbursable to providers as a
standalone service. However, Bagient Protection and Affordable Carenaet requires almost all

insurers, including Medicakdicare and private plans, to cover United States Preventive Services Task
Force(USPSTFA & B Recommendations at no-ot#pocket cost to the insured individual. USPSTF
behaviorhealthrelated recommendations that are now required to be covededaiacliol misuse

counseling, depression screening for adolescents and adults, healthy diet counseling, obesity screening an
counseling for adults and children, and tobacco use counseling and interventions for pregnant women and
non-pregnant adults.

Although these services are required to be covered by Medicaid, Btetliverst private insurance

plans, there is no guarantee that the reimbursement rate will be high enough to encourage providers to
perform these services, or to fairly compensate psdaidtre time spent on these services. However,

for providers who already perform counseling and do not get reimbursed for it, they will now be able to
increase their revenue by billing for what they already do. In addition, there are some regiiifements th
counseling is provided, treatment and falloware must also be available. Some providers may only be
able tgprovide these servidspartnering with other providers.

To educate providers about the changes that have made reimbursemenofal behitty counseling
possible, thiollowing should be implemented.
A Upon registration for Medicaid and Medicare provider numbers, those who identify themselves as
primary care providers should be notified about the A&B recommendations that arebteimbursa
by Medicaid and Medicare

A An integration model for practist®uld be createdutlining how the prision of these
services cdre inegrated into actual care arehte a good business cesated baseuh cost
and time spent by the provider.
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A An elucation programshould beargeted to primary care providers (physieidvesyced
practice nurses, physician assistamdstheir insurance and billing specialists that includes
targeted letters and emails, webimadsnperson classes or seminaaisélxplain the new rules

and walk through the integration mpithes should be createdNdgdicaid, Medicare, private
insurers, boards and associations

Implementation Partners:ADH, ACHI, state health professional boards, state health professional
assoditionspayers
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Appendices

Appendix 1: Health Professional Shortage Areas in

Arkansas ¥
Arkansas
Primary Care Health Professional Shortage Areas

(HPSA)

Carroll Fulton

Craighead
R

Poinsett

St. Francis

DEGREE OF SHORTAGE AREAS

ARKANSAS DEPARTMENT OF HEALTH

M 5.000: 1o no physicians g 4,000 - 4,999:1 OFFICE OF RURAL HEALTH & PRIMARY CARE
W 350039991 3,000 - 3,498 pak

MW Frison Designation gy Fasiity Designation
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Arkansas
Dental Health Professional Shortage Areas
(HPSA)

Benton Carroll Boone | Marion ) Baxter | Fulton Randolph Clay
Izard Greene
FEEIERn Lawrence
Washington Newton Searcy P—
Stone Craighead | Mississippi
Independence
Crawford Jackson
‘ Franklin Johnson Pope [ VanBuren | Cleburne Poinsett
Conway White Cross Crittendel
Sebastia Logan Faulkner Woodruff
Yell St.Francis
-
Scott Prairie
Lonoke
Saline LPulaski Lee
Mortgome Garland Monro:

Grant | Jefferson Arkansas

Pike Hot Spring -
Clark
Lincoln
Hempstea( Desha
Little Rive Nevada Drew A
Bradley
Miller ‘ ‘ '
Eefayent Chicot ’
Union

P\

DEGREE OF SHORTAGE AREAS
ARKANSAS DEPARTMENT OF HEALTH

n A . 5.000- 539991 OFFICE OF RURAL HEALTH & PRIMARY CARE
8,000 : 1- up or no dentist 501-280-4912
M 6.000-7999:1 4,000 - 4,999 .1 9-01-1t

B FEDERAL PRISON mEm  STATEPRISON
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Arkansas
Mental Health Professional Shurt.age Areas
(HPSA)

Benton Fulton Randolph e
lzard |Sharp
Lawrence
Craighead
Jackson
Poinsett
Crittendel

Cross

St. Francis
-

Phillips

q

4‘5‘5}}

GATCHMENLAREAS OFFICE OF RURAL HEALTH & PRIMARY CARE
B TEXARKANA W FORTSMITH ™ MADISON/CARROLL :']"ézl%""'ﬂﬂ
B ELDORADD HOT SPRING I RUSSELLVILLE Each catchment has population-to
psychiatrist ratio > than 30,000 to |
B MONTICELLD B PINEBLUFF BATESVILLE
1m  MT.HOME HELENA JONESBORD
B STATE/FEDERAL PRISONS X PRARE
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Appendix 2: Arkansas Health Workforce Initiative ~ Workgroup
and Staff
Workgroup  Members:

Name Organization/Association

Omar Atiq ArkansaStateMedicaBoard

Ed Franklin Arkansas Association of TW¥ear Colleges

Paul Halverson*
Susan Hanrahan
Bob Mason
Linda MclIntosh
Mark Mengel
Michael Moody
Dan Rahn*
Mark Riley

Mike Smets
Billy Tarpley
Billy Thomas

Joe Thompson
Artee Williams
David Wroten
Jean Zehler
*Co-chairs

Workgroup  Staff:

Name

Arkansas Department of Health

Arkansas Department of Higher Education

Arkansas State Dental Association

Arkansas Nurses Association

University of Arkansas for Medical ScierRegional Programs

Arkansas Academy of Family Physicians

University of Arkansas for Medical Sciences

Arkansas Pharmacists Association

Arkansas Pharriats Association

Arkansas State Dental Association

University of Arkansas for Medical ScierCester for Diversity
Affairs

Arkansas Center for Health Improvement

Arkansas Department\&forkforce Services

Arkansas Medical Society

Arkansas Nurses Association

Organization/Association

Arlo Kahn
Suzanne McCarthy
Shanoa Miller
Kenley Money

Pat Russell
Hannah Vogler
Craig Wilson

ACHI, Senior Associate

ACHI, Director of Government Relations
ACHI, Research Assistant

ACHlI, Director of the Health Data Initiative
ACHI, Executive Assistant

ACHI, Consultant

ACHI, Senior Policy Analyst
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Appendix
Stakeholders

3: Arkansas Health Workforce Ini

tiative

TheArkansas Health Workforce Irfttakedolder group is comprised of representatives from the

following organizations:

American Case Management Association

American Hospital Association

Area Health Education Cent®elta

Area Health Education Centétorth Central

Area Health Education Cent&ortheast

Area Health Education Cert@&torthwest

Area Health Education Cent€tine Bluff

Area Health Education Cert&outh

Area Health Education Cent&outhwest

Area Health Education Cent&¥est

Arkansas AARP

Arkansas Academy of FarRilyysicians

Arkansag€hapter of the Americ&cacmy of
Pediatrics

Arkansas Academy of Physician Assistants

Arkansas Advocates for Children and Families

Arkansag\ssociation of Two Year Colleges

Arkansas Baptist Hospit&ducation

Arkansas Blue Cross Blue Shield

Arkansas Board &xaminers Alcohol &Drug
Abuse Counselors

Arkansas Board of Examiners in Counseling

Arkansas Board of Examiners in Psychology

Arkansas Board of Examiners
Speech/Language Pathology & Audiology

Arkansas Board of Health Education

Arkansas Board of Hearing Instrument
Dispensey

Arkansas Board of Podiatric Medicine

Arkansas Board of Vkiorce Education &
Career Opportunity

Arkansas Bureau of Legislative Research

Arkansas Career Training Institute

Arkansas Center for Hiselmprovement

Arkansas Chiropractic Association

Arkansas Kiropractic Society

Arkansas Department of Career Education

Arkansas Departmeoit Education

Arkansas Department of Health
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Arkansas Department of Healtbenter for
Health Advancaent

Arkansas Department of Higher Education

Arkansas Department of Humam@®es

Arkansas Departmiof Human Servicés
Arkansas Medicaid

Arkansas Department of Workforce Services

Arkansas Department of Workforce Serdces
Arkansas Workforce Investment Board

Arkansas Dietetic Association

Arkansas Dietetldcensing Board

Arkarsas Distance Learning Association

Arkansas Foundation for Medical Care

Arkansas Gerontological Society

Arkansas Healf@are Foundation

Arkansas Hospital Association

Arkansas Insurance Department

Arkansas Medical Society

Arkansas Mental Health Counsef@sociation

Arkansas Minority Health Commission

Arkansas Northeastern College

Arkansas Nurses Association

Arkansas Office of t&overnor

Arkansas Office of Health Information
Technology

Arkansas Optometric Association

Arkansas Pharmacists Association

Arkansas Physical Therapy Association

Arkansas Podiatric Medical Association

Arkansas Psychological Association

Arkansas Psycholdggard

Arkansas Rehabilitation Association

Arkansas Rural Nursing Education Consortium

Arkansas School for the Blindithletic
Training

Arkansas Social Work Licensing Board

Arkansas State Board of Acupuncture & Related

Techniques
Arkansas State Board of Athletic Training

Arkansas State Board of Chiropractic Examiners
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Arkansas State Board of Dental Examiners

Arkansas State Boardaépensing Opticians

Arkansas State Board of Massage Therapy

Arkansas State Board of Nursing

Arkansas State Board of Optometry

Arkansas State Board of Pharmacy

Arkansas State Board of Physical Therapy

Arkansas State Dental Association

ArkansastateDentd Hygiem sAssodation

Arkansas State Medical Board

Arkansas State OrthofidProsthetic
Association

Arkansas State UniversiBeebe Advanced
Technology Allied Health

Arkansas State Universifpnesboro

Arkansas State Universibfountain Home

Arkansas State Universilyewport

Arkansas State UniversiBearcy

Arkansas State University Technical Center

Arkansas Student Loan Authority

Arkansas Tech University

Arkansas Tech Universitylealth Information
Mang@ement Program

Arkansas Tech Uniglly- Ozark Campus

Baptist Health

Baptist Health Home Health Network

BaptistHealthSchoat Little Rock Nursing
Program

BaptistHealthSchoat Little RoclPractical
NursingProgram

Black River Technical College

Community Health Centers of Arkansas, Inc.

Cossatot Community College

Crowley's Ridge Technical Institute

Developmental Disabilities Provider Association

Eag Arkansas Family Health Center

Eastern Arkansas Community College

Governor's Advisory Council on Aging

Grow Learning Centre

HardingUniversity

Harding UniversityCollege of Pharmacy

Healthy Connectionbc.

Henderson State University

HomeCare Associatiarf Arkansas

Hospice and Palliative Care Association of
Arkansas

Mental Health Council of Arkansas

Mercy Systems

Mercy System$dla Vista Clinic
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Miracle Kids Success Academy

Mitchell Williams Law Firm

National Park Community College

National Park Community Collégdealth
SciencesHealth Information Technology
Program

North Arkansas College

Northwest Arkansas Community College

Northwest Technical Institute

Opticians Association of Arkansas

Ouachita Baptist University

Ouachita Technical College

Ozarka College

Petit Jean Medical

Philander Smith College

Phillips Community College of the University of
Arkansas DeWitt Campus

PulaskTechnical College

Qualhoiceof Arkansas

Rich Mountain Community College

South Arkansas Community College

Southark Community Collegetty Owen
School of Practical Nursing

Southeast Arkansas College

Southern Arkansas University

Southern Arkansas Univirdiech

St. Vincent Health System

St. Vincent Home Care

United Health Care

University of ArkansasFayetteville

Universityof ArkansastFayetteville Eleanor
MannSchool of Nursing

University of Arkansaslattle Rock

Universityof Arkansas at LittlRRock- College
of Science and Matmatics

University of Arkansas at Monticello

Universityof ArkansaatMonticello College of
Tecmology- McGehee

Universityof Arkansas Community College
Batesville

Universityof Arkansas Community College
Hope

Universityof Arkansas Community College
Hoped Division of Industry Training and
Continuing Education

Universityof Arkansas Community College
Morrilton

University of Arkansas for Medical Sciences
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University of Arkansas for Medical Sciences
Arkansis Aging Initiative

University of Arkansas for Medical Sciefces
Center for Diversity Affairs

University of Arkansas for Medical Sciences
College of HealtRelatedProfessions

University of Arkansas for Medical Sciences
College oPublic Health

University of Arkansas for Medical Sciences
Department of Physiolognd Biophysics
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University of Arkansas for Medical Sciefces
Donald WReynolds Institute on Aging

University of Arkansas for Medical Sciefces
Donald WReynolds Institute on Agidg
Department of Geriatrics

University of Arkansas for Medical Sciences

Regional Programs
University of Arkansas Fort Smith
University of Central Arkansas
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Appendix 4: Ar kansasods
Factors, Resources 148

C maDiséaserBgraen, Risk

Developed by he Arkansas Department of Health

Disease BurdenArkansas has the highest stroke mortality rate in the nation, and by
other measures, we rank at or near the bottom for health status among the states. Accord
Americads Health Rankings, we r ankath3bthdin
cardiovascular deaths, 43rd in preventable hospitalizations, 45th in years lost to prematur
and 43rd in infant mortality, with an overall health ranking.dEvé&n worse, based on data fro
our recent Arkansas Cardiovascular M&ahmination Survey (ARCHES) the major risk factg
for stroké hypertension, obesity and dialietae all about 50% higher in prevalence than s¢
reported data from the Behavioral Risk Factor Surveillance System (BRFSS). The actual
of hypertesion is 45%, of obesity 48% and of diabetes 15%. Further, ARCHES data show|
75% of those with high blood pressure are aware of it; of these, only 69% are on treatmer
these, only 59% are adequately controlled. Thus, the overall bland poesol| rate in the state
is less than 30%. Similarly, only 62% of diabetics in Arkansas are aware of their diagnosis
of known diabetics are on treatment and only 28% of all diabetics are controlled.

Socioeconomicindicators: Arkansas ranksar the bottom among states in terms of
socioeconomic status: our median household income rainksn48U.S., per capita income rar
46", and at 17.3% we have the second highest rate of persons living in poverty; hia taek 4
number of perso 85 years and ol der with a bachel
teachers less than 30 other states, and our violent crime Falégisek?.

Ar kansasods 0 Rerhdps @e hest way ® fodk at the overall effect of the
conditicns and rankings in Arkansas is to look at one of the most important indicators of ge¢
healtlii life expectancyi and the discrepancies that exist in the state.

Concerned about discrepancies in life
expectancy, this year thikansas legislature
passed Act790, designating 19 counties with
the lowest life expectancies in the state as
0 Red Co.urhet200&2600 life
expectancy in Arkansas was 75.8 years, lower
than the national average of 77.9 years. Seventy
two of the 75 (96%) Arkansas counties fall
belowv the national average and the difference
between the county with the highest and lowest
life expectancies is 10 years (Benton County,
80.1 years; Phillips County, 70.3 years). One
study ranked Phillips Countizgorst in the
nation for life expectancy ang men and 13
among women. Act 790 encourages state
agencies, boards, and commissions to provide programs, services, and research to imprg
and health care in the o0redo6 counti es. \
stae, in the Delta region, while others fall in the southwestern portion.

Demographfdsbut 3 of the 19 red counties areal, and contain greater than average
proport i on minwity populaonssAbaut 5% of residents in the red counties af
nonHispanic Whites, 37% (and up to 61%) areHigpanic Blacks, and 4% (and up to 32%) &
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