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Place Matters 



Places Matter 
Places matter because they are valid predictors of health 
Places matter because context shapes ideas about health 
Place matters due to maldistribution of health resources 

across the USA 
Place matters because social determinants of health vary 

regionally 
Inner city urban areas and rural areas have more in common 

that we may think, especially when it comes to healthcare 
access and income distribution 
Place matters BUT payment matters too 
Fixing maldistribution of health resources is doable, solving 

significant socioeconomic disparities will take longer 
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2015-2016 ASTHO President’s Challenge: 
Advance Health Equity and Optimal Health for All 



Social Determinants in Rural Areas 
Individuals in rural communities tend to be poorer than 

those in urban areas. 
Average median household income is $42,628 for rural counties ($52,204 for urban 

counties) (2013) 
Average percentage of children living living in poverty is 26% in rural counties (21% 

urban) (2013) 

The average unemployment rate in rural counties is lower 
than urban counties, nationally 
 6.4% unemployment rate in rural counties, compared to 6.9% in urban counties (2014) 

Rural residents’ educational attainment (2009-2013) 
averaged across counties: 
 16.5% of rural residents have not completed a high school education (compared to 

14.7% urban)  
 36.3% have only a high school diploma (compared to 31.9% urban)   
 17.4% have a Bachelor’s degree or higher (compared to 24% urban) 
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Presentation Notes
(Courtesy of Michael Meit, MA, MPH, Senior Public Health Systems Researcher at the Walsh Center for Rural Health Analysis, “Ongoing Disparities in Rural Health Status.”)



Disparities in health exist across populations… 
        and across geographies. 

Source:  Singh and Siahpush, Widening Rural-Urban Disparities in Life Expectancy, U.S., 1969-2009. American Journal 
of Preventive Medicine, 2014; 46(2):e19-e29. Courtesy of Michael Meit, MA, MPH, Senior Public Health Systems 
Researcher at the Walsh Center for Rural Health Analysis, “Ongoing Disparities in Rural Health Status.” 
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Presentation Notes
This graph shows a widening gap between Life Expectancy in urban and rural areas. (Metro vs. non-metro counties)  In 1969-71 the gap was only 0.4 years.  “By 2005–2009, the life expectancy difference had increased to 2.0 years (78.8 vs 76.8 years).”(Courtesy of Michael Meit, MA, MPH, Senior Public Health Systems Researcher at the Walsh Center for Rural Health Analysis, “Ongoing Disparities in Rural Health Status.”)



Disparities Grow Further Across Ruralities 
Cigarette smoking among persons 18 years of age and older by rurality 

Courtesy of Michael Meit, MA, MPH, Senior Public Health Systems Researcher at the Walsh Center for Rural Health 
Analysis, “Ongoing Disparities in Rural Health Status.” 

More rural 
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Presentation Notes
The disparities between metro and nonmetro areas grow wider and more stark the more rural the region is:After dramatic declines in cigarette smoking among adults following the first Surgeon General’s Report in 1964 (1), the decline among adults stalled. The percent of adults smoking declined from 42 to 25 percent between 1965 and 1990. By 2011, smoking prevalence decreased to 19 percent (Health, United States, 2012, table 54). Understanding where smoking prevalence remains high may assist in planning population-specific campaigns to reduce smoking.From 2010-2011, adults living in nonmetro counties [D,E] were significantly more likely to smoke than adults in metro counties [A,B,C] nationwide (25 percent of women and 29 percent of men in nonmetro counties [D,E] compared to 13 percent of women and 19 percent of men in central counties of large metro areas [A]). Regionally, smoking rates were also highest in nonmetro counties [D+E]. The largest urban-rural disparity in smoking rates was seen in the South, where smoking rates for men rose from 20 percent in fringe counties [B] to 33 percent in nonmetro counties [D+E] and for women rose from 14 percent in central counties (A) to 27 percent in nonmetro counties [D+E]. Across all urbanization levels, smoking rates for men and women were generally lower in the West than in other regions. Since 1997-1998, national adult cigarette smoking rates decreased in all metro counties (by 3-7 percent). In nonmetro counties with a city, smoking rates increased slightly (less than 2 percent). Adult cigarette smoking rates decreased only slightly (less than 2 percent). By region, smoking rates decreased across urbanization levels, except in the South and West, where smoking rates increased slightly in nonmetro counties.  



Disparities Grow Further Across Ruralities 
Suicide rates among persons 15 years of age and over by rurality 

Courtesy of Michael Meit, MA, MPH, Senior Public Health Systems Researcher at the Walsh Center for Rural Health 
Analysis, “Ongoing Disparities in Rural Health Status.” 

More rural 
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Presentation Notes
The disparities between metro and nonmetro areas grow wider and more stark the more rural the region is:Suicide is the tenth leading cause of death in the United States and the third leading cause for men ages 15–24 years (Health, United States, 2012, tables 22 and 23). Non-Hispanic white persons followed by persons of American Indian heritage have the highest age-adjusted suicide rates in the United States; Asian, black, and Hispanic persons have rates about one-half those of the other two groups (Health, United States, 2012, table 35).In the United States as a whole, there is a clear urban-rural increase in suicide rates for both sexes. In 2008-2010 age-adjusted suicide rates for males 15 years and over were 21–22 per 100,000 population in the large metro counties (central and fringe) and 33 per 100,000 in the most rural counties. Suicide rates for males 15 years and over are 3-5 times as high as those for females, with the divergence increasing as urbanization decreases. The age adjusted suicide rates for females 15 years and over were 6 per 100,000 population in large metro counties (central and fringe) and 7 per 100,000 in the most rural counties. Among males, the urbanization pattern of suicide within each region follows the national pattern. The steepest urban-rural gradient is in the West. Among females, the only region with a clear urban-rural upward gradient is the West. For both sexes, the suicide rates in the nonmetro counties of the West were higher than those in any other region.



Disparities Grow Further Across Ruralities 
Substance abuse treatment admission rates for opiates by rurality 

Courtesy of Michael Meit, MA, MPH, Senior Public Health Systems Researcher at the Walsh Center for Rural Health 
Analysis, “Ongoing Disparities in Rural Health Status.” 

More rural 
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Presentation Notes
The disparities between metro and nonmetro areas grow wider and more stark the more rural the region is:In 2012, 23.1 million persons aged 12 or older needed treatment for an illicit drug or alcohol use problem. Of these, 2.5 million (nearly 11 percent of those who needed treatment) received treatment at a specialty facility (hospital inpatient, drug or alcohol rehabilitation, or mental health centers) (1). Comparing treatment admission rates by urbanization level requires caution because the rates are influenced by several factors, including substance abuse rates, repeat admissions, treatment availability, willingness to seek treatment, and public funding levels (Health, United States, 2001).Superset age-adjusted admission rates (e.g., overall US or regional age-adjusted admission rates) are constructed from subset components only.  Thus, for example, the overall age adjusted rate for the Midwest, is built only from admissions that could be assigned to a specific county and its urbanization level.  An examination of the data shows that there are some systematic gaps in this respect; for example, no Wisconsin admissions are assigned to a specific county (all have county FIPS code “000”).  This ultimately means that no Midwest results, including the overall regional rates, reflect Wisconsin substance abuse admissions. A total of 162,000 admissions out of 1.8 million (about 9%) had this problem. States with significant percentages of admissions that could not be assigned to a county or an urbanization level included: Alabama (47%), Arizona (100%), Florida (28%), Indiana (93%), Pennsylvania (25%), and Wisconsin (100%).Nationally, admission rates for alcohol, marijuana, and stimulants were higher in nonmetro counties with a city of 10,000 or more [D] and small metro counties [C] than other urbanization levels. The admission rate for cocaine use was highest in the central counties of large metro areas [A] and lowest in the most rural counties [E]. Similarly, admission rates for opiates generally decreased with increasing levels of rurality.Regionally, admission rates for alcohol abuse were highest in central counties of large metro areas [A] in the Northeast, nonmetro counties with a city of 10,000 or more [D] in the Midwest and South, and the most rural counties [E] in the West. The admission rate for alcohol abuse was lower in the South than in the other three regions. The admission rate for opiate abuse was highest in small counties of large metro areas [C] in the Northeast. Admission rates for cocaine and marijuana abuse were highest in central counties of large metro areas [A] in the Northeast.  The admission rate for stimulants was highest in nonmetro counties with a city of 10,000 or more [D] in the West.



Disparities Grow Further Across Ruralities 
Patient care physicians per 100,000 population by rurality 

Courtesy of Michael Meit, MA, MPH, Senior Public Health Systems Researcher at the Walsh Center for Rural Health 
Analysis, “Ongoing Disparities in Rural Health Status.” 

More rural 
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Presentation Notes
The disparities between metro and nonmetro areas grow wider and more stark the more rural the region is:Physician supply has a direct impact on access to health care, forcing persons living in areas with a shortage of physicians to travel farther to obtain needed services. Although physician supply has risen since the 1970s, a smaller proportion of physicians choose to practice in rural areas (Health, United States, 2012, table 100, 1).In 2010, the most dramatic disparity in physician supply by urbanization level was seen among “other specialists,” which includes specialties such as neurology, anesthesiology, and psychiatry. In central counties of large metro areas [A] there were 263 specialists per 100,000 population compared to only 30 per 100,000 in the most rural counties [E].The supply of general pediatricians and general internists also decreased steadily as urbanization decreased. There were six times as many general pediatricians and general internists per 100,000 population in central counties of large metro areas [A] as in the most rural counties [E] (25 compared with 4 per 100,000 and 50 compared with 9 per 100,000, respectively). The urbanization gradient for obstetricians and gynecologists followed a similar pattern.In contrast to other physician groups, the supply of family and general practice physicians was larger in nonmetropolitan counties [D,E] than in metropolitan counties [A,B,C], but only slightly . This pattern is seen because general and family practice physicians can practice more effectively with a smaller population base than specialists; by definition , there is less demand for specialists, and thus they require a larger  population to build a sustainable practice.The same patterns of physician supply by urbanization level nationwide were found in each region.



Implications of the  
Affordable Care Act 

Rural individuals are more likely to 
live in states without Medicaid 
expansion and are less likely to have 
private coverage through employers. 
Coverage gains have been slightly 

greater for rural individuals. 
The number of rural individuals 

unable to afford care declined by 6 
percentage points from before the 
first open enrollment period through 
early 2015. 
 

HHS. Impact of the Affordable Care Act Coverage Expansion on Rural and Urban Populations.” 10 June 2016. Available 
at https://aspe.hhs.gov/sites/default/files/pdf/204986/ACARuralbrief.pdf. Accessed 8-25-16.   

Presenter
Presentation Notes
Has the Affordable Care Act improved health insurance coverage? Rural individuals, like those living in urban and suburban areas, have seen coverage gains under the ACA – about an average 8 percentage point increase from before the first open enrollment period through early 2015, which is particularly striking in light of the fact that uninsured rural individuals are disproportionately concentrated in states that have not expanded Medicaid. Further, individuals in rural areas are less likely than urban individuals to have private health insurance coverage offered through an employer.Using self-reported data, HHS reports that individuals in rural areas have seen improvements in access to care: the share who report being unable to afford needed care declined by nearly 6 percentage points from before the first open enrollment period through early 2015.

https://aspe.hhs.gov/sites/default/files/pdf/204986/ACARuralbrief.pdf


Network Adequacy in Rural Areas 

In the U.S., 2,157 Health Professional Shortage Areas 
(HPSAs) are rural, compared to 910 urban (critical shortages) 
 
Challenge: Create standards strong enough to protect 

consumers, but not so strict that insurers withdraw and 
HPSAs are shut out 
 
Opportunities for initiatives in telehealth, new partnerships, 

and health department provision of clinical services. 
 

Presenter
Presentation Notes
In the U.S., 2,157 Health Professional Shortage Areas are rural, compared to 910 urban. Source: NOSROH Factsheet on State Offices of Rural Health. Available at http://www.astho.org/Health-Systems-Transformation/State-Offices-of-Rural-Health-Fact-Sheet/. 



Local Health Department Clinical Services 

Local health departments in micropolitan areas provide 
higher rates of some clinical services than in urban areas. 
The most rural local health departments may still face the 

challenge of fewer resources and limited capacity. 

Services directly performed by 
local health departments 

Urban Micropolitan Rural 

Childhood Immunizations 84.5 96.1 93.0 
Family Planning 38.1 70.5 57.7 
Mental Health Services 10.5 13.3 8.5 
Substance Abuse Services 9.2 8.2 3.0 

Source: Analysis performed by Dr. Kate Beatty, East Tennessee State University. Courtesy of Michael Meit, MA, 
MPH, Senior Public Health Systems Researcher at the Walsh Center for Rural Health Analysis 



Limitations to How Rural Health Departments Can 
Respond 

Rural health 
departments rely more 
heavily on federal 
resources and clinical 
revenues relative to 
overall funds. 
 
Fewer local resources, 

combined with greater 
reliance on state and 
federal resources, 
means less flexibility. 

Source: The Walsh Center for Rural Health Analysis at the National 
Opinion Research Center (NORC) University of Chicago 

Presenter
Presentation Notes
(Courtesy of Michael Meit, MA, MPH, Senior Public Health Systems Researcher at the Walsh Center for Rural Health Analysis, “Ongoing Disparities in Rural Health Status.”)



Place-Based Policies Can Reduce Disparities and 
Improve Health Equity 

“Where you live determines how you live.” 
 

Policy Link, “Why Place Matters: Building a Movement for Healthy Communities” 

Presenter
Presentation Notes
Place-based policies can help focus attention on specific social determinants of heath and local barriers to health. http://healthaffairs.org/blog/2015/08/06/defeating-the-zip-code-health-paradigm-data-technology-and-collaboration-are-key/



Effective Place-Based Interventions 

Prioritized community and stakeholder involvement 
 
Responsive to local needs, practical realities, and culture 

 
Multi-sector involvement (“Health in all policies”) 



Collaboration Between State Public Health and 
Offices of Rural Health 

The majority of state health agencies engage in activities to 
promote access to healthcare: 
Health disparities and minority health initiatives (94%) 
Rural health initiatives(72%) 

Look at policies that assure adequate networks (ACCESS) 
Look at requirements for payers’ networks 
ACA is contributing to NARROW networks 
Update network adequacy standards 

Look at policies that assure adequate access (ACCESS) 
Drivers of health care resource distribution 
Look at telehealth and telemedicine 

Look at policies that scale services (AFFORDABILITY) 
Regionalization  
What can we learn from micropolitan areas? 

Presenter
Presentation Notes
The majority of state health agencies report that they engage in activities to promote access to healthcare, particularly health disparities and minority health initiatives (94% of all state health agencies) and rural health (72%). NOTE: 2016 ASTHO Profile of State Public Health report will be released this year. Source: 2012 ASTHO Profile of State Public Health, Volume 3. Available at http://www.astho.org/Profile/Volume-Three/. 



The Role and Future Direction of Public Health 

Place matters and places matter 
One size fits one approach; scale services in a way that makes sense for your 

state 
What can places learn from each other that matters most? 

 

Public health can use its role as “convener” to foster 
nontraditional partnerships that affect local change in: 
Physical Environments 
Social Environments 
Economic Environments 
Using regionally specific, culturally sensitive approaches going beyond clinical 

services to community/population health 

Explore how public health can support rural service delivery 
and rationalize scale of health resources 



State Innovations: Telehealth to Improve Access and 
Network Adequacy 

There is a patchwork  
of state parity laws  
for private insurance  
coverage of telehealth  
activities. 
All 50 state Medicaid  

programs cover  
imaging. Plus: 
49 cover telemental health 
36 cover home telehealth 
17 cover remote patient monitoring 
12 cover store-and-forward 

States can help support federal legislation and take 
advantage of existing programs. 
 

Source: ASTHO Webinar on Lessons Learned from States Using Telehealth to Expand 
Access to Care. Presented by American Telemedicine Association.  

Presenter
Presentation Notes
Although there is no federal oversight for how state Medicaid programs should regulate or reimburse for telehealth, states are adopting their own standards. There is also growing recognition that telehealth can be used as a way of alleviating provider shortages and expanding network adequacy. Source: ASTHO Webinar on Lessons Learned from States Using Telehealth to Expand Access to Care. Presented by American Telemedicine Association. States can help support federal legislation and take advantage of existing programs.National Health Service Corp Loan Repayment ProgramRural Health Care Program:  Funding for telecommunications and broadband servicesHealthcare Connect Fund (Rural/Non-rural)$3 billion unspent 2005-2013Universal Service Fund – Discounted broadband rates (HR 2066)



State Innovations: Global Budgets for Rural Hospitals 

There have been 76 rural hospital  
closures since January 2010, in  
part due to low patient volumes. 
Global budgets make it profitable  

to keep patients out of the  
hospital altogether. 
Maryland: 10 rural hospitals have operated on all-payer 

global budgets since 2010. 
Pennsylvania: A proposal was introduced this year for a 

multi-payer global budget initiative in rural PA after a pilot 
period. 
 

Source: NC Rural Health Research Program, August 2016 

Presenter
Presentation Notes
There have been 76 rural hospital closures since January 2010. (Source: UNC Sheps Center for Health Services Research has developed a tracking website, available at: http://www.shepscenter.unc.edu/programs-projects/rural-health/rural-hospital-closures/)Traditionally, rural hospitals suffer financially due to low patient volumes. However, global budgets make it more profitable for hospitals to keep patients out of the hospital and incentivize work in primary and preventive care, care coordination, and efforts to address social needs in the community. Maryland: 10 rural hospitals have operated on all-payer global budgets since 2010. Hospitals receive a fixed annual amount for inpatient and outpatient services, adjusted for quality and not based on hospital utilization. (Source: Milbank Quarterly. Global Budgets for Rural Hospitals. Available at http://www.milbank.org/the-milbank-quarterly/current-issue/article/4092/global-budgets-for-rural-hospitals)Some examples of new activities taking place in Maryland include: Embedding care coordinators within practicesUsing Community Health Workers to visit patientsPerforming telemonitoring for some patients after dischargeWorking with other agencies to ensure access to patients’ transportation needs�(Source: The Ronan Report. Thinking Out of the Box. Available at http://theronanreport.blogspot.com/2015/12/thinking-out-of-box.html)Pennsylvania: A proposal was introduced this year to implement a multi-payer global budget initiative in rural PA after a pilot period. “Under the Pennsylvania Rural Health Transformation initiative, six hospitals would initially be selected, with a memorandum of understanding signed by the end of 2016. A formal contract with the Rural health Redesign Center would be required in 2017, with implementation of the initiative targeted for January 2018. After that, 12 additional hospitals are expected to come online in 2019, growing to a target of 30 hospitals by 2020.” (Source: Pennsylvania Business Daily. PA Proposes Multi-Payer Global Budget Initiative for Rural Hospitals. Available at https://pennsylvaniabusinessdaily.com/news/418-pennsylvania-proposes-multi-payer-global-budget-initiative-rural-hospitals/).

http://www.shepscenter.unc.edu/programs-projects/rural-health/


State Innovations: Place Matters 

Virginia Department of Health developed the Health 
Opportunity Index, an online mapping tool of community 
health influences. 
Maryland’s Social Services Administration took a Place 

Matters approach to promote safety, family strengthening, 
and community-based services for children and families in 
the child welfare system. 
Place Matters Oregon is an effort of the Oregon Health 

Authority, Public Health Division, seeking to foster 
conversations on how place influences individual and 
collective health.  
 

Presenter
Presentation Notes
VirginiaThe Virginia Department of Health developed a Health Opportunity Index (HOI), which is an online mapping tool of community health influences that allows advocates, citizens and providers to view the many factors that affect health. One of the main conclusions of Virginia’s HOI data is that place is indeed a major component of health outcomes. The correlation between place and health outcome is strong, and the data is robust enough to be able to use predictive analytics to look at what interventions will most successfully affect a given health outcome in a given community. This information can then be implemented by policy makers in the form of targeted and tailored interventions. https://www.vdh.virginia.gov/OMHHE/policyanalysis/virginiahoi.htmMaryland The Social Services Administration made a deliberate and focused shift in its practice, policy and service delivery with the July 2007 statewide implementation of the Place Matters initiative, which promotes safety, family strengthening, permanency and community-based services for children and families in the child welfare system. The proactive direction of Place Matters designed to improve the continuum of services for Maryland’s children and families, places emphasis on preventing children from coming into care when possible, ensuring that children are appropriately placed when they enter care, and shortening the length of time youth are placed in out-of-home care. http://www.dhr.state.md.us/blog/?page_id=7864 Oregon Place Matters Oregon is an effort of the Oregon Health Authority, Public Health Division that seeks to foster conversations about how place influences our individual and collective health. http://placemattersoregon.com/	**Lillian Shirley will speak more about this work following YOUR presentation!**



Thank You! 

 
Find more information on ASTHO’s work at: 

www.astho.org  
mfraser@astho.org 

 
 

Acknowledgement: Anna Bartels, Megan Miller, and Mary 
Ann Cooney on ASTHO staff and Michael Meit at the Walsh 
Center contributed to the creation of this PowerPoint 

http://www.astho.org/
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