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Guest Editors’ Message

Kelley Withy MD, PhD and Kristen Knudson MPH

In 2009, the Hawai‘i Legislature passed Act 18 to give policy-  of Labor and Industrial Relations for students in Hawai‘i to
makers a detailed understanding of the physician workforce find information about available educational opportunities.
in Hawai‘i through 2020. A $60 surcharge was added to the This comprehensive listing will be available on a dedicated
physician relicensing fee to fund the assessment project and  website soon and until then some resources are available at
in collaboration with the Hawai‘i Department of Commerce www.ahec.hawaii.edu.
and Consumer Affairs a web-based survey was incorporated
into the relicensing process that asked physicians about their Target training to meet the specific needs identified — train-
specialty, practice location(s), and hours worked. The Hawai‘i ing programs in rural areas draw students to practice there. The
Physician Workforce Research Team (HiPWRT) at the JohnA.  John A. Burns School of Medicine (JABSOM) and A T. Stills
Burns School of Medicine (JABSOM) Area Health Education University branch at the Waianae Coast Comprehensive Health
Center (AHEC) is now able to track the physician workforce ~Center have expanded rural training opportunities for medical
and determine trends and effectiveness of interventions. The students. The University of Hawai‘i School of Nursing and
report to the legislature can be accessed at www.ahec.hawaii. Dental Hygiene (UH SONDH) is providing advanced practice
edu/workforce.html. The purpose of this edition of the Hawai‘i registered nurse (APRN) training in rural areas, and the Pacific
Journal of Medicine & Public Health (HIMPH) is to provide ~ University Physician Assistant training program in Oregon has
information on the work thatis currently underway tomitigatethe ~ created a track for Hawai'i students to do their clinical rotations
physician workforce shortages identified in the assessment. locally. Student reflections on a rural experience are included
The JABSOM HiPWRT study found that Hawai‘i currently  in this issue (Dilcher article).
is short 600 physicians when compared to similar communities
across the United States. Statewide, about half of the shortageis Enhancing Practice Sustainability
inprimary care and the neighborislands sufferadisproportionate  Medical malpractice reform — legislation that revises the
shortage compared to O‘ahu. A number of articles describing  Medical Claims Conciliation Panel has been proposed by a
research studying the physician workforce are included in this workgroup of physicians and lawyers that has been meeting
edition of the HIMPH. over the past year; HB 1967 and SB2469 have been introduced
Inaddition to quantifying the shortage and maldistributionof  in the 2012 Hawai‘i State Legislature for consideration. This
physicians in Hawai‘i, the HIPWRT searched for possible solu-  legislation would decrease the MCCP panel size to one doctor
tions through focus groups, interviews, and literature reviews. At and one lawyer, increase the pay to each slightly, rename it the
a June 2010 conference attended by 144 legislators, providers, ~Medical Inquiry and Conciliation Panel indicating that patients
educators, students, and community members, ten areas were  can inquire and receive information from the panel before fil-
identified as most urgent. They fall into fourcategories: Growing  ing a claim of medical malpractice, and make the process less
the Healthcare Workforce; Enhancing Practice Sustainability; adversarial and without judgments of damages.
Engaging Consumers & Communities; and Redesigning the
Healthcare Delivery System. These are outlined below with Reimbursement reform — this is underway both nationally

descriptions of ongoing activities. and locally. The initial thrust of the reforms has been to support
basic features of the Patient Centered Medical Home (PCMH).
Growing the Healthcare Workforce Other reimbursement models have appeared in the literature,

Expand pipeline programs — health career orientation, but their applicability t'o the Hawai i delivery system is not
internships, training, and mentoring are being expanded on clear (see Sakamoto article).

all neighbor islands by the Hawai‘i/Pacific Basin Area Health This spring the JABSOM HiPWRT wil| convene a confer-
Education Center (AHEC) and other programs in Hawai‘i. A ence forprov1ders,educators,community members, legislators,
resource guide is being developed by the Hawai‘i Department  insurers, and others to address PCMH implementation for solo
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and small group practices. The conference will provide continu-
ing education on PCMH requirements including information
for physicians on the practical business aspects of PCMH, care
coordination and meeting meaningful use criteria regarding
electronic medical records. See www.ahec hawaii.edu for more
information.

Rural payment differential — two insurers in Hawai‘i provide
a 10% higher reimbursement for providers in rural areas and
the idea has been discussed with the other insurers. The effects
of the present differential will be studied.

Engaging Consumers & Communities
Community integration in recruitment and retention — the
HiPWRT s partnering with Hawai ‘i State Rural Health Associa-
tion (HSRHA) to bring educational resources to communities,
as well as working with projects such as the Beacon grant on
the Big Island. The Beacon project has dedicated significant
resources outside of the healthcare system to encourage local
community initiatives to improve healthy eating, physical
activity, and prevention of tobacco use. The Beacon project
is also launching significant system re-design, including an
island-wide approach to improve care for high risk, medically
complex patients with chronic disease.

Redesigning the Healthcare Delivery System
Nationally it is recommended that we convert to a “team ap-
proach” to primary care that includes the full spectrum of
healthcare professionals working together to meet the health
challenges faced. Many of Hawai‘i’s large group practices
have or are in the process of converting to the Patient Centered
Medical Home (PCMH) model, but it is very challenging for
a solo or small group practice to do this with severe resource
limitations. Therefore, the April PCMH conference is designed
to assist with incorporating PCMH features into a small private
practice by focusing on teamwork with non-physician clinicians,
patient empowerment, care coordination and the use of Health
Information Technology in this environment.

To this end, the increased acceptance of non-physician cli-
nicians will be essential for providing care using the PCMH
model, particularly in areas with a shortage of physicians. Yet
Hawai‘i’s use of nurse practitioners and physician assistants
has been significantly less than is typically seen across the

United States. JABSOM and UH SONDH have developed an
interdisciplinary training program. The early impact of this
program is described below by Michelle Yamada, president of
the UH SONDH class of 2014:

Through juggling various-sized balls with medical students and
acting out a scene of a car-crash victim, my nursing classmates
and 1 practiced working together with medical students. My
viewpoint of doctors as being elevated much higher than nurses
changed. Instead of viewing medical students with the slightly
fearful ‘awe of doctors’ I had before the workshop, I focused
on collaborating with them as another branch of highly skilled
healthcare professionals. Together we learned many valuable
lessons about how one small slip in communication between
members of the healthcare team can result in losing a patient, and
we cemented those concepts through several fun and memorable
exercises. I believe that all future healthcare providers should
have similar opportunities to practice the importance of com-
munication. In this way, we can work to prevent medical errors
and save more lives!

Administrative simplification (paperwork reduction) — the
HiPWRT recognizes this as a potentially important step in
reducing the daily frustrations of running a busy practice.
Furthermore, preventing premature retirement of our clinicians
will help mitigate the projected shortfalls. The HIPWRT team
has met with many of the local insurers to explore the different
possibilities. Many of these ideas are discussed in the Sakamoto
article and are being considered by our Hawai‘i carriers. If you
would like to voice your opinion about the most burdensome
paperwork challenges, please complete the short survey at
http://www.surveymonkey.com/sfHIDBDP2.

Electronic health records statewide — the HIPWRT supports
the Hawai‘i Health information Exchange’s (HHIE) and the
Beacon grant’s efforts to aid clinicians in choosing and imple-
menting an electronic health record. This will be emphasized
at the upcoming PCMH conference.

The HiPWRT hopes that this edition of the HIMPH provides
ideas about solutions to healthcare workforce shortages in the
State of Hawai‘i. More information is available at www.ahec.
hawaii.edu/workforce html. Please contact Dr. Kelley Withy
(withy @hawaii.edu) with your thoughts and comments.
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Hawai‘i Physician Workforce Assessment 2010

Kelley Withy MD, PhD; Tim Dall MS; and David Sakamoto MD, MBA

Abstract

Background: National policy experts have estimated that the United States
will be 15-20% short of physicians by the year 2020. In 2008, the Big Island
of Hawai'i was found to be 15% short of physicians. The current article
describes research to determine the physician supply and demand across
the State of Hawai'i.

Methods: The researchers utilized licensure lists, all available sources of
physician practice location information, and contacted provider offices to
develop a database of practicing physicians in Hawai'i A statistical model
based on national utilization of physician services by age, ethnicity, gender,
insurance, and obesity rates was used to estimate demand for services. Using
number of new state licenses per year, the researchers estimated the number
of physicians who enter the Hawai'i workforce annually. Physician age data
were used to estimate retirements.

Results: Researchers found 2,860 full time equivalents of practicing, non-
military, patient-care physicians in Hawai (excluding those still in residency
or fellowship programs). The calculated demand for physician services by
specialty indicates a current shortage of physicians of over 600. This shortage
may grow by 50 to 100 physicians per year if steps are not taken to reverse
this trend. Physician retirement is the single largest element in the loss of
physicians, with population growth and aging playing a significant role in
increasing demand.

Discussion: Study findings indicate that Hawai'i is 20% short of physi-
cians and the situation is likely to worsen if mitigating steps are not taken
immediately.

Keywords
Physician workforce; assessment; projections; supply; health workforce;
manpower

Background
In 2006 the federal government’s Health Resources and Ser-
vices Administration (HRSA) released a report that forecast
a 15%-20% across-the-board, national physician shortage by
2020 with perhaps even greater shortfalls in specialties that care
for the elderly, such as cardiology, oncology, and urology. In
addition, the federal government calculates that nearly 17,000
more practitioners are needed in HRSA designated shortage
areas (rural and inner-city underserved areas) in which 65 mil-
lion citizens reside.' Since 2002 at least thirty-one states and
twenty-two medical specialty societies have published indepen-
dent reports, the large majority indicating current or projected
future physician shortages .2 National organizations, such as the
Association of American Medical Colleges (AAMC) and the
Council on Graduate Medical Education (COGME), have called
for a nationwide expansion of medical school enrollment by as
much as 30%.? Research in the State of Hawai‘i estimated that
the Big Island of Hawai‘i was short by at least 45 physicians in
2007, with that number expected to climb in the future *
Factors such as changing demographics and implementation
ofexpanded medical coverage enacted under the Patient A fford-
able Care Act are anticipated to increase demand for health care
services in Hawai‘i over the next decade. At the same time, the

nation is not producing sufficient numbers of new physicians to
maintain current patterns of health care utilization and delivery.
Hawai‘i, like the nation, has a large number of physicians likely
to retire at the same time that a growing elderly population will
increase demand for services. Increasing national competition
for health care providers requires that the state plan accordingly
to train, attract, and retain providers to meet projected demand
for services.

Methodology

Using acombination of Hawai‘i and national data, this research
examines the size and makeup of the physician workforce in
Hawai‘i and projects current and future demand for services.
Human subjects research exemption was obtained for this
project from the University of Hawai‘i Institutional Review
Board (#15107).

Provider Supply Analysis

The researchers obtained the 2008 and 2010 licensure lists of
all MD, DO, PA and APRN licensees from the Hawai‘i State
Department of Commerce and Consumer Affairs (DCCA).
Information obtained included name, license number, mailing
address, and type of license. In December 2009, a voluntary
online survey administered at the time of license renewal received
5,820 physician responses (92% response rate for answering
at least one question). This survey collected information on
practice specialty and practice location(s). All physicians with
addresses outside of Hawai‘i were excluded from this analysis
unless found to be practicing in Hawai'i or evaluating/treating
Hawai‘i residents (for example teleradiology). The research
team used participating provider/staff lists and searched public
sources (internet, yellow pages and healthcare directories) to
identify practice locations and obtain physician contact infor-
mation. Physician year of birth and gender were obtained from
licensure records and public sources. Community contacts were
queried to confirm providers practicing in their communities.
The researchteam contacted physician offices to obtain/confirm
practice location, specialty, and hours worked per week when
necessary. If a provider office could not be reached but the
provider was confirmed as working in the community by two
or more sources, their hours worked were estimated by infor-
mation provided. Specialties were determined by the listing in
the American Board of Medical Specialties (AAMS) }? provider
lists, and contact with physician offices. All data is stored in a
secure access database.

Although no licensure survey was conducted with physician
assistants and advanced practice nurse practitioners, electronic
searches,community contacts, and medical groups were queried
regarding provider locations and whether specialty was in pri-
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mary care. The dataon primary care providers (MD,DO,APRN
and PA) was combined for mapping and tracking purposes.

Estimates of future physician supply were based on training,
retention and licensure data. Between 85 and 90 non-military
physicians graduate from Hawai‘i residency programs every
year and approximately 76 medical students will graduate an-
nually (66 at the University of Hawai‘i John A. Burns School of
Medicine, and 10 osteopathic physician students from the A.T.
Stills University site at Waianae Coast Comprehensive Health
Center). The AAMC reports that 40%-50% of the graduates of
Hawai‘i training programs are actively practicing in Hawai‘i.5
Analysis of physician licensure numbers suggests that about
100 new physicians started practice in Hawai‘i each year during
2006-2009. While there is no comprehensive data available on
physicians having left practice in Hawai‘i, year of birth data
provides estimates of the number of physicians turning 65 in a
given year (a proxy for retirements).

Provider Demand Analysis

Estimates of current and projected future demand for physician
services came from a Physician Demand Model created by The
Lewin Group.” The proprietary model has been used to produce
demand estimates for national associations and the Federal Bu-
reau of Health Professions.” The demand model utilized national
healthcare use and delivery patterns to calculate specialty and
setting specific provider-per-population ratios by patient age,
gender, race/ethnicity, obesity status, and insurance status for
physicians, nurse practitioners, and physician assistants. These
ratios, combined with population estimates and projections by
Hawai‘iregion, produced estimates of physician demand under
alternative healthcare delivery scenarios. The major datasources
used to estimate these ratios include:

» 2005-2008 data from the National Ambulatory Medical
CareSurvey, National Hospital Ambulatory Medical Care
Survey, Nationwide Inpatient Sample and Medical
Expenditure Panel Survey to model healthcare use by
delivery setting and population group;

* 2008 American Medical Association Masterfile Database
to estimate number of physicians by self-reported primary
specialty;

* data from various years from the American Medical
Association, the Medical Group Management Association,
the American Board of Internal Medicine Practice
Characteristics Survey, and other published sources on the
amount of patient care time physicians spend by healthcare
delivery setting;

* 2008 American Community Survey and 2007-2008
Behavioral Risk Factor Surveillance System to provide
Hawai'‘i-specific estimates of, respectively, uninsured and
obesity rates by demographic; and

» US Census Bureau population projections for the civilian
population of each island.

Some exceptions were made for the Hawai‘i model due to
the geographic differences from the continental United States.
Emergency Medicine physician demand was calculated based
on local hospital and emergency department volume rather than
using national patterns of care use and delivery. An assumption
was made that minimal staffing of a full time ED was 5 FTEs.
Similarly, critical care patterns of care delivery were expected
to differ in Hawai‘i compared to the US average. Therefore for
critical care we used current supply as an estimate for demand
(under the assumption of no current shortfall of critical care
physicians). Similarly, it is commonly accepted that Psychiatry
isunderutilized nationally so applying national use and delivery
patterns would underestimate demand in Hawai‘i. Therefore,
current demand for child and adult psychiatrists was estimated
at the current supply level until further research can better
identify demand.

Due to uncertainty regarding future healthcare use and de-
livery patterns, demand was projected under several scenarios.
A baseline scenario extrapolated current use and delivery
patterns to the future population taking into account changing
demographics. This scenario also includes a projected modest
increase in demand associated with expanded medical cover-
age starting in 2014 based on provisions in the national 2010
Affordable Care Act. This scenario assumed that health care
use patterns for the newly insured in each demographic group
would move from current patterns to patterns similar to those
of their commercially insured counterparts.

Alternative scenarios assumed modest improvements in
provider productivity and rising per capita use of ambulatory
services. Improvements in technology (such as expanded use
of decision support systems and electronic medical records)
hold the potential to improve provider productivity. Analysis of
National Ambulatory Medical Care Survey data over the past
decade suggested that for the population aged 40 and older,
there is a trend towards higher per capita use of ambulatory
services (even after controlling for changing demographics).’
Such a trend could continue over the next decade if there is
greater use of patient centered medical homes, accountable care
organizations, orother concepts that increase use of ambulatory
services (with the goal of preventing expensive hospital-based
services). Under this scenario, the per capita annual number of
ambulatory visits continues to rise each year by approximately
1.6%,1.7%,and 2.9% among the age 45-64,65-74,and 75 and
older populations, respectively. This scenario produced a higher
estimate of demand for specialties that provide predominantly
ambulatory-based services. These proprietary analyses were
conducted by The Lewin Group and are represented in Tables
| and 2.
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Table 1. Projected Demand for FTE Physicians Using Different Scenarios as Calculated by The Lewin Group

Impact + | + | + + . =

Baseline Scenario Increasing Per Combined Scenario
Starting Year Changing Health Care C: pilt)a lUtse " lncr;asLng F.'rfwider
g Demand Demographics Reform rsner:izeosry i i te Demand
2008 3410 - - - 3410
2009 40 10 (20) 3,440
2010 80 20 (30) 3,480
2011 130 40 (50) 3,530
2012 180 - 50 (70) 3,570
2013 240 - 60 (90) 3,620
2014 290 20 80 (110) 3,690
2015 340 20 100 {130) 3,740
2016 390 20 110 (150) 3,780
2017 440 30 130 (170) 3,840
2018 500 20 150 (190) 3,890
2019 550 20 170 (210) 3,940
2020 600 30 190 (230) 4,000
Table 2. Projected FTE Physician Demand by Region (Baseline Scenario) from The Lewin Group
Year State i
Hawai‘i (Big Island) O‘ahu Kaua'i Maui
2008 3410 470 2,390 170 380
2009 3,450 480 2,410 180 380
2010 3,500 490 2,440 180 390
2011 3,530 500 2,460 180 390
2012 3,590 520 2,490 180 400
2013 3,640 530 2,510 190 410
2014 3,730 560 2,550 190 430
2015 3,770 570 2,570 200 430
2016 3,830 590 2,600 200 440
2017 3,880 600 2,630 200 450
2018 3,930 620 2,650 200 460
2019 3,990 630 2,680 210 470
2020 4,040 650 2,700 210 480
Results

Current and Projected Supply

The number of non-military physicians out of residency and fel-
lowship training that provide any direct patient care in Hawai‘i
(including part time patient care) totaled 3,203 as of January 31,
2010. Of this number, 2,945 worked at least 20 hours a week.
The total FTE of patient-care physicians found working in the
State of Hawai‘i is 2,860. This includes all physician special-
ties, but did not include time spent performing administration,
research and non-patient care education. Of the 8,547 physicians
licensed to practice medicine in Hawai‘i, only one third actually
provided civilian patient-care services in the state.

Projecting future supply of physicians in Hawai‘i was chal-
lenging, as the patterns of practice in Hawai‘i are just now
beginning to be studied quantitatively. Demographic analysis
indicated that 24% of patient care physicians in Hawai‘i are
women and that physicians’ mean age is 52.5 years. In each year
from 2006 to 2009, approximately 100 physicians began practice
in Hawai‘i. While little data on workforce attrition is available
for physicians in Hawai‘i, an estimated 30 physicians left the
Hawai‘i workforce in 2009 for reasons other than retirement
based on review of the newly created database. Furthermore,
overthe nextdecade nearly 1,200 physicians (42% of the current
physician workforce) will reach retirement age (65 or older).
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Therefore, factoring in retirements, the best estimate of physi-
cian supply in the near-term, if no interventions are made, is
that Hawai‘i will suffer a net loss of 50 physicians each year,
despite a growing demand for services.

Current and Projected Demand

Applying the 2008 national physician-to-population ratios
(Lewin Group model described above) to the 2008 popula-
tion in Hawai‘i and adjusting for differences between Hawai'‘i
and the US in demographics, rates of uninsured, and obesity
rates suggested demand for 3,410 FTE physicians. Between
2008 and 2010 demand for physicians in Hawai‘i grew to
approximately 3,500 based on population growth and aging.
Estimates were based on the non-military, resident population
in Hawai'i. To estimate demand by tourists, we used medical
claims to calculate the percentage of physician encounters that
involved patients whose ZIP code was from outside Hawai'‘i.
For example, approximately 4.5% of encounters by Hawai‘i
emergency physicians were for patients with an address outside
of Hawai‘i. Across all medical specialties, patients from outside
Hawai‘i accounted for approximately 1.4% of physician ser-
vices (equal to demand for approximately 50 FTE physicians).
This demand by non-residents includes approximately 5 FTE
emergency physicians, 15 FTE primary care physicians,and 30
FTEs across all the other specialties combined. Primary care
specialtiesinclude: Family Medicine,General Practice, General
Internal Medicine, General Pediatrics, and Geriatrics.

We projected future demand for physicians in Hawai‘i under
alternative scenarios, starting with a demand estimate of 3 410
FTEs in 2008. Between 2008 and 2020, growth and aging of the
population is projected to increase demand by 600 FTEs (Table
1). Expanded medical coverage under Health Care Reform will
likely increase demand by 20-30 FTEs starting in 2014. Under
the baseline scenario, by 2020 demand for physicians is likely to
increase to approximately 4,040 FTEs. If the trend of increasing
per capita use of ambulatory services continues, then by 2020
there could be an additional demand for approximately 190
FTEs. However, if there were modest (0.5% per year) gains in
physician productivity, by 2020 the same level of care could
be provided by 230 fewer physicians than projected under the
baseline scenario. In the aggregate, the decrease in demand
from modest productivity gains offset the trend towards higher
per capita use of ambulatory services suggesting that by 2020
Hawai‘i will require approximately 4,000 FTEs to provide a
level of care comparable to the current US level of care.

The trends, in isolation, form a range of estimates. If health-
care use and delivery patterns remain constant, then by 2020
Hawai‘i would need slightly more than 4,000 FTEs to provide
the current national level of care. If per capita use of ambulatory
services were to continue rising, in the absence of productivity
gains, then by 2020 demand would rise to over 4,200 FTEs. If
there were productivity gains and no increase in per capita use
of ambulatory services, then demand would be approximately
3,800 FTEs. This provides a range of 3,800 to 4,200 FTEs, with
demand most likely to be approximately 4,000 FTEs by 2020
as demonstrated in Figure 1.
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Figure 1. Projected Demand through 2020

HAWAI'l JOURNAL OF MEDICINE & PUBLIC HEALTH, APRIL 2012, VOL 71, NO 4. SUPPLEMENT 1

8



i N U S T N ST P I |

£ NI L P PPFE RN ST RS S i 14

1
|

]

= 16391
Supply |

i

]

A2 i

_i

1

2010 2012 2014 2016 2018 znzo,

Year

Figure 2. Supply and Demand Forecast

Demand growth will be uneven across medical specialties.
Between 2010 and 2020, FTE demand for primary care physi-
cians is projected to grow from 1,240 to 1,430 (15%); demand
for internal medicine subspecialties is projected to grow from
460 to 540 (17%); demand for surgical specialties is projected to
grow from 690 to 790 (14%); and demand for other patient care
specialties is projected to grow from 1,100 to 1,250 (14%).

With 2010 FTE supply and demand of approximately 2,860
and 3,500, respectively, this would suggest the state is short
approximately 640 FTEs. However, in some specialties the avail-
able supply slightly exceeds projected demand. Summing the
shortfall across those specialties where demand exceeds supply
suggests a shortfall of approximately 670 FTE physicians. Of
this, approximately one half is primary care (with the shortfall
primarily among family practice and general internal medicine)
and a significant shortfall for cardiology, neurosurgery, infec-
tious disease and general surgery.

Adequacy of Supply by Hawai‘i Region

Projected growth in demand will be uneven across regions,
reflecting differences in demographics and Census Bureau
projections of population growth (Table 2). Across Hawai'i,
demand is projected to grow approximately 15% between 2010
and 2020 (see figure 2). In percentage terms, growth is highest
on the Big Island (33%) and Maui (23%), followed by Kaua‘i

(17%) and O‘ahu (11%). In absolute terms, the increase in
demand of approximately 540 FTEs between 2010 and 2020
(under the baseline scenario) comes primarily from O‘ahu
(+260 FTEs) and the Big Island (+160), followed by Maui
(+90) and Kaua‘i (+30).

Finally, based onan analysis of medical claims that indicate the
ZIP code of patients who received care, we calculated demand
for physicians in each region (controlling for demographics).
Summary findings from this analysis suggest that patients on
Oahu have greater access tospecialist services but use relatively
fewer primary care services.

Primary Care Data Analysis

ArcGIS mapping software was utilized to map current (2010)
supply and demand of the Hawai‘i primary care workforce (DO,
MD, PA,APRN) based on the calculations described above and
the information in Table 3 (see figure 3).

Discussion

Prior to this analysis, healthcare experts in Hawai‘i generally
accepted national estimates based on AMA Masterfile data in
which the state consistently ranked in the top ten in terms of
physicians per population.? The data now shows that Hawai‘i
is at least 600 physicians, or 15 to 20% short of the number
needed to provide services comparable to the nation as a
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Tabe 3. Supply and Demand Estmales for Primary care Physdan Assisiants and Nurse Pracfioners 2011

Kaua'i O'ahu Lana‘i Moloka‘i Maui (B:'Iga;:,aal,:d)
Physician Assistants (primary care) 4 37 0.2 0.4 75 1
Demand ] . '
Physician Assistants (primary care) 26 86 0.0 0.0 95 4
Supply ' ' ' ' '
Nurse Practitioners (primary care)
Dot 16 175 0.7 1.7 336 45
Nurse Practitioners (primary care) 82 113.4 0.8 16 16 30.9
Supply ' ) : ' . :

Source(s): United States Census Bureau, State of Hawali: EDT, Uni

Worr orta e ates -2011

Figure 3. Primary Care Supply and Demand Comparison by Island

whole. This shortfall may grow to 1,600 providers by 2020 if
systemic changes are not implemented. At present, the greatest
shortages are in primary care, cardiology, infectious disease,
neurology, gastroenterology, and surgical specialties such as
neurosurgery. Furthermore, the state also has a maldistribu-
tion problem, as many shortages are significantly worse on
the neighbor islands.

The study found that if current trends continue, Hawai‘i will
suffer a net loss of practicing physicians every year. Physician
retirement is the single largest contributor to the projected
growing provider shortage, although population growth and
aging also play a significant role by increasing demand. Unfor-

tunately, as the national physician shortage worsens, Hawai‘i
should expect to encounter growing competition for doctors
from communities throughout the country, which may limit the
inflow of physicians and put Hawai‘iin an even more precarious
position with respect to providing consistent access to medical
care.

Study Strengths and Limitations

Estimates of current supply reflect a labor intensive process
to account for each active physician in Hawai‘i and found
significant discrepancies between the number of physicians
licensed to practice in the state and those actually providing
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patient care. The demand analysis uses a standardized approach
and consistent data sources to model supply and demand by
medical specialty and region across Hawai‘i. The study uses
the most recently available data, with the approach consistent
with that used by the Federal Bureau of Health Professions and
national professional associations.

Limitations of this study include the use of average US utili-
zation statistics, which may vary from Hawai‘i utilization rates
even after adjusting for differences in demographics, rates in
medical insurance coverage, and obesity rates. Hawai‘i, which
has the nation’s lowest Medicare physician and hospital spending
per beneficiary,’ also has indigenous groups with greater health
challenges than most of the US population and a very diverse
ethnic mix. While current patterns of care delivery reflect the
realities of the health care system in terms of access to care, these
patterns do not indicate true need for services. For specialties
such as psychiatry where there is a national perception of under-
supply, utilization will be lower than actual need. Furthermore,
this analysis does not factor in productivity issues related to
generational and gender changes in the workforce or the likely
growth of the “concierge medicine” business model, which all
decrease available physician supply. The scenario modeling
productivity increases are based on conservative assumptions,
but little information is known about how implementation of
new technologies will affect physician productivity. On the
supply side, physician hours worked and retirement patterns
in Hawai‘i and propensity to move out of the state are not well
understood.

The authors realize that this study is very physician-centric
and that the picture of healthcare in Hawai'‘i is incomplete
without better information on other primary care providers,
particularly physician assistants and nurse practitioners. While
further research will be performed in this area, a particular
challenge faced by researchers was finding practice locations
for providers who do not advertise in phone books or on the
Internet. Although91% of physicians whorelicensed online filled
out part of all of the survey described above, such a survey was
not implemented for physician assistants or nurse practitioners.
While there are less than 100 full time practicing physician as-
sistants, there are over 300 full-time equivalents of practicing
nurse practitioners, many of whom are employed by medical
practices or groups, but not publicized, so the researchers could
not be sure all practicing primary care APRNs were identified.
Therefore the all-provider primary care maps in Figure 4 may
reflect an under-documentation of nurse practitioners and this
will be further examined.

Other limitations include difficulty in assessing the use of
telemedicine in Hawai‘i. However, utilization is very low as
assessed by the Pacific Basin Telemedicine Association, and
it is a target area for meeting workforce shortages. The fact
that only a third of the physicians licensed in Hawai‘i actually
practice patient care is an area for further study. Initial inves-
tigations indicate this is a result of the high military presence
(the fact that military providers only need to maintain a license
in one state, but can practice elsewhere for military facilities),

the low licensure fees, the possibility that some providers hope
to move to Hawai‘i, and the tendency for retired physicians to
maintain their licenses. Finally, it is difficult to compare the
result to findings in other states, as there is no comparable data
collection and analysis performed in the US to date. However,
the authors believe that the counting of FTEs directly (instead
of estimating based on national databases), and the use of a
national model for demand was the most practical method to
follow in order to obtain a statewide demand picture.

Future Research

The above limitations suggest important areas for future research.
Future research will include tracking practice location of physi-
cians trained in, entering and leaving practice in Hawai‘i, as
well as collaborative efforts to identify all practicing providers.
Inclusion of questions in the Hawai‘i Health Survey regarding
whether patients are able to obtain needed services will help
inform the research base. Finally, a qualitative analysis of
needs for psychiatric services is being designed to better assess
demand in Hawai‘i.
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Abstract

Background: Native Hawaiians and other Pacific Islanders (NHOPI) have high
prevalence of overweight status, obesity, and hypertension, as well as high
rates of asthma and cancer mortality. Some barriers to health care delivery
for this population are a physician shortage in Hawaii and a geographical
maldistribution of actively practicing physicians. This study examines the
distribution of NHOPI physicians comparedto the NHOP! populationin Hawai'i
through Geographical Information System choropleth mapping.

Methods: The maps and results were gathered and constructed from Census
Tract data from the US Department of Commerce, the Census Bureau, the
Physician Workforce Assessment, and the ‘Ahahui o na Kauka repors.
Results: With the exception of East Honolulu, all areas of Hawai'i show
drastic disparities in the ratio of NHOPI physicians to NHOPI populations as
compared to the ratio of total physicians to the total population.
Discussion: Given the NHOPI physician shortage and their geographical
maldistribution, this study underscores theimportance of increasing the number
of NHOPI medical school applicants, graduates, residents, and physicians in
permanent active practices in rural areas and the neighbor islands. Current
institutional and academic programs, such as the John A. Burns Schoo! of
Medicine, Imi Ho'ola, and the Native Hawaiian Center of Excellence, are
contributing to resolving some of the health disparities and should consider
expanding their efforts.

Background

“Native Hawaiians and Other Pacific Islanders,” or NHOPI,
are defined as persons having their origin in any of the original
peoples of Polynesia, Micronesia, and Melanesia.' According
to the 2000 US census, NHOPI represent 0.4% of the US
population or an estimated 1.1 million individuals and there
are currently 236,815 NHOPI living in Hawai‘i. NHOPI have
a disproportionately higher risk for cardiometabolic disease
which includes cardiovascular disease, diabetes, and obesity.?
They also have a higher prevalence of hypertension, asthma,
and stroke along with behavioral risk factors for chronic disease
development such as drinking and smoking.* In addition, they
alsoexperience disproportionate rates of cardiovascular disease
and cancer mortality.’ Furthermore, Native Hawaiians have the
highest age-sex standardized mortality rates and the lowest life
expectancy of all groups in the State .*

Factors contributing to these health outcomes include limited
access to health care, cultural barriers, and poor nutrition and
lifestyle.® Withy and Sakamoto found that there is a physician
deficit of at least 15%-20% compared to the US mainland, es-
pecially in neighboring islands and rural areas of larger NHOPI
population.” The maldistribution of physicians in practice, largely
centered in urban O‘ahu, further aggravate, poor health care
access for these populations. NHOPI residing in rural areas and
neighbor islands must travel outside of their communities in

order to access necessary medical care. A past study conducted
in 2001 showed that Native Hawaiian physicians were more
likely to specialize in primary care than non-Native Hawaiian
physicians. Additionally, the majority of Native Hawaiian
physicians served medically underserved populations®

Ethnic Concordance in Health Care

The cultural values of some Native Hawaiians may be incon-
gruous with Western medical practices.’ Native Hawaiians who
identify with their culture are more likely to obtain care from
traditional healers over biomedically-trained physicians." Be-
cause Native Hawaiians emphasize spiritual conciliation, herbal
supplements,and unity,a greater premium is placed on culturally
sensitive and community-based participatory approaches to ho-
listically heal the patient.' Furthermore, within the sociocultural
context of the problematic “locat diet,” which comprises high
salt, carbohydrates, meat, and fat intakes, many patients find
difficulty in adhering to unrealistic and non-pragmatic foreign
dietary plans." As aresult, physicians with similar cultural and
ethnic/racial background as these patients may be able to tailor
more appropriate health interventions. Furthermore, several
studies have demonstrated a particular correlation between the
ethnic concordance (eg, having a Native Hawaiian or Pacific
Islander physician caring for a Native Hawaiian or Pacific Is-
lander patient, respectively) of patient-physician interactions
and a number of patient-related outcomes, such as satisfaction,
provider preference, and quality of care."*!* In summary, so-
cioeconomic disparity, lack of cultural understanding, and the
physician workforce shortage further challenge proper health
care, especially in medically underserved areas.

In this paper, we will examine the extent of Native Hawaiian
and Other Pacific Islander (NHOPI) physician distributions in
comparison to their respective ethnic population through Geo-
graphical Information System choropleth mapping.In addition,
we aim to explore the historical trends of NHOPI population
growth and potential proposals to ameliorate the growing health
disparities and physician shortage in these populations.

Methods

Data were obtained from the sources listed bglow to determine
population and doctors by ethnicity (NHOPI). The results were
analyzed as a density ratio measurement from the population
and doctor aggregates for (1) the total population of Hawai‘i
and (2) the NHOPI population of Hawai‘i.

HAWAT'T JOURNAL OF MEDICINE & PUBLIC HEALTH, APRIL 2012, VOL 71, NO 4, SUPPLEMENT 1

13



Geographic Information System Mapping
NHOPI population data and digital base maps were collected
from the US Department of Commerce, Census Bureau (data
File P194-471,2010).The most current public digital base maps,
which include shapefiles at the state, county, zip codes, and
census tract levels, were obtained for mapping purposes.
The State of Hawai‘i was subdivided into nineteen regions
initially based on zip code level health insurance claim data
from 2006.Zip codes were combined torepresent regions whose
resident populations displayed similar healthcare utilization pat-
terns. For the purposes of this paper, these regions were revised
to coincide with 2010 census tract boundary and population
data released by the US Census Bureau (Figure 1)."
Choropleth maps are quantitative thematic maps and com-
mon cartographic techniques are used to display area-aggre-
gated data. In healthcare research, choropleth maps are often
used to display a statistic, such as disease rates or risk ratios.
Typically, these regions are distinctively shaded according to
a color-based classification scheme of varying intensity and
communicate how a statistic varies across a geographic area.In

this research, Environmental Systems Research Institute (ESRI,
Redlands,CA) ArcGIS 9.3.1 software was used to map the ratio
of NHOPI physicians to NHOPI populations. Amonochromatic
progression was used to depict the NHOPI-specific ratios across
each region. Lighter shaded areas indicate lower physician-to-
population ratios whereas darker shaded areas indicate higher
physician-to-population ratios. The physician-to-population
ratio was calculated for each region according to the following
formula:

Pregion = (ZPhysician FTE '/ XTotal Population
where FTE stands for full-time equivalent.

) *¥10,000

region

Population data were obtained from the 2010 US Census and
aggregated from the census tract level into regional divisions
that previously displayed distinct healthcare access patterns
within the State of Hawai‘i.”Regions within the State of Hawai‘i
were created using healthcare utilization patterns and distance
to services (Table 1). As of July 29th, 2011, the US Census
Bureau has not released civilian-only population estimates for
the State of Hawai‘i.

STATE OF HAWAI'I - Region Names
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Source(s): United States Census Bureau, University of Hawaii: HI/Pacific Basin AHEC

Raevised 11/22/2011

Figure 1. Region division of physician usage patterns in Hawai'i based on US Census Tract and health insurance data.
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Physician Workforce Database

The physician workforce assessment database was compiled
using a combination of Hawai‘i and national data, the ag-
gregates of which were provided by Kelley Withy and David
Sakamoto. Human subjects research exemption was obtained
for this project from the University of Hawai‘i Institutional
Review Board (#15107).

Ethnicity data from the above mentioned physician workforce
database were confirmed, and additional Native Hawaiian
physicians were identified using membership data from the
‘Ahahui 0 na Kauka report from the Native Hawaiian Center
of Excellence. ‘Ahahui o na Kauka is a non-profit organization
of Hawaiian physicians dedicated to improving the health of
Native Hawaiians. The Native Hawaiian Center of Excellence
is an initiative funded by the US Department of Health and
Human Services to promote Native Hawaiian health through
education, research, and community initiatives. The remain-
ing physicians were identified through key informants in the
Hawaiian physician community.

Results

There are 2,860 FTE physicians practicing in the State of
Hawai‘i; the most recent census data indicate a total population
0f 1,360,301 (including military) for a physician-to-population
ratioof 21 per 10,000, with arange of 1.1 (Lana‘i Island) t0 39.9
(Honolulu, O*ahu, the primary urban center). As demonstrated
by the geographic information system mapping, Hawai‘i faces
drastic geographical disparities in the total physician cover-
age (Figure 2). One hundred and eighteen Native Hawaiian

physicians were identified providing patient care in Hawaii as
of 2010 for a total of 105.5 Full Time Equivalents of care. Of
these physicians, 96 graduated from John A. Burns School of
Medicine (81%).

NHOPI residents make up 26.2% of the total Hawai ‘i popula-
tion and 3.7% of the total Hawai‘i physician workforce, which
translates to an average ratio of 2.96 NHOPI physicians per
10,000 NHOPIs. After separating Native Hawaiian physicians
from other Pacific Islander physicians, Native Hawaiian physi-
cians make up 3.4% of the total physician workforce and other
Pacific Islander physicians make up only 0.3%. These findings
indicate a considerable shortage of NHOPI physician FTE
compared to the physician coverage of the general population
(Figure 3).

Physician-to-Population Ratios (Figure 4)

Honolulu (39.9), East Kaua‘i (38.7), Wailuku-Kahului Maui
(21.4), and North Hawai‘i Island (19.7) had the highest physi-
cian-to-population ratios. Lana‘i Island (1.1), Wai‘anae O‘ahu
(3.8), Wahiawa O‘ahu (5.1), and the North Shore of O*ahu (5.3)
had the lowest physician-to-population ratios. Five additional
regions had ratios of less than 10, including East Honolulu,
Ko‘olauloa O‘ahu, Central O‘ahu, West Kaua'‘i, and Lahaina
Maui.

NHOPI Physician Comparisons

One hundred and seven Native Hawaiian physicians were
identified providing patient care in Hawaii as of 2010. On av-
erage, there are 2.3 NHOPI FTE physicians for every 10,000

Table 1. List of regions utilized in GIS-mapping for physician coverage ratios in NHOPI and total population.
County Island Regions

Hawafi Big Island Kona

Hawai'i Big Island Hilo

Hawai'i Big Island North Hawai'i
Honolulu O'ahu East Honolulu
Honolulu O'ahu Primary Urban Center
Honolulu O'ahu Ko'olauloa
Honolulu O'ahu Central O'ahu
Honolulu O'ahu Ko'olaupoko
Honolulu O'ahu Ewa

Honolulu O'ahu Wai'anae
Honolulu O'ahu Wahiawa
Honolulu O'ahu North Shore
Kaua'i Kaua'i East Kaua'i
Kaua'i Kaua'i West Kaua'i

Maui Lana'i Lana'i

Maui Maui Wailuku-Kahului
Maui Maui Kihei-Wailea-Up Country Hana (KWU)
Maui Maui Lahaina

Maui Moloka'i Molokai

HAWAI'T JOURNAL OF MEDICINE & PUBLIC HEALTH, APRIL 2012, VOL 71, NO 4, SUPPLEMENT 1
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Figure 2. Choropleth ratio representation of Total Physicians to Total Population in Hawai'i per 10,000.

NHOPI residents in the state of Hawai‘i. The highest ratio of
NHOPI physicians to NHOPI population is seen on the island
of Moloka'i (6.6), while there were zero NHOPI physicians
on the island of Lana‘i, Lahaina Maui, and the North Shore
of O‘ahu. Following Moloka‘i, the next highest ratios were
observed in East Honolulu (6.1) and Honolulu (6.0), both on
the island of O‘ahu, and in Kona (3.9) on the island of Hawai‘i.
In addition to the previously stated locations with zero NHOPI
FTE physicians, the next lowest ratios were observed on Ki-
hei-Wailea-Up Country-Hana(1.0) of Maui, and the cities of
Wai‘anae (0.8), and Wahiawa (0.3) on the island of O‘ahu.

Discussion

Maldistribution of Physicians in Hawai‘i

According to the Hawai‘i physician workforce assessment, the
state is short 600 physicians or 15%-20% from that needed to
provide services on par with the national average utilization of
physician services.” O‘ahu’s primary urban center, Honolulu,
has the largest physician-to-population ratio in the state with

the highest population (430,548) and the largest number of
physician FTEs (1,716). Areas such as East Kaua‘i, Wailuku-
Kahului and North Hawai‘i have relatively small populations
and have adequate physician-to-population ratios. Conversely,
in areas such as Lana‘i (1.1) and Wai‘anae (3.8), the physician
FTE is dramatically less in comparison to the region’s popula-
tion. For example, Wai‘anae’s population is about 3 times larger
than that of East Kaua‘i, but Wai‘anae has less than .01 of the
physician FTEs.

This disparity reflects the general maldistribution of physi-
cians, with a predilection for certain rural areas and neighbor-
ing islands (Figure 2). Access to healthcare services can be
an important determinant of health outcomes. Consequently,
people living in districts with lower physician-to-population
ratios may experience greater difficulties in receiving proper
healthcare. As noted by Aday and Anderson more than three
decades ago, access is multi-faceted and relies on a number of
components besides the existence of healthcare providers.!6
Economic, organizational, and socio-cultural factors must also
be considered to examine possible barriers to access.
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Figure 3. Choropleth ratio representation of NHOPI Physicians to NHOPI Population in Hawaii per 10,000.

NHOPI Physician Comparisons

A total of 118 Native Hawaiian physicians were identified in
Hawai‘i, for atotal of 105.5 FTEs. Even in the regions with the
highest NHOPI physician-to-NHOPI population ratios such as
Moloka‘i (6.6), East Honolulu (6.1) and Honolulu (6.0), these
ratios are approximately 27 times less than the ratio of total
physician-to-population. We observed a general trend (the over-
all predilection of the geographical maldistribution falling on
rural areas and the outer islands) between the regions with the
worst ratios: Lana‘i Island, Wai‘anae, Wahiawa and the North
Shore of O‘ahu. This reflects both overall physician workforce
shortage and the disparity demonstrated by the low number of
NHOPI physicians. It also reveals a substantial demand for
services in regions outside of O‘ahu’s urban center that tend to
be populated heavily by NHOPI patients. In all cases, NHOPI
physicians are both too few and maldistributed with respect
to the NHOPI population. Again, we see the least favorable
physician-to-population ratios are clustered in the neighboring
islands and rural communities of O‘ahu (Figure 3).

Of the 23 hospitals in Hawai'‘i, 13 are located in rural areas.
Nine are classified as critical access hospitals by the Flex critical
monitoring team. There are currently no level I trauma centers
in the state. The Queen’s Medical Center, located in Honolulu,
designated level II, serves the most patients in the state.'” Rural
communities on O‘ahu rely on two regional health clinics, thus
exhibiting gross geographical disparities in terms of access
to major health centers. This problem is further compounded
for residents on the neighboring islands where transportation
to O‘ahu is limited to commercial air flights. In 2009, 90.5%
of Native Hawaiian adults self-reported receiving any health
coverage in comparison with 92.8% of Caucasians, 93.4%
of Filipinos, 95.4% of Japanese, and 92.7% statewide.'* On
O‘ahu, a smaller disparity between urban Honolulu and central
and western regions was noted, which implies that physician
maldistribution is a factor contributing to limited healthcare
access and thus, may worsen health outcomes.
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Figure 4. Comparison of Physician to Population ratio in NHOPI and in Total Population in the State of Hawai'i per 10,000.

Historical Trend of NHOPI Physicians

In 2001, a study was conducted by Else, et al, in which the
practice locations of Native Hawaiian physicians in Hawai‘i
was analyzed in comparison to the distribution of the Native
Hawaiian population.® The Native Hawaiian physician data
used for this study were from a database compiled by the
Native Hawaiian Center of Excellence, and was current as of
1998." This study found that only about 4%, or 104 of about
2400, of practicing physicians in Hawai‘i were Native Hawai-
ian. In contrast, 18%-22% of the total population of the state
was identified by the 1990 US Census as Native Hawaiian. In
addition, it was found that a vast majority of Native Hawaiian
physicians practice in urban areas, with 72% of those on O*ahu
practicing in Honolulu.

The 2010 census indicates that the number of NHOPI in the
general population of Hawai‘i has increased to 26.2%. This
study found that Native Hawaiian physicians made up about
3.3% of the total FTE physicians in Hawai‘i, which is similar
to the proportion found in the 2001 study (4%). However, this
study also found that there is a decrease in the ratio of Native
Hawaiian physicians to Native Hawaiians in the total population
between 2001 and 2010. The disparity is thus worsening. These
findings with regard to Native Hawaiian physician distribu-
tion are similar to those from the 2001 study with a majority

of Native Hawaiian physicians in the state practicing in urban
O‘ahu.

Areas of High Disparities

The high physician-to-population ratios can result from a large
population of physicians, a low total population utilizing their
services, or a combination of both; the converse is true for
low ratios. We aim to highlight these particular areas of high
disparities for two reasons: low ratio extremes indicate a drastic
shortage of physician coverage and high ratio extremes can
mask the reality of health care accessibility through inflating
the averages on a statewide level.

Asdemonstrated by the choropleth mapping, one of the high-
est ratios of NHOPI physicians to NHOPI population is found
in Honolulu (6.0), which hosts the highest number of NHOPI
residents in the state (80,338) and contains the single largest
population of NHOPI FTE physicians (48.3). Conversely, the
second largest NHOPI population in the State of Hawai‘i is
located in Wai‘anae on the Leeward Coast of O‘ahu (45,173)
and despite having NHOPI population numbers exceeding
50% of the Honolulu, Wai‘anae has 13-fold less NHOPI FTE-
physicians to serve its community. The island of Moloka'i is
the only neighbor island to exceed the NHOPI FTE-physician
per 10,000 population ratio of 2.1-5.0, particularly achieving

HAWAI1 JOURNAL OF MEDICINE & PUBLIC HEALTH, APRIL 2012, VOL 71, NO 4, SUPPLEMENT 1

18



the highest ratio as well (6.6). Moloka‘i has a ratio of NHOPI
physicians to NHOPI population 20 times that of Wahiawa, the
region with the smallest ratio (0.3). It was nearly 8 times better
than the next smallest ratio in Wai‘anae (0.8).

The worst disparities were noted in Lana‘i Island, Lahaina,
Maui, and the North Shore of O’ahu, regions with no NHOPI
physicians at all. Of the remaining regions, two had less than
or equal to one NHOPI physician per 10,000 population,
namely West Kaua‘i and Kihei-Wailea-Up Country-Hana,
Maui. Therefore, nearly 40% of the represented regions had a
NHOPI physicians-to-NHOPI population of less than or equal
to one. In contrast to the total physician-to-population ratio,
whose lowest ratio is 1.1 per 10,000 on Lana‘i, over half of the
regions had greater than 10 per 10,000 population.

Proposed Remedies

The disproportionate ratios of NHOPI physicians to the NHOPI
population require a multi-dimensional approach to alleviate
physician coverage disparities. Others have proposed a variety
of interventions to address the general physician shortages via
loan repayment programs, tort/legislative reforms, medical com-
munity mentorship and improving professional and financial
environments.”*2' With the problems rooted in total number
of NHOPI physicians and geographical maldistributions, our
proposed solutions focus specifically on institutional and aca-
demic reforms in order to (1) increase the number of NHOPI
physician applicants, graduate and residency programs, and
(2) encourage permanent active practices in rural areas and
neighbor islands.

The training of more Native Hawaiian physicians at the in-
stitutional level is one component that may play an important
role. Since its inception in 1965, the University of Hawai‘i’s
JohnA.Bums School of Medicine (JABSOM) has educated 226
Native Hawaiian physicians. Approximately 50% of physicians
practicing in Hawai ‘i are graduates of JABSOM and the school
is well-positioned to have a positive impact on our physician
population. In fact, the current study indicates that JABSOM
educates 81% of the NH physicians currently practicing in
the State. In the last five years JABSOM has demonstrated its
success in recruiting, accepting, and ultimately graduating a
number of Native Hawaiian applicants but there is always room
for improvement. According to data provided by the Office of
Student Affairs at JABSOM, in the last five years (2006-2010)
only 12% of in-state applicants to JABSOM were of Native
Hawaiian descent, indicating that recruitment efforts must be
increased to broaden the number of qualified Native Hawaiian
students who choose to apply. Within that same period, 23% of
in-state Native Hawaiian applicants were admitted (excluding
those matriculating through the Imi Ho ‘ola [“those who seek to
heal”] program) compared to 26% of the total in-state applicant
pool. Data on graduation rates are currently limited. Between
2001 and 2006, 42 Native Hawaiian students matriculated at
JABSOM (including Imi Ho‘ola students). Within 4 years of
matriculation, 39 Native Hawaiian students have graduated, for
aminimum graduation rate of 92.9% during that five-year span.
These numbers indicate that JABSOM has played a key role in

educating Native Hawaiian physicians and must continue to do
so in the future.

It is evident that JABSOM has taken on the challenge of
increasing the diversity of Hawai‘i’s physician workforce by
integrating and supporting the /mi Ho'ola Post-baccalaureate
and Native Hawaiian Center of Excellence (NHCOE) programs
at JABSOM’s Department of Native Hawaiian Health. The Imi
Ho’ola program s a 12-month post-baccalaureate program that
has provided an alternate pathway to medicine for over 200
college graduates for over 30 years. The Imi Ho'ola program
accepts individuals of any race or ethnicity who demonstrate
a socially, educationally, or economically disadvantaged back-
ground and a strong, personal commitment to practice medicine
in areas of need in Hawai'i and throughout the US Affiliated
Pacific Islands. Since its inception in 1973, over 200 of the /mi
Ho’ola post-baccalaureate program graduates are currently
enrolled or have graduated from JABSOM, 40% of whom are
Native Hawaiian.

NHCOE has been in existence for 15 years and is funded
by the US Department of Health and Human Resources. Their
overall mission is to improve the health of Native Hawaijans
througheducation, outreach, research, faculty development and
ultimately increasing the number of Native Hawaiian physi-
cians.

Limitations

Although data were collected for the most recent (2010) census
on Native Hawaiians as distinct from Other Pacific Islanders,
this data had not been released by the US Census Office at the
time this paper was written. Data used for population mapping
purposes were therefore an aggregate of Native Hawaiian and
Other Pacific Islander, as these were the only data that had been
released. From the Hawai‘i/Pacific Basin Area Health Educa-
tion Center practicing physician database, we identified only
8.2 FTE Other Pacific Islanders physicians versus 97.25 FTE
Native Hawaiian physicians, which may serve to exaggerate
the shortage of Native Hawaiian physicians when looking at
the NHOPI composite. Furthermore, civilian-only population
data were not available. Further data mapping will be warranted
on these two populations separately when such data are made
available by the US Census Office.

There is currently no research indicating that Native Hawai-
ians prefer receiving care from Native Hawaiian physicians or
that such race-concordant care leads to better health outcomes
in the Native Hawaiian population. By identifying all Native
Hawaiian physicians in Hawai‘i and analytically mapping their
practice locations to areas in which Native Hawaiians access
health care, future steps can be taken to elucidate the extent of
these preferences as well as any patterns of quantitative health
outcomes that may exist.

By determining the patterns of Native Hawaiian physician
service, factors influencing practice location can begin to be
addressed. Further research can elucidate those values and
priorities that lead physicians to practice in well-served or
under-served areas and strategies can then be formulated for
attracting more Native Hawaiian physicians to areas of need.
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Addenda

Nomenclature and Abbreviations
The following abbreviations are utilized to discuss the relationship and distribution of
physician coverage in Hawai'i based on FTE.

FTE = Full Time Equivalence; an FTE of 1.0 means that the physician practices
full-time

NHOP! = Native Hawaiian and Other Pacific Islander

NHOPI Physicians [Number]
NHOPI Population [Number]

= NHOPI physician-to-NHOPI population ratio

Total Physicians [Number] trvsic o .
Total Population {Number] ~ physician-o-populstigniatio
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Addressing the Physician Shortage in Hawai‘i: Recruiting Medical
Students Who Meet the Needs of Hawai‘i’s Rural Communities
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and Kelley Withy MD, PhD

Abstract

Background: Past studies in the continental US have demonstrated that
students from rural areas and those who go into primary care are more fikely
to practice in rural areas than urban-born and specialty physicians.
Methods: This study uses two separate data sefs to examine whether
medical students and young physicians in Hawai'i follow the same pattern.
A retrospective study of graduates of the University of Hawai'i John A. Burns
School of Medicine from 1993-2006 was performed examining the relation-
ship between practice location and high school attended for those practicing
in Hawai'i. In addition, a survey was conducted with the first, second and
third year medical students examining their practice intentions as related to
where they grew up. Both data sets were analyzed using Chi Squared tests
to determine the significance of associations between individuals from rural
backgrounds practicing or intending to practice in rural areas.

Results: The relationship in both cases showed that students and physicians
from rural areas were more likely to practice in rural areas. However, 81%
of all respondents reported being willing to consider practicing in rural area,
especially if lifestyle, work environment, and employment opportunities were
favorable.

Discussion: If the State of Hawai'i wants to expand the physician workforce
in the rural areas of Hawai'i, recruiting more students from rural areas and
increasing desirability of rural practice seltings are excellent paths to take.

Background

The problem of physician shortage in rural areas is not new'
and given current supply and demand trends, it is expected to
worsen with time.>*Within rural sections of the country, there is
a higher prevalence of poverty and chronic disease, the popula-
tion is typically older, and a greater proportion of residents are
without health insurance or receive Medicaid or Medicare .’ Rural
areas of the United States are home to approximately 20% of the
overall population (60 million people) but less than 8% of the
nation’s physicians,*resulting in inadequate numbers of physi-
cians to meet the health needs of rural populations.”8 Primary
care physicians (PCPs) are traditionally the focal providers of
health services in rural areas but their supply is insufficient to
meet the ever-growing demands of these communities.? Physi-
cian supply in shortage areas is resistant to even the strongest
market pressures — during the period between 1980 and 1999,
a time of rapidly increasing aggregate physician numbers in
the United States, primary care was the only practice arena to
show a steady decline in practitioners.'

Several factors have been shown to be predictive of whether
or not a medical student will ultimately choose to work in a
ruralenvironment. There is ample evidence to support the claim
that medical school graduates who were raised in rural environ-
ments are more likely to choose to practice in rural areas.!! The
literature also supports the assertion that interest in rural family

medicine is stronger among students who completed high school
in a small town (population less than 50,000), and have strong
family ties in rural communities.'2 Due to financial constraints
and the weak political feasibility of making major changes to
the US health care system in the near future, a careful policy
approach to altering existing programs affecting physician sup-
ply may be the most realistic means of satisfying the nation’s
current need for physicians in rural areas."’ One cost-effective
approach toaddressing physician shortage is for medical schools
to recruit and select more students who are inclined to seek
careers in rural medicine. A number of US medical schools
have chosen this model and through rural program tracks have
made significant contributions to the physician workforce in
their state’s rural regions."

Methods

Two distinct research projects were conducted to analyze rural
origins and practice locations. The first, a retrospective study
of rural origins and practice location, was conducted using
data on practice location of past University of Hawai‘i John
A. Burns School of Medicine (JABSOM) graduates working
in Hawai‘i, and the second, a survey of rural practice intention
was conducted among medical students.

’

1.Retrospective Study of Rural Origins and Practice
Location

Information on highschool attended was obtained for the gradu-
ates of John A. Burns School of Medicine for the years 1993 to
2009 from the JABSOM Office of Student Affairs. Information
on classes prior to 1993 is stored in paper format, and location
of high school could not be easily isolated from other confi-
dential information, and therefore was not reviewed for this
study. The end date of 2006 was selected to allow graduates
at least five years for residency training, as longer residencies
indicate specialties more likely to be found in urban areas. High
school attended was used as a proxy measure for community
of residence. The zip code of the high school was identified as
either rural or non-rural based on the island where it was located
(O*ahu was considered urban; all other islands rural). Practice
location information was obtained through physician surveys,
internet searches, direct calling, and provider lists as described
by Withy, et al. in their healthcare workforce assessment article
in this edition. Primary care was defined as: Intemal Medicine,
Med-Peds, Family Medicine, General Practice, Pediatrics, and
Geriatrics.
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2. Medical Student Survey of Rural Practice Intention
In a separate 2010 study, a survey was administered to all 186
first through third year medical students present at mandatory
colloquia in the Spring of 2010. A total of 166 JABSOM stu-
dents completed the survey that asked them to identify their
intended location of practice (89% response rate). The study
asked participants if they would consider rural practice and
factors that might influence their choice to practice in a rural
setting. The participants were asked their ideas for recruiting
and retaining physicians in rural areas of Hawai‘i. The purpose,
risks, and benefits of participating in the survey were explained
before it was distributed to class members in compliance with
the University of Hawai‘i Committee on Human Subjects ap-
proval of the study.

Analysis: For both studies “Rural” was defined as Hawai-
ian islands other than O‘ahu and “Urban” as any location on
O‘ahu.

1.Retrospective Study of Rural Origins and Practice
Location

An Excel table was created with high school coded as O for
out of state, 1 for rural, and 2 for urban. Practice location was
similarly coded. Because of the limitations of the data, only
the graduates who were both from Hawai‘i and practicing in
Hawai‘i could be included. The final data set included 177
individuals meeting the criteria. A 2x2 table was developed
and chi square analysis performed to test for an association
between rural origin and rural practice location.

2.Medical Student Survey of Rural Practice Intention
A dataset was created with codes for rural origin and rural
intentions with respect to practice location. If a student listed
multiple practice locations under consideration, then the response
was counted as “rural” if any of the locations met the defini-
tion of rural. Responses from 61 students were excluded from
the analysis because they were either undecided, from outside
Hawai‘i, or intended to practice outside Hawai‘i leading to a
sample size of 105. Again, a chi square analysis was conducted
to compare rural origin to rural intention practice location.
Descriptive responses were included from all respondents.
They were reviewed by two researchers for common themes and
counted in a category upon concordance by the two research-
ers. The most common thematic categories are reported in the
results section.

Results

Of physicians practicing in Hawai'i who graduated from JAB-
SOM during a 9-year period (1997-2006), 20 were identified
as practicing in rural Hawai‘i (Table 1). Nearty half (46%) of
physicians from rural backgrounds who stayed in Hawai‘i chose
to practice in a rural setting, while only 5% of physicians from
non-rural backgrounds chose to practice outside of O“ahu. Thus,
Hawai‘i-schooled physicians from rural settings are nine times
more likely to practice in a rural location than those who did not
go to high school on a neighbor island. After conducting a chi

Table 1. Comparison of JABSOM graduates rural origin vs. rural
practice location, P<0.0001*

Rural Practice | Non-Rural Practice Total
Rural Background 12 14 26
Non-Rural Background 8 143 151
Total 20 157 177

*chi square analysis

Table 2. Comparison of JABSOM graduates type of practice and
rural practice location, P=0.09*

Rural Practice | Non-Rural Practice | Total
Non-Primary Care Specialty 7 86 93
Primary Care 13 71 84
Total 20 157 177

*chi square analysis

Table 3. Comparison of current JABSOM students rural origin

vs. rural practice location intention based on a 2010 survey of
JABSOM medical students regarding practice intention,
P<0.0001

Rural Practice | Non-Rural Practice Total
Rural Background 12 4 16
Non-Rural Background 6 83 89
Total 18 87 105

*chi square analysis

Table 4. Results of a poll of JABSOM students (class of 2010-2013)
on suggestions for recruiting and retaining physicians in Hawait's
rural areas. Listed in order of popularity. Of 134 survey participants,
there were 91 respondents to this question, providing these 140
responses

Student Suggestions

Increased Compensation (40)

Increased Loan Repayment Opportunities (33)

More rural training experiences in medical school and residency (17)

Better facilities, infrastructure, and support on neighbor islands (16)

increased exposure to the culture of rural areas via talks and visits from neighbor
istand physicians (12)

increased recruitment of medical students from rural areas {11)

Improve schools {primary and secondary education) in rural areas (3)

square test, the correlation between rural background and rural
practice was found to be statistically significant (P <.0001). Of
the subset of JABSOM physicians in primary care, 15% chose
to practice in rural Hawai‘i compared to 8% of non-primary care
physicians. After conducting a chi square test there was weak
evidence (P=0.09) foran association between rural practice and
primary care specialty (Table 2). The low statistical significance
of this test is likely linked to the small number of 1993-2009
JABSOM graduates practicing in rural Hawai‘i (12).
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The results of the prospective survey of JABSOM students,
after excluding those from or intending to practice outside
Hawai‘i, 17% responded that they intended to practice in a
rural setting (Table 3). Students from rural backgrounds were
11 times (75% vs 6.7%) more likely to state a rural location as
one of their intended places of practice. While students from
rural backgrounds made up only 15% of the total respondents,
they represented 67% of those with stated intent to practice in
rural settings. The correlation between students’ rural back-
ground and rural intended practice location was found to be
statistically significant (P<.0001). Additionally, though less
than one fifth of the 105 included respondents intended rural
practice, the majority (81%) of the total 166 students polled
said they would consider practicing in a rural location. Factors
they described as possibly influencing their decision included
lifestyle, work environment, and employment opportunities for
boththemselves and their spouses. Survey participant responses
to the question, “What suggestions do you have for recruiting
and retaining physicians in Hawai‘i’s rural areas?” are listed in
Table 4. Participants were not given multiple choice options for
this question and were instead asked to give free-form answers.
The most common responses were increased compensation and
loan repayment opportunities.

Discussion

Although all counties of Hawai‘i currently experience physi-
cian shortages, the neighbor islands suffer more significant
shortages of primary care doctors than O‘ahu, according to
2010 Hawai‘i Physician Workforce Data.'* A number of prior
studies identified being from a rural area as a predictive factor
for working in a rural area. Similarly, studies have shown that
practicing family medicine is predictive of work in a rural area,
particularly when combined with having arural background .2-+6-2!

The results of this study affirm the same is true at JABSOM,
as46% of JABSOM -trained physicians from rural backgrounds
have chosen to practice on the neighbor islands in comparison
to only 5% of those raised on O‘ahu. Furthermore, both current
JABSOM students and past graduates are statistically more
likely to practice in rural areas if they are from an island other
than O*ahu. If JABSOM’s mission is to train doctors for all of
Hawai'‘i, it is reasonable to conclude that in order to produce
more doctors for the neighbor islands, we should increase
recruitment and admission of medical students from locations
with the greatest unmet needs for physicians.

A small number of undergraduate medical schools in the
United States have published outcomes data on their com-
prehensive rural health programs designed specifically to
increase the supply of rural primary care physicians. The most
thoroughly studied of these undergraduate medical programs is
the Physician Shortage Area Program (PSAP), started in 1974
at the Jefferson Medical Cotlege (JMC) in Philadelphia, Penn-
sylvania. Research within the PSAP has identified the selective
admissions process as the most powerful factor influencing
the program’s success.’ Through admittance of students based
largely on their rural background and commitment to family

medicine (but who also meet academic and other admission
criteria), the PSAP is composed of students dissimilar to those
comprising the non-PSAP population at JMC (one study notes
that more than two thirds of PSAP graduates were not accepted
to any other medical school and probably would not have been
accepted under regular admissions to JMC) but the attrition rate
and undergraduate and post graduate academic performance
of PSAP graduates are nonetheless similar.? While other suc-
cessful models differ slightly from the PSAP program in their
curriculum and in other areas, they all share a focus on students
from rural areas and on the practice of family medicine.2*?5

Studies have compared PSAP graduates to non-PSAP gradu-
ates of IMC, and to all medical school graduates in Pennsylvania.
The most recent study was conducted in 1999, and evaluated
the program over 22 years.> The authors found that compared to
non-PSAP graduates, PSAP graduates were three times as likely
to practice in a rural area of the United States (34% vs 11%),
more than three times as likely to practice in an underserved
area (30% vs 9%), four times as likely to practice family medi-
cine (52%vs 13%), and 8.5 times as likely to practice family
medicine while also practicing in a rural area (21% vs2%).
When evaluated on astatewide scale, PSAP graduates represent
1% of all graduates from the state but they account for 21%
of family physicians practicing in rural areas. Importantly,
these physicians are not only more likely to initially practice
in rural areas, they are also statistically more likely to stay.2
Alternately, a 2001 study using a logistic model for predictive
factors found that of the non-PSAP graduates who grew up in
an urban area and did not express an early interest in family
practice, only 1.8% went on to become rural primary care
physicians. Of matriculants who did not participate in PSAP,
non-PSAP graduates who had grown up in a rural area and had
a freshman-year plan for family practice were 75% as likely to
practice rural primary care as PSAP graduates, thus suggesting
that even without a specially designed undergraduate program
to support rural primary care, medical schools could increase
rural physician numbers simply by admitting more students
from rural areas with an interest in primary care.?

Yearly, the PSAP program and five other rural health medical
programs produce over 100 physicians likely to practice pri-
mary care and to enter rural residency programs, an extremely
important resource for rural graduate medical education (GME)
programs and rural communities.”® A 2008 review of these
programs in Academic Medicine revealed that on average,
64% of program graduates were practicing in populations of
< 50,000 and 57% were in rural communities (Table 5).'* Ac-
cording to this study, if all US medical schools were to expand
their class sizes by 30% and include these programs as part of
their expansion, they would produce five times as many rural
physicians as an expansion without these programs. Because
JABSOM is currently expanding its incoming class size, it is
an opportune time to consider a specific rural health program
as it could increase the supply to Hawai‘i’s rural areas much
more than an increase in class size alone.
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Table 5. Specialty and Rural Practice Outcomes of Medical School Programs With a Mission to Increase Rural Physicians™
Study Outcomes: no (%) of program graduates
working in rural communities

Program Medical School Year Started | Sample Size Rural Population <50,000 | Population <25,000

Rural Physician Associate University of Minnesota (UM) 1971 284 167 (59) | 223(79) 192 (68}

Program (RPAP) Medical School {practicing in MN})

869 521 (60)
(practicinginthe United
States.)

University of Minnesota Medical | University of Minnesota Medical | 1972 1264 NA(62) NA (47)

School, Duluth {(UMD) School, Duluth

Upper Peninsula Program Michigan State University 1974 28 NA (50)

(UPP) College of Human Medicine

Physician Shortage Area Jefferson Medical College, 1974 NA NA(76) NA (68)

Program Thomas Jefferson University

Rural Medical Education State University of New York 1989 86 22 (26)

Program (RMED) (SUNY), Upstate Medical

University

Rural Medical Education University of llinois College of | 1993 61 56 (92)

Program (RMED) Medicine at Rockford

Weighted Average (57) (64) (53)

There are potential weaknesses of the current study that need
to be addressed. It should be noted that this analysis does not
take into account the number of UH residency graduates who
ultimately practice in rural areas of the state, many of whomare
graduates of other medical institutions. Furthermore, students
currently practicing outside of Hawai‘i were eliminated from
the data set, since their practice location is not documented as
it is for Hawai‘i physicians. Thus it is possible that there are a
large number of rural practicing physicians outside of Hawai‘i.
Also, the rural origin of students included in this study was de-
termined by the location of high school zip code, which may not
be an accurate lifetime measure. For example, a small number
of students from neighbor islands attend high school on O*ahu
but do not lose their ties to the neighbor islands and may be
therefore miscategorized in this analysis. Additionally, students
may have lived in different areas before attending high school.
Finally, in the survey of current students, the response rate was
89% and only included those students present at the colloquia,
which may provide a skewed description of student practice
location intentions if the students who attended the colloquia
were different from the students who did not attend.

Future research should address the location of Hawai*i-trained
medical graduates who practice outside of Hawai‘i as well as
continue to study intentions and ultimate practice location of
JABSOM students. An outstanding JABSOM program that
provides quality education and medical school preparation for
disadvantaged students (many of them fromrural areas) is the Imi
Ho‘ola(those who seek)Program, aone year post-baccalaureate
program with automatic admission to JABSOM, started in 1973
and now institutionalized at the medical school. This program
has proven to be extremely successful in supporting students

from underrepresented backgrounds who might otherwise not
attend medical school.

The implications of these findings are significant. Admission
policies that do not include students raised in rural areas are
unlikely to be successful at mitigating rural physician shortages.
However, increasing the number of matriculants from rural
areas or with freshman-year plans for family medicine will
be both effective and cost-saving, particularly considering the
high cost of physician recruitment and retention further along
the physician pipeline.” Besides rural background and stated
interest in family medicine, applicants’ demonstrated commit-
ment to primary care and underserved populations can be used
as a measure of likelihood to practice in rural communities. In
addition, rural training increases rate of rural practice and his-
tory of working in community-based volunteer programs such
as AmeriCorps, Peace Corps, Teach For America, correlate
with retention in rural areas.” Studies need to be carried out to
determine if there is a positive correlation between experience
prior to medical school and eventual choice of specialty.

In conclusion, although monies are scarce in these financially
difficult times, reallocation of funds toward restructuring, sup-
porting, and strengthening programs already in existence can
have profound impacts on health care access for Hawai'‘i’s
most underserved populations. The decreased burden of a
program that operates within an existing medical school,
coupled with the ease with which admission criteria can be
adjusted to achieve program objectives, indicates a robustness
that is necessary when approaching the physician supply and
distribution problem. Furthermore, implementation of a rural
health track could be facilitated through the Hawai‘i/Pacific
Basin Area Health Education Center (AHEC), the University
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of Hawai‘i Department of Family Medicine, the JABSOM Of-
fice of Medical Education, other existing Title VII programs,
and the model education programs already in place that could
be used as guides for smooth implementation. Due to its low
cost, high effectiveness, lack of need for regulatory overhaul,
and ease of implementation, this policy option is politically
feasible. While these changes may not provide an immediate
resolution of Hawai‘i’s physician shortages, they are likely to
create cost-effective and sustainable solutions for the health
care needs of this state.
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Migration Analysis of Physicians Practicing in Hawaif‘i

from 2009-2011

Laura D. Stephens BA, Kelley M. Withy MD, PhD; and C. Philip Racsa MUSA

Abstract

Background: Hawai'i suffers a 20% shortage of physicians. Examining physi-
cian migration pattemns into and out of Hawai'i may better inform physician
recruitment and retention techniques.

Methods: 2009-2011 practice location data on all non-military, praclicing
physicians in Hawai'iwere compiledin adatabase maintained by the University
of Hawai'i John A Burns School of Medicine, Area Health Education Center
(AHEC). Medical school attended was extracted from an AMA Masterfile list.
Physicians were contacted or searched online to ascertain practice location
as of September 2011.

Results: Currently 3,187 physicians actively practice in Hawai'i; 2,707 (84.9%)
trained at a total of 136 US medical schools. Nearly half of all US-trained
physicians attended medical school in Hawai'i, California, New York, Illinois,
or Pennsylvania. International medical graduates represented 191 medical
schools from 67 distinct countries, primarily in the Philippines (23.1%). From
2009-2011, 238 physicians retired from clinical activity, and 329 physicians left
Hawai'i to practice in other locations. California received the largest portion
of Hawai'i's former physicians (26.4%). Only 15.5% of physicians returned
to the state where they attended medical school.

Discussion: Medical schools with some of the most alumni practicing in
Hawai'i (eg, Creighton, UCLA, Georgetown) all have aclive Hawai'i student
clubs, suggesting a target for recruitment efforts. Physician emigration cannot
be fully explained by geography of a physician’s medical school alma mater.
Analysis of physician residency locations and exit surveys of physicians
leaving Hawai'i are recommended for future study.

Background

Hawai‘i currently has a shortage of 600 physicians, or 20% of
the total physician workforce.! A growing and aging patient
population, coupled with the fifth oldest physician workforce in
the United States,”? makes Hawai'i’s physician shortfall poised
to worsen. Without significant changes in the medical delivery
system, the effectiveness of physician recruitment and retention
and/or the number of physicians trained in-state, Hawai‘i will
face an estimated shortfall of 1,600 physicians —more than 60%
of the current workforce—by the year 2020.'

The John A. Burns School of Medicine (JABSOM) Hawai‘i/
Pacific Basin Area Health Education Center (AHEC) is working
to support the state’s efforts to optimize physician recruitment
and retention.’* These efforts are far from straightforward, as
there are many determinants of a physician’s selection of his
or her practice location.!*° Prior research has indicated that the
site of a physician’s residency is the most important variable in
predicting the physician’s first practice location.” Moreover, a
significant proportion of physicians stay in the same area and
state where they first set up their practice.'®

These principles have not fully materialized for Hawai‘i,
however, perhaps because of its unique cultural, geographic,and
practice settings.'*® While Hawai‘i has the highest retention of
physicians who completed both medical school and residency
in-state, it ranks in the bottom quintile of states for retention

of physicians who completed only their residency in-state.”
Researchers have used this data to promote increased numbers
of JABSOM students,'* as well as support the Waianae campus
of the A T. Still University of Osteopathic Medicine in Arizona,
whose inaugural class graduated in May 2011." Additionally,
AHEC researchers have begun to note the physicians who come
to practice in Hawai‘i and those who leave, which may better
inform physician recruitment and retention techniques. With
the objective to identify physician migration patterns into and
out of Hawai‘i, the following study was undertaken.

Methods

This study examined data from AHEC’s secure database of all
health care workers actively practicing in Hawai'i, including
those in private practice. The list was generated in 2009 and 2010
from the Hawai‘i Board of Medical Examiners’ (HBME) license
renewal data. During the renewal process, physicians could also
volunteer information about their specialty and practice location
in an AHEC-designed survey. Only non-military allopathic and
osteopathic physicians were included in this study. Resident
physicians and other health care professionals (eg, physician
assistants and nurse practitioners) were excluded.

The medical schools at which the database's physicians trained
were electronically retrieved from the 2008 American Medical
Association Masterfile. Not all licensed physicians are captured
in the Masterfile,"? including a small portion of osteopathic
physicians in this study and women whose surnames changed
since graduation. In these cases, physicians were contacted by
telephone at their listed practice locations and/or they were
researched on the Internet. Because websites listing physicians’
background information varied in how recently they were up-
dated, search data were triangulated among multiple sites (eg,
hospital directories, health insurance lists of network providers,
and third-party physician evaluation websites). Internet searches
and telephone calls were employed to ascertain each physician’s
practice location as of September 2011. Physicians whose loca-
tion could not be verified either in Hawai‘i or elsewhere were
categorized as “unknown.”

Results

As of September 2011, there were 3,187 physicians actively
practicing in Hawai‘i. Of these, 2,707 (84.9%) trained at 136
distinct US medical schools, 2,615 (96.5%) of whom attended
one of 119 represented allopathic institutions, and 92 (3.4%)
attended one of 17 represented osteopathic institutions (Table
1). Every state with a medical school was represented, as well
as the District of Columbia and Puerto Rico (Map 1). Alaska,
Idaho, Montana,and Wyoming are not represented because they
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Table 1. Physicians cumently practicing in Hawai'i.

Number of physicians Percent
Total physicians practicing in Hawai'i 3,187
US-trained physicians 2,707 849
Allopathic physicians 2,615 82.1
Osteopathic physicians 92 29
Internationally-trained physicians 480 151

»

Number of Physicians

[ INone
[ J1-25
B 26- 50
N 51 - 150
I 151 - 300
I Over 300
*MEDICAL SCHOOLS WITH THE MOST ALUMNI PRACTICING IN HAWAI'}:
UCSF (CA) CREIGHTON (NE)

UCLA (CA) GEORGETOWN (DC)
JABSOM (H1)

Map 1. States where physicians currently practicing in Hawai' attended medical school.

participate inthe Washington, Wyoming,Alaska, Montana, Idaho
regional medical education program, which is partnered with the
University of Washington School of Medicine." Delaware, too,
has no in-state medical school but participates in the Delaware
Health Sciences Alliance” with Thomas Jefferson-Jefferson
Medical College in Pennsylvania.

The state of Hawai‘i trained the most physicians (Table 2),
with its graduates from the University of Hawai‘i John A. Burns
School of Medicine (JABSOM) representing nearly one-third
of all US-trained physicians and over 20% of all physicians
practicing in Hawai'i (Table 3). California had the second-larg-
est representation of physicians trained at its medical schools
(7.7% of all physicians), followed by New York with its medi-
cal graduates representing 5.1% of all practicing physicians in
Hawai‘i. Nearly 49% of all physicians practicing in Hawai‘i
trained at medical schools in just five states (Hawai‘i, California,
New York, Illinois, and Pennsylvania); over one-third of them
trained at just five US medical schools (JABSOM, Creighton,

University of California Los Angeles, University of California
San Francisco, and Georgetown).

Atotal of 480 physicians (15.1%) graduated from international
medical schools (Table 1). They trained at 191 medical schools
from 67 distinct countries. The plurality of internationally trained
physicians (23.1%) attended medical school in the Philippines
(Table 4),frequently atthe University of Santo Tomas in Manila.
The physicians trained in either the Philippines, Canada, or the
Caribbean composed over 47% of all international medical
graduates practicing in Hawai'i.

Between 2009 and 2011, a total of 238 physicians from the
AHEC database retired from medicine or transitioned to non-
clinical activities and 329 physicians left Hawai‘i to practice
in other locations (Table 5). Among the physicians who left
to practice elsewhere, 10.0% were osteopathic physicians and
14.0% were international medical graduates. Physicians de-
fected to a total of 43 other states/US territories and 4 foreign
countries (Map 2). California received the largest portion of
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Table 2. States and US institutions where the most physicians actively practicing in Hawai'i attended medical school.
Rank* State Number of physici;ns practicipg in Hawai'i Perct_en_t of‘Us-trair‘\gd physicians I?e.rcer_lt of all ;_:!nysicians
who attended medical school in each state practicing in Hawai'i (Total: 2,707) practicing in Hawai‘i (Total: 3,187)

1 Hawaifi 857 317 26.9

2 California 300 14 94

3 New York 164 6.1 5.1

4 Iinois 126 47 4.0

5 Pennsylvania 10 41 35

*Rank among the 47 US states and territories with medical schools represented in this study.

Table 3. US medical schools where the most physicians actively practicing in Hawai'i frained.
Rank* | Medical School Number of physicians practicing in Percent of US-trained physicians Percent of all physicians
(State/US territory) Hawai'i who attended medical school practicing in Hawai‘i practicing in Hawai'i
in each state (Total: 2,707) (Total: 3,187)
1 John A. Burns School of
Medicine, University of 857 N7 26.9
Hawai'i (Hawai'i)
2 Creighton
(Nebraska) 61 23 19
3 University of California
Los Angeles (California) . Al 18
4 University of California
San Francisco {California) i &8 7
5 Georgetown
(District of Columbia) E i 13

* Rank among the 136 US medical schools represented in this study.

Table 4. Foreign countries/regions with where the most physicians actively practicing in Hawat' received their undergraduate medical
education.
Rank* | Country Number of physicians practic- Percent of internationally- Percent of all physicians Number of medical schools
ing in Hawai‘i who attended trained physicians practicing in practicing in Hawai'i represented in each country
medical school in each country Hawai'i (Total: 480) (Total: 3,187)
1 Philippines 11 231 35 1
2 Caribbean 67 14.0 2.1 12
3 Canada 51 106 1.6 12
4 India 29 6.0 09 17
5 Taiwan 21 4.4 0.7 6
* Rank among the 58 countries/regions represented in this study.
Table 5. Physicians who stopped practicing in Hawai'i between 2009-2011.
Physicians Percent
No longer practicing in Hawai'i 624 -
Practicing outside of Hawai'i 329 52.7
Practicing elsewhere in the United States 298 47.8
Practicing elsewhere in the United States but exact location unknown 25 40
Practicing outside of the United States 6 0.1
Retired/non-clinical work 238 38.1
Deceased 14 22
Unknown status 43 6.9
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Map 2. States where physicians who left Hawai'i between 2009 - 2011 moved their practices.

Table 6. States receiving the largest numbers of physicians who previously practiced in Hawai'i.

Rank* | State/US territory | Number of physicians who moved their practice from Hawai'i | Percent of physicians who moved their practices out of Hawai‘i
to each statelterritory (Total: 329)
1 California 87 26.4
2 Texas 17 5.2
3 Washington, DC 14 43
4 New York 9 2.7
5 Nevada 8 24
* Rank among the 43 states/US territories to which Hawaii physicians moved their praclices.

Hawai‘i’s former physicians (26.4%) (Table 6). Only one other
state (Texas) received more than 5% of the physicians who left
Hawai‘i. Only 15.5% of physicians returned to the state where
they attended medical school and graduates from California
represented 45% of this subset. Among the physicians who
left Hawai‘i and whose year of medical school graduation was
known (317), 22.4% graduated in the 2000s, 30.6% graduated
inthe 1990s,24.3% graduated in the 1980s, 16.7% graduated in
the 1970s, and the remaining 6.0% graduated prior to 1970.

Conclusions

Although several others states also face physician shortages,"
the problem is particularly pronounced in Hawai‘i, withits chal-
lenges of geographic isolation, cultural complexities, high living
costs,and low reimbursement for medical services.!3##15 These
factors already contribute tosignificant disparities in health care
access and health outcomes throughout the state.'¢'8 As the
scarcity of physicians worsens, the areas with the most limited
access to health care will be disproportionately affected.'®

Inaneffort to mitigate the physician shortage and better inform
physician recruitment and retention techniques, this study was
undertaken. The data revealed that Hawai‘i’s physician work-
force draws broadly from medical schools across the US and
represent nearly 90% of the nation’s 134 accredited allopathic
medical schools.” While this supports the notion that medicine
in Hawai‘i attracts physicians from diverse backgrounds, it also
makes targeted physician recruitment more challenging. The
medical schools with some of the most alumni practicing in
Hawai'i (ie, Creighton, University of California Los Angeles,
University of California San Francisco, and Georgetown) all
have active or recently-active Hawai‘i student clubs.2'2* This
may indicate larger populations of students from Hawai‘iand/ora
greater interest in the state. Therefore, this research recommends
targeting schools with Hawai‘i clubs for recruitment efforts.
Additionally, Hawai‘i’s composition of osteopathic physicians
(2.9%) is lower than the national averages (7% and growing),»
suggesting that this physician workforce may not be maximally
recruited or employed in the state. Perhaps recruitment efforts
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should also target osteopathic schools that have contributed the
most graduates to Hawai‘i’s physician workforce.

Few trends are apparent when considering the physicians who
left Hawai‘i to practice elsewhere. Other than California, which
gained over a quarter of the physicians departing Hawai‘i, no
region or alma mater demonstrates notable associations with
physician emigration. This is not surprising when considering
that many “push” and “pull factors™ affect physician migra-
tion, both within and between countries.®®” The conceming
finding is that physicians of all ages are leaving Hawai‘i to
practice elsewhere; over half of those who left graduated from
medical school in the past 20 years. This finding underscores
the importance of identifying the measures that will optimize
physician retention. Future study recommendations, therefore,
include conducting exit surveys of physicians leaving Hawai‘i
to identify primary reasons for leaving.

There are a number of limitations to this study. Chief among
them is that physicians’ residency locations, which were un-
available for 41% of the physicians, were not included in this
study and may have confounded findings. Future studies would
benefit fromevaluating physician migration patterns with respect
to both medical school and residency locations for the studied
physicians. It was neither possible nor practical to directly contact
all physicians in the AHEC database. Furthermore, utilizing the
2008 AMA Masterfile vis-2-vis 2009-2010 medical licensure
data may not have captured the most recently licensed physi-
cians. As such, this study acknowledges potential error in the
counts and percentages of practicing physicians in Hawai‘i.

Conflict of Interest
None of the authors report any conflict of interest.

Disclosure Statement
This study was sponsored by the Hawai‘i/Pacific Basin Area
Health Center (AHEC).

Acknowledgments
Much gratitude is extended to all of the physicians included in the AHEC
database who deliver health care to the people of Hawai'i.

Authors’ Affiliation:

- University of Chicago Pritzker School of Medicine, Chicago, Il {LDS)

- University of Hawai'i John A. Burns School of Medicine, Honolulu, HI (KMW)
- Hawai'iiPacific Basin Area Health Education Center, Honolulu, HI (CPR)

Correspondence to:

Kelley Withy MD, PhD; Professor, John A. Burns School of Medicine, University of
Hawai'i; 401J Medical Education Building, 651 Htalo St, Honolulu, Hi 96813;

Ph: (808) 692-1070; Email: withy@hawail.edu

References

1.

2.

10.

1"

pury

12.

14.

15.

17.

N
g

23.

24.

25.

Withy K, Sakamoto . AReport to the 2011 Hawai'i State Legislature: Findings from the Hawaf'
Physician Workforce Assessment Project. December 2010. Act 18, SSLH 2009 (Section 5).
Association of American Medical Colleges. 2009 State Physician Data Book: Hawaii Physician
Workforce Profile. Available from: https:/iwww.aamc.org/download/152118/data/awaii.pdf.
Accessed September 9, 2011.

Hawai'iPacific BasinArea Health Education Center. Hawaii Heaith Workforce Assessment. Avail-
able from: http:/iwww.ahec.hawaii.edufworkforce_desc.html. Accessed August 15, 2011.
Hawaii Physician Workforce Summit. Home Page. Available from: hitp:/www.ahec.hawail.
edu/summit/. Accessed August 15, 2011.

Arah OA, Ogbu UC, Okeke CE. Too poor to leave, too rich to stay: developmental and global
health correlates of physician migration to the United States, Canada, Australia, and the United
Kingdom. Am J Public Health. 2008 Jan;98(1):148-54.

Else N, Palafox N, Little D. Where are the Nalive Hawaiian physicians? Pac Health Dialog.
1998;5(2):246-252.

Domer FH, Burr RM, Tucker SL. The geographic relationships between physicians’ residency
sites and the locations of their first practices. Acad Med. 1991 Sep;66(9):540-4.

Seifer SD, Vranizan K, Grumbach K. Graduate medical education and physician practice
Jocation: implications for physician workforce policy. JAMA. 1995 Sep 6;274(9).685-91.
Rabinowitz HK, Paynter NP. The role of the medical school in rural graduate medical education:
pipeling or control valve? J Rural Health. 2000 Summer; 16(3):249-53.

Babbot D, Baldwin DC Jr, Jolly P, Williams DJ. The stability of early specialty preferences
among US medical school graduates in 1983. JAMA 1988 Apr 1:259(13):1970-5.
Barrickman L. A.T. Still University School of Osteopathic Medicine in Arizona (ATSU-SOMA)
Class of 2011 Graduation Ceremony. Hawaii Association of Osteopathic Physicians and
Surgeons Newsletter. Available from: http:/iwww.hawaiiosteopathic.org/atsu.htmi. Published
May 28, 2011. Accessed September 21, 2011.

Johnson WG, Rimsza MR, Garcy T, Grossman M. The Arizona physician workforce study—part
1: the numbers of practicing physicians 1992-2004. Arizona State University and University of
Arizona Health Sciences Center, 2005.

. WWAMIProgram. University of Washington School of Medicine. Available from: hitp/iuwmedicine.

washington.edufeducationfwwami/Pages/default. aspx. Accessed September 26, 2011.
Healthcare Education, Research & Services: Overview. Delaware Health Sciences Alliance.
Available from: hitp:/iwww.delawarehsa.orgloverview.php. Accessed September 27, 2011.
Hixon AL, Buenconsejo-Lum LE. Developing the rural primary care workforce in Hawai'i—a
10-point plan. Hawaii Med J. 2010 Jun;69(6 Suppl 3):53-5.

. Withy K, Andaya J. et al. Hawaiian island health workforce assessment 2008. Hawaii Med J.

2009;68(12):268-272.
Hedges JR, Handel SA. A practical approach to the healthcare crisis: the cumrent challenges
facing Hawai'i and the nation (part 1 of 2). Hawaii Med J. 2009 Jun:68(5):101-3.

18. Else N, Palafox N, Litlle D. Where are the Native Hawaiian physicians? Pac Health Dialog.

1998;5(2):246-252.

. Iglehart JK. Grassrools activism and the pursuit of an expanded physician supply. N Engl J

Med. 2008 Apr 17;358(16):1741-9.

. About Us: Medical Schools. Association of American Medical Colleges. Available from: hitps://

www.aamc.org/about/medicalschools/. Accessed Octaber 1, 2011.

. Hui O Hawaii. Creighton University Office of Multicultural Affairs. Available from: hitp:/fwww.

creighlon.edulsludentlifelofﬁceofmulliculluralaffairslsxudentculluralcenlerlhuiohawaiiﬁndex
php. Accessed October 3, 2011.

22. Hui O ‘Imiloa—Hawaii Club at UCLA. UCLA Student Groups. Available from: http:/fwww.

studentgroups.ucia.edumhawaiiclubmome.html. Accessed October 3, 2011.

About page. UCSF Hui O Hawaii Club. Available from: htip:/fusf.usfca.edu/clubs/uiohawaiilabout.
htm. Published May 10, 2006. Accessed October 3, 2011.

Aloha Ka Kou. Georgetown University Hawaii Club. Available from: hitp://studentorgs.georgetown.
edu/hawaiiclubl. Accessed October 3, 2011.

Osteopathic medicine and medical education in brief. American Association of Colleges of
Osteopathic Medicine. Avaitable from: hitp:/fwww.aacom.orgfaboutiosteomed/Pages/default.
aspx. Accessed October 1, 2011.

HAWAI'T JOURNAL OF MEDICINE & PUBLIC HEALTH, APRIL 2012, VOL 71, NO 4, SUPPLEMENT 1

30



GIS Residency Footprinting: Analyzing the Impact of
Family Medicine Graduate Medical Education in Hawai‘i

Allen L. Hixon MD, MA,; Lee E. Buenconsejo-Lum MD, FAAFP; and C. Philip Racsa MUSA

Abstract

Background: Access to care for patients in Hawai'i is compromised by a
significant primary care workforce shortage. Not only are there not enough
primary care providers, they are often not practicing in locations of high need
such as rural areas on the neighbor islands or in the Pacific.

Methods: This study used geographic information systems (GIS) spatial
analysis tolook at practice locations for 86 University of Hawai'i Family Medi-
cine and Community Health graduates from 1993 to the 2010. Careful alumni
records were verified and entered into the data set using the street address of
major employment. Questions to be answered were (1) what percentage of
program graduates remain in the state of Hawai’i and (2) what percentage of
graduales practice in health professional shortage areas (HPSAs) throughout
the United States.

Results: This study found that 73 percent of graduates remain and practice
in Hawai'i with over 36 percent working in Health Professional Shortage
Areas.

Discussion: Spatial analysis using GIS residency footprinting may be an
important analytic tool to ensure that graduate medical education programs
are meeling Hawai'i's health workforce needs.

Introduction

The University of Hawai‘i (UH), John A. Burns School of
Medicine, Department of Family Medicine and Community
Health has a mission to create family physicians to serve the
diverse healthcare needs of underserved areas of Hawai‘i and
the Pacific. The shortage of physicians in Hawai‘i and other
areas of the Pacific, specifically in rural and neighbor island
settings, has led to a call to expand graduate medical educa-
tion programs.’

Geographic information systems (GIS) are increasingly
recognized as a tool for spatial analysis with application to
health systems planning.2 This project analyzed the impact of
the University of Hawai‘i Family Medicine Residency Pro-
gram by locating graduate clinical practice sites worldwide.
The study attempted to determine the impact on the State of
Hawai‘i regarding retention of program graduates and percent-
age practicing in health professional shortage areas.

Methods

The UH Family Medicine Residency Program has maintained
contact with all of its graduates and has a Microsoft Excel
database which contains information including: (1) the gradu-
ates’ year of residency completion; (2) if the graduate meets the
HRSA definition of a “medically underrepresented minority”
group; (3) practice location and type; (4) designation of the
practice in a federally designated health professional short-
age area (HPSA), or medically underserved area or popula-
tion (MUA/P), rural Oahu, neighbor islands of Hawai‘i; and
(5) whether the graduate is in academic medicine or plays a
leadership/directorship role in their practice. The American
Academy of Family Physicians database and a Google search

were used to validate the current home and practice location
of each graduate. When necessary, emails were sent to the
graduates to verify information. ID numbers were assigned
to zip codes (or country names for graduates in international
settings) and the information was plotted using Environmental
Systems Research Institute (ESRI, Redlands, CA) ArcGIS ver-
sion 9.3.1 GIS software. For the detailed map of Oahu, HPSA
designation and number of graduates in each site was overlaid.

Results

Map 1 shows the global distribution of program graduates
(N=86) with the majority (78) remaining in the United States,
three in the US Affiliated Pacific, three in the Asian Pacific
Rim, and two in Western Europe (Germany).

Map 2 shows the distribution of program graduates throughout
the Pacific (N =66) with 63 remaining in Hawai‘i and three in the
US Affiliated Pacific including one each in the Commonwealth
of the Northern Mariana Islands, the Federated States of Mi-
cronesia (Yap State, and the Territory of American Samoa).

Maps 3 and 4 depict the distribution of graduates across the
continental United States by state and county (N=15), and the
distribution across the State of Hawai‘i by county (N =63) with
the majority working on O‘ahu.

Map 5 depicts the medically underserved areas on the island
of Oahu overlaid with the distribution of family physician
practice locations (N=50).

Discussion

While physician shortage has received a greatdeal of attention in
discussions on improving health in Hawai‘i, clearly geographic
distribution is an equally vexing problem. The question is not
only how many physicians, but also where physicians practice
in relation to patient population and needs. This study found
that 73 percent of graduates remain and practice in Hawai'i
with over 36 percent working in HPSA’s. These findings sug-
gest that the UH Family Medicine Residency Program meets
its mission of retaining program graduates in Hawai‘i and the
Pacific and providing physicians to medically underserved
areas of the state.

While this project examined a single residency program,
other physicians as well as non-physician providers make up
the primary care workforce. Understanding the contributions
and geographic distribution of all health providers may be
useful for health planning. These particular maps fail to depict
cultural differences in relation to health seeking behavior. Fur-
ther mapping projects might identify particular ethnic/cultural
groups with disparate health status and link physician capacity
inthose communities. Asthe University of Hawai‘i and the state
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DISTRIBUTION OF PROGRAM GRADUATES - Contiguous United States (n=15)

Source:University of Hawai‘i, John A. Burns School of Medicine,
Department of Family Medicine and Community Health

i3

DISTRIBUTION OF PROGRAM GRADUATES - State of Hawai’i (n=63)

Source:University of Hawai‘i, John A. Burns School of Medicine,

Maps 3 & 4. Distribution of UH Family Medicine Residency Graduates across the United States (grouped by county)

Continues on p. 39
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The New PCMH Does Not Have To Be A
Painful Challenge For Every Physician

“PATIENT-CENTER MEDICAL HOME” or PCMH has, at its core, your patients’
relationship with you, their primary care physician. It is a team-based model
of health care lead by their medical care professional.

Your PCMH team provides continuous and coordinated care for patients
throughout their lifetime to maximize their best health outcomes. PCMH was
developed by primary care physicians and is used by large employers to
encourage comprehensive healthcare to improve patient outcomes and
lower medical costs.

Your office may already have some components of a PCMH as your patient’s
“Medical Home,” providing for all of your patients health care need:c, or
appropriately arranging for care with other specialists as necessary. As a
“cradle-to-grave” care provider, your PCMH covers preventive services,
treatment of acute and chronic illnesses (such as asthma, hypertension or
heart disease), and assistance with end-of-life issues.

For optimal effectiveness to your patient, PCMH features:

Better Information

Use of state-of-the-art information technology and online communication
to allows you to centralize and prioritize a patient’s medical data in one
place for quick access and to collaborate with other medical professionals
to provide high levels of quality care, safety and communication.

Better Access

Improved monitoring of a patient’s preventive, acute and chronic care with
a "home base” for patients to go to as a one-stop shop. Part of the team
includes using non-traditional Urgent Care to refer patients after hours and
weekends. Neither you or the patient wants to go to the ER (time, increased
costs including co-pay, quality) it’s better the patient sees a colleague you
know and recommend, who communicates regularly with you and gives you
feed back. If patients have gaps in their preventive care these providers
help your quality scores by ordering the tests on your behalf and send the
patients back to you for follow up. Their comprehensive medical records are
now shared and in one place and easily accessible to you.

Better Health (For your patients and their wallets!)
Better cared-for patients and lowered costs for health care.

Having a central source of preventive and primary care has been shown
to lower individual costs, emergency room use, hospital admissions,
unnecessary duplications of tests and procedures, less injury and illness,
while creating higher patient satisfaction.

Better Quality of life for you the PCP. By having a fully engaged team
(including the patient!) you can focus your care and time on patients that
really need it, not just those that show up

Doctor: Looks like Psoriasis, let

~.me call.you to. Lmore.

‘can talk faster than | can text ...

Rxting

Rx-ting [ahr-ekst-ing]

Definition: Getting medication
or medical care using your

cell phone.

DMedical Corner



" THE ROAD TO PATIENT CENTERED MEDICAL HOME

TRADITIONAL FEE FOR SERVICE

Phgsical Tests and
Exam = $ - b ' Procedures = $$

“CAGED” ACRONYM TO HELP IDENTIFY WHEN “CHANGE FATIGUE’
HAS SET IN AS YOU TRY TO TRANSFORM INTO A PCMH

¢ Do you ever feel a need to CUTDOWN on your work?

* Have insurers or others ANNOYED you about PCMH?

* Do you feel GUILTY when you take time away from work?

« Do you find it EAR-ITATING when people tell you how to transform your office into a PCMH? (or make silly acronyms)

» Do you feel DEFEATED when you look at your quality scores ( or checking account) despite trying to be a better PCMH?

— e

The changes to the workflow, the training, the continuous %
improvement projects and the ever increasing quality metrics fﬁj /V )
that are being piled on providers, on top of taking care of 5;': ,{
sicker and more complicated patients in a fragmented ii-" f
healthcare environment are overwhelming. Only practicing

providers understand the difficulty in keeping up with not

NN,

just the medicine but the management and new rules that

you are being asked to play by and be measured against.

If you feel trapped or CAGED in your practice, you are not %
alone. We are here to help you get back the joy and freedom

you felt when you first opened your office.




‘& Medical Corner

CURRENT BARRIERS

Too insurer driven?

HMSA’S PCMH VISION

What they pay for:

FFS (Fee For Service) - same discounted- frozen fee structure Fee For Service - Docs do not recognize that “loss

aversion” is partially responsible for their resistance
to change

PMPM (per member per month)
* $2 -3 each member population management fee
« $2 to start and up to $3 if you get meaningful use
» Rolled into your regular payments

Cost of office transformation - workflow, EMR, getting
to meaningful use, staff and patient education is
simply too high. Quality of life issues .

P4Q (Pay for Quality)

= Up to $4 each member, paid quarterly - but averaged over a year
» HEDIS (Health Effectiveness Data Information Set)

= 76 performance measures insurers are graded on -but do they really measure
physician Quality?

* Population Management - not risk stratified (same
$2 for healthy vs. sick pts) - need to be paid more
to “manage” to keep high risk patient out of the
hospital or ER.

+ Pay For Quality - measuring versus managing the
right metrics? Measuring HgbAIC is not same as
managing it.

PO (Physician Organizations)
¢ 0.50 pmpm and up to 0.40 as function of P4Q scores=0.90 pmpm/provider

+ Help to educate and provide leadership in transformation to PCMH + Patients not engaged (non complaint patients

who refuse testing or vaccinations).
What they don’t pay for:

* ER Diversion (Urgent Care, Telemedicine)

* Hospital Readmissions -likely to be shared with Hospitals and ACOs not
independent docs

+ Global fee, Capitation

WHAT INSURERS ARE NOT SHARING

$1000 ER visit -$100 office visit =$900 to be shared

* Employers have no mechanisms or incentives to
try to lower cost by enforcing healthy options or
Quality metrics on employees.

= Shared Saving - unwillingness to share data or
money (ER diversion, Re-admission).

» Lack of Education, Infrastructure, Organization,
Goal alignment, and Trust.

URGENT CARE SOLUTION

The Medical Corner has always been a non-traditional Urgent Care and since 2011,
an NCQA recognized PCMH. We are a medical home just like yours, a place where
families needing care are always welcome and always will be. Like you, we are in the
trenches, on call 24/7, staying late, working weekends and caring for patients and
their families. We strive to be a reliable resource for offices to outsource workers’
comp, no fault claims and other types of care. We even act as an extension of your
office, matching your referral patterns and practice style, maintaining you as the
primary resource for patient care. We always send your patients back to you.

PRACTICAL WORKSHOP

= Hands on training customized to your practice needs.
We are attempting to build a new organization of committed providers like you who

will play by the rules but at the same time want to be heard on the issues that affect
us and the way we care for patients. We recognize that care coordination can
only occur as a result of physician efforts. We want to help you build your medical
home across a network of like-minded healthcare providers. There are significant
efficiencies that can be achieved by partnering together and offering better
continuity of care, both in your office and across your PCMH team.

* Intensive enough to get providers and their staff up
to speed by the end of the day.

» You leave with tools that you can begin to
use immediately.

» CME

« Funl! Yes, Fun!
We have expended considerable time and resources with HMSA and other
organizations trying to make this particular healthcare reform work. If you are a
provider wishing to impact the status quo or are frustrated with the future that has
been laid out for you, you do not have to do it alone. Join us and other providers in

a quest for better care, clinical integration, comfort, education, and fellowship, and
let’s start building a healthier Hawaii together.

Thank You,
Robert Sussman MD

* Future of PCMH - based on local trend analysis
and constraints. 4 Yr

- Practicing Provider based and Driven. Do
=

-
e

“The secret to the care of

the patient is caring for the patient”

- Francis Peabody




BUDGET FOR PCMH

ASSUMPTIONS

Assuming you have a typical PCMH you will have approximately 1,000 HMSA patients. If you distribute their visits over the course of a year,
with perhaps half of them coming in only once and the other half coming in 2-3 times per year you get the following numbers:

(1000 visits X 74.90 HMSA Established Patient Fee) + (500 sick visits X 74.90) + (500 sick visits w/ lab testing X 100.00) = $162,350/year

Don't forget about the PCMH payments!
(1000 patients X $2 per member per month) = $24,000/year
$162,350 + $24,000 = $186,350/12 mos = $15,529.17/month

Keep in mind, you still have your other insured patients who aren’t HMSA members. The objective here is not to say that PCMH isn't
financially viable, but merely to illustrate that with all the added work that goes into becoming a PCMH you are going to need to see more
patients and ideally focus on those patients with the same level of detail required for PCMH. This could be a lot easier if you are part of a
clinically integrated team of healthcare providers. Also, we have not included all costs eg. Health Care cost for staff, retirement etc.

INCOME $15,529.17 -

EXPENSES (MONTHLY RECURRING COSTS) PRICE YOUR NUMBERS
RENT ($5,000.00)
ELECTRIC ($700.00)
PHONE ($100.00)
PARKING ($250.00)
STAFF SALARIES (INCLUDING CARE MANAGER) ($8,500.00)
SUPPLIES ($1,000.00)
EQUIPMENT LEASE ($500.00)
LAB COSTS ($500.00)
INTERNET ($500.00)
EMR ($500.00)
IT SUPPORT ($500.00)
MARKETING ($250.00)
BILLING COMPANY @ 6% ($931.75)
MALPRACTICE ($1,000.00)
WHAT'’S LEFT FOR YOU? ($4,702.58)

Find out how much you will benefit. Contact us today for a free situation audit.

To learn how we can help PCP physicians broaden their scope, coordinate care, and view their specialty in a more modern, expansive and
relevant light, we offer a hands-on workshop that will include: 1) sharing of PCMH visions 2) rethinking of patient encounters and daily
workflows 3) establish and maintain PCMH neighborhoods using more meaningful referral relationships 4) integration of registries into your
practice 5) include disease management principals into every office visit every time... 8) group visits with relevant non profits organization for
win win win solutions, 9) communicate more effectively and 10) improve the quality of your care AND your quality of life

CALL 808.222.7909 | SUSSMAN@THEMEDICALCORNER.COM

M“‘ed' l c ‘ Kailua - 660 Kailua Road | Kapolei - 890 Kamokila Blvd.
e Icu Orner Airport - 550 Paiea Street | Waikiki - 1860 Ala Moana Bivd.




STATE OF HAWAI'T:

City and County of Honolulu - Family Medicine Residency Graduate Practice Location

)N\
KEY

Medically Underserved Area / Population
V///] Medically Underserved Area
E:, Medically Underserved Population

0 Residency Graduate Count

US Department of Health Services (HRSA)

ources:University of Hawai'i, John A. Burns School of Medicine, Department of Family Medicine and Community Health,

Map 5. Distribution of UH Family Medicine Residency Graduates across O'ahu (grouped by practice address)

go forward to plan the health workforce of the future, under-
standing the ability of graduate medical education programs to
retain their graduates and place them in areas of high need will
be important. This residency footprinting project suggests that
local training is an important strategy to retain physicians in
communities of need and should be expanded. Spatial analysis
using GIS residency footprinting may be an important analytic
tool for guiding this process.
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Demographics, Clinical Practice Patterns, and Concerns
of Physiatrists in the State of Hawai‘i: 2011

Myles M. Mitsunaga MSII; David X. Cifu MD; Cedric K. Akau MD; Gary A. Okamoto MD;
Kelley Withy MD, PhD; Joseph J. Chen MD; and Henry L. Lew MD, PhD

Abstract

Background: Although the State of Hawai'i overall may have an adequate
number of physialrists, there are physiatrist shortages on the neighborislands.
This study describes the demographics, practice type, and most important
concemns of current practicing physiatrists within the state of Hawai'.
Methods: A phone survey was conducted of 44 actively practicing Hawai'i
physiatrists. Eligible participants were members ofeither the AmericanAcademy
of Physical Medicine and Rehabilitation (AAPMR) or the Hawai'i Society of
Physical Medicine and Rehabilitation.

Results: Thirty-six of 44 local physiatrists responded to the survey. Thirty-two
of the thirty-six (89%) respondents were currently practicing on O'ahu, nine
(25% of respondents) completed medical school at University of Hawai'i, 19
(58% of respondents) were not planning on recruiling in their practice for at
least five years and the physiatrists’ most common concerns included poor
reimbursement, practice management problems, and high workload.
Discussion: Further recruitment efforts should be tailored to altracting phys-
iatrists to our neighborislands. Increasing reimbursement, addressing hospital
administration issues, developing a musculoskeletal fellowship program, and
increasing incentives to practice on neighbor islands are proposed changes
that would directly address the concerns of Hawai''s physiatrists.

Keywords
Physical Medicine, Physiatry, Hawai'i, Demographics

Background

PM&R (physical medicine and rehabilitation) physicians, or
physiatrists, are medical doctors board certified in the medical
specialty of physical medicine and rehabilitation. There are
currently 77 Accreditation Council for Graduate Medicine
(ACGME)-accredited PM&R residency programs and over
8,000 board certified physiatrists.'? Physiatrists are focused
on diagnosing and treating musculoskeletal and neurological
disabilities resulting from disease or injury. They treat a variety
of conditions, from brain and spinal cord injuries, osteoarthritis,
and back pain, to stroke and bumn injuries. With the goal of
restoring or preserving maximum function lost through injury
or illness, physiatrists work in a wide variety of settings.

The medical specialty of PM&R has exhibited unequal growth
throughout the country, with some parts of the country having
many physiatrists per capita and others having significantly
fewer. For example, in 2009 the District of Columbia had one
physiatrist per 16,207 people, the highest number of physiatrists
per capita. In contrast, Wyoming had only one physiatrist per
90,712 people.’ In 2009, Hawai‘i was ranked fifteenth with one
physiatrist per 30,120 people

This lopsided trend of varying number of physiatrists per capita
within the country is evident even within the different islands
of Hawai‘i. As of December 2010, there was a supply of 1.3
physiatrists (and a shortage of 3.7 physiatrists) working on the
island of Hawai‘i, a supply of 1.0 physiatrist (and a shortage of

1.0 physiatrist) working on the island of Kaua‘i, and a supply of
3.3 physiatrists (and a shortage of 0.7 physiatrists) working on
the island of Maui. However, on the most populated island of
O‘*ahu,home to the state capitol of Honolulu, there was a supply
of 32 physiatrists, while the demand was only 25 physiatrists.*
Thus, although the islands of Hawai‘i, Kaua‘i and Maui have
physiatrist shortages, O‘ahu has seven physiatrists more than
currentdemand, bringing the overall total supply of physiatrists
in the state of Hawai‘i higher than what is theoretically needed.
The purpose of this study is to describe the demographics of
physiatrists in the state of Hawai‘i, characterize their clinical
practice patterns and identify their most important concerns.

Methods

This study was approved by the University of Hawai‘i Institu-
tional Review Board and oral informed consent was obtained.
Eligible phone survey participants included all 44 non-retired
Hawai‘i physiatrists in 2011. Eligible participants were mem-
bers of either the AAPMR or the Hawai‘i Society of PM&R,
and each had working telephone numbers. Hawai‘i Society of
PM&R meets quarterly and is a voluntary tax-exempt network-
ing organization comprised of physiatrists licensed to practice
medicine in the State of Hawai‘i. Survey questions were modi-
fied from Chen’s 2006 study regarding the state of PM&R in
fowa.’ Questions explored include physiatrist demographics,
their practice setting and hours, patient demographics, clinical
focus and whether participants felt there was a current short-
age of physiatrists in the United States and in Hawai‘i. If the
physician did not know the patient demographics, they were
asked to estimate. The participants were also asked to rank
their top five out of twelve concerns: on-call responsibilities,
hospital administrative issues, practice management, continu-
ing medical education (CME), high workload, low workload,
recruiting new physiatrists, retention of current physiatrists, costs
of malpractice insurance, reimbursement, recertification, and
other. These concerns were given five points if ranked number
one, four points if ranked number two, three points if ranked
number three, two points if ranked number four and one point
if ranked number five. If no particular ranking was specified by
the respondent, three points were given for each concern.

Results

Thirty-six phone surveys were completed, yielding an 82%
response rate. The results are summarizedin Table 1. Thirty-two
physiatrists were currently practicing on the island of O‘ahu,
three were on Maui and one was practicing on Kaua'i. Fourteen
worked in multispecialty groups, 11 were solo practitioners, six

HAWAI'l JOURNAL OF MEDICINE & PUBLIC HEALTH, APRIL 2012, VOL 71, NO 4, SUPPLEMENT 1

40



were from single specialty groups, three were from hospital
practices, and one was from administration. The average length
of time lived in Hawai'i was 19+ 14 years (range 1-48), and
the overall time as a practicing physiatrist was 15+11 years
(range 0.08-36). The average age of the responding physiatrists
was 48+ 11 years of age (range 31-69). Physiatrists reported
working on an average of 48 + 12 hours per week. Their practices
were on average 18 percent inpatient and 82 percent outpatient.
Seventy-five percent of respondents spent 90% to 100% of their
time only on outpatient care, while 11% of respondents spent
90%-100% of their time only on inpatient care. Twenty-five
respondents treated primarily musculoskeletal conditions, fol-
lowed by neurological/spinal cord injuries (five respondents),
pain disorders (two respondents), rheumatological/arthritic
disorders (two respondents), and general medical conditions
(one respondent).

The physiatrists interviewed performed an average of 17
new outpatient consultations, four inpatient consultations, 47
outpatient follow-up visits, five EMGS, four spinal injections,
ten peripheral injections, and two manipulation procedures per
week. They also spent an average of eight hours performing ad-
ministrative work and supervised or taught two medical students,
residents, or fellows per year. The average time before seeing a
scheduled new patient was 14.7+14.2 days (range 0.0-60.0).

Estimated payer mix included, on average, 36 percent from
commercial insurance, 33 percent of patients from Medicare,
11 percent from Medicaid/Quest, two percent self-pay, and 18
percent from other payers, including Hawai‘i Workers’ Com-
pensation, No-fault, and Tricare.

Seventy-three percent of patients were referred to the respond-
ing physiatrist by other physicians, 14 percent by self-referral,
two percent by physical oroccupational therapists,and 11 percent
from other sources, including worker’s compensation carriers,
no-fault insurance, attorneys, or non-physician providers.

Eighty-six percentof respondents were graduates of allopathic
medical schools, while 14 percent were graduates of osteopathic
medical schools. Nine respondents graduated from University
of Hawai‘i John A. Bumns School of Medicine (JABSOM),
11 graduated from medical schools in the Midwest, four were
from West Coast medical schools, three were from Southern
US medical schools, six were from East Coast medical schools,
and three were International Medical Graduates. For PM&R
residency, 16 attended schools on the West Coast, 12 attended
schools on the East Coast, six attended schools in the Midwest,
and two attended schools in the Southern United States.

When asked torank their top five out of alist of twelve possible
concerns, the greatest concerns included poor reimbursement
(114 points), practice management problems (106 points), high
workload (51 points), hospital administrative issues (44 points),
recertification requirements (32 points), continuing medical
education (27 points), on-call responsibilities (23 points), other
concerns (23 points), high malpractice costs (21 points), low
workload (11 points), difficulty recruiting (8 points), and reten-
tion of current physiatrists (8 points). Other concerns included
“inconsistency in workload,” “being an employee rather than

LIS

an employer,” “a healthcare system based on capitalism,” “a
general ignorance of what physiatrists do,” “requiring prior
authorization for procedures,” and “running a business.”

When asked if they were currently recruiting additional
physiatrists, only one said yes, 13 stated they planned on re-
cruiting within five years, and 19 did not plan on recruiting for
at least five years. When asked whether PM&R was a specialty
in shortage in the United States, 21 said yes, while eight said
no. When asked whether PM&R was a specialty in shortage in
Hawai‘i, 17 said yes, while 16 said no.

Discussion

Currently, the state of Hawai‘i is short 669 physicians.! Certain
islands are in need of physicians more than others. Forexample,
O‘ahu is short 331 physicians, while the island of Hawai‘i is
short 174 physicians.* Medical specialties such as neurosurgery,
cardiology,infectious disease,and general surgery, in particular,
are inneed. Neurosurgeons are needed on the islands of Hawai‘i,
Kaua‘i, Maui, and O*ahu. The field of PM&R is unique in that
on the islands of Hawai‘i, Kaua'‘i, and Maui there is a current
shortage of 3.7, 1.0, and 0.7 working physiatrists, respectively.
However, there are seven more physiatrists than the current
demand on the island of O‘ahu *

Seventy-two percent (26 of 36) of respondents in our study
were under 55 years of age. On the other hand, 25% of respon-
dents were older than 55 years of age. It is fortunate that only
25% of Hawai‘i’s PM&R physicians are over the age of 55,
since 41% of all Hawai‘i physicians are 55 or older.* As physi-
cians 55 or older reach retirement age within the next decade,
Hawai‘i’s PM&R physicians may be less affected, since they
are, on average, younger.

Ninety-two percent of respondents were graduates of United
States medical schools. Nine out of 36 (25%) respondents
were JABSOM graduates. In lowa, retention of lowa-trained
physiatrists has been higher and Chen 2006 reported seven
out of 15 (47%) of responding Iowa physiatrists lived in lowa
during training.’ Previous data show that over one half of all
JABSOM graduates practice in Hawai‘i and more than 85%
of all JABSOM graduates who also complete a residency
training program will end up practicing in Hawai‘i.® Thus,
perhaps increasing the training opportunities by expanding
the medical school class, recruiting medical students from the
neighbor islands, encouraging more rural health care training,
increasing reimbursement rates, reducing costs and reducing
workload, could all be potential, albeit idealistic, solutions to
PM&R shortage problems on the islands of Hawai‘i, Kaua‘i
and Maui.

Hawai‘i physiatrists saw an average of 64.2 patients in an
outpatient setting, while physiatrists in 1997 saw only 38.7
patients in an office or outpatient clinic.” Additionally, Hawai‘i
physiatrists saw the same number of new patients per week (16.8
in Hawai‘i 2011; 16.8 nationwide 1997), with four more days
wait for a new patient to be seen (14.7 in Hawai‘i 2011; 11.0
nationwide 1997). Hawai‘i’s population is expected to increase
28% between 2000 and 2030, and the number of Hawai‘i resi-

HAWAI'l JOURNAL OF MEDICINE & PUBLIC HEALTH, APRIL 2012, VOL 71, NO 4, SUPPLEMENT 1

4



Table 1. Summary of Hawai'i Physiatrists Survey, 2011

Survey Respondents/Total

[ 36744 (82%)

Demographics

Multispecialty Group 14
Solo "
Single Specialty Group
Hospital 3
Administration 1
Island of primary practice
O'ahu 32
Maui 3
Kaua'i 1
Average Age (years) 48 + 11 Range 31-69
Male 26/36
Time in Hawai'i {years) 19+14 Range 1-48
Time as a physiatrist (years) 15211 Range 0.08-36
Medical School Training Hawaii 9
West Coast 4
Midwest 1"
South 1
South West 1
South East 1
East Coast 6
International 3
PM&R Residency West Coast 16
East Coast 12
Midwest 6
Southern 2
Average hours worked per week 48 £12 Range 15-70
Average hours performing administrative work per week 817 Range 0-20
Average time spent on inpatient care 18%
No. Inpatientsiweek 4
Average time spent on outpatient care 82%
No. New consults/week 17
Next available new patient appt 14.7 £ 14.2 days Range 0-60
No. of return patientsiweek 47
No. Electrodiagnostic medicine/week 5
No. Spinal injections/week 4
No. Peripheral injections/week 10
No. Osteopathic manipulations/week 2
Percentage of physiatrists spending 90-100% of their time on outpatient care | 75%
Percentage of physiatrists spending 90-100% of their time on inpatient care | 11%
No. of students/residentsffellows taught/year 2
What is the primary category of conditions that you treat? Musculoskeletal 25
Neurological/spinal cord injury 5
Pain disorders 2
Rheumatologicalfarthritic 2
General medical conditions 1
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Table 1. Summary of Hawai'i Physiatrists Survey, 2011 (Continued)

Currently Recruiting? Yes 1
No, but plan on recruiting within next 5 years 13
No, not planning on recruiting for at least 5 years | 19

Patient Referral Sources

Other MD 73%

Self 14%

Non-MD provider 1%

PTorOT 2%

Payer Mix

Commercial insurance 36%

Medicare 33%

Other/Work Comp/No-fault/Tricare 18%

Medicaid/Quest 1%

Self-pay 2%

Top Concerns of Physiatrists

1. Poor Reimbursement 114 points

2. Practice Management Problems 106 points

3. High Workload 51 points

4, Hospital Administrative Issues 44 points

5. Recertification Requirements 32 points

6. Continuing Medical Education 27 points

7. On-call Responsibilities 23 points

8. Other Concermns 23 points

9. Increasing Malpractice Premiums 21 points

10. Low Workload 11 points

11. Recruiting New Physiatrists 8 points

12. Retention of Current Physiatrists 8 points

Shortage of PM&R in US? Yes 21 No8

Shortage of PM&R in Hawai'i? Yes 17 No 16

dents older than age 65 is projected to double during this same
time period.® Thus, Hawai‘i’s demand for musculoskeletal and
rehabilitation care will rise, especially on islands other than
O‘ahu, where physiatrist shortages are already apparent.

Hawai‘i physiatrists spent a lower percentage of their time
doing inpatient versus outpatient care as physiatrists did in
Iowa in 2003 (18% and 82% Hawai‘i 2011; 33%, and 67%,
lowa 2003). Additionally, Hawai‘i physiatrists performed more
electrodiagnostic medicine, spinal injections, and peripheral
injections lowa physiatrists did in 2003 (five, four, ten, respec-
tively vs three, two, seven).

The number one concern among Hawai‘i physiatrists is poor
reimbursement, a top concern shared among lowa physiatrists
in 2003 * Practice management is another concern shared by
physiatrists in Hawai‘i and lowa. While physiatrists in lowa
reported “difficulty recruiting” as their number four concem,
Hawai‘i physiatrists ranked “difficulty recruiting” tied with
“retention of current physiatrists” at number 11 and 12 out of

12 concerns. And, although Iowa physiatrists work on average
four hours more than Hawai‘i physiatrists (48 hours per week
Hawai‘ivs 52 hours per week Iowa), “high workload” was con-
cern number seven for lowaphysiatrists, while “high workload”
was concern number three for Hawai‘i physiatrists.

Although the majority of Hawai‘i physiatrists believed there
was a shortage of physiatrists within the United States (21 of
29 responded yes), they were more divided about whether there
was a shortage in Hawai‘i (17 of 33 responded yes). The notion
that fewer Hawai‘i physiatrists believe there is a shortage of
physiatrists in Hawai'‘i is consistent with the majority of PM&R
practices not looking to recruit new physiatrists for at least five
years (19 of 33 respondents). Furthermore, “difficulty recruiting
new physiatrists” was not much of a concern among Hawai‘i
physiatrists (tied for number 11 and 12 of 12 concerns). As an
alternative to recruiting and hiring more physiatrists to work in
remote areas, telemedicine could be a potential cost-effective
solution to the physiatry shortages on the neighbor islands. By
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decreasing physician workload, telemedicine could decrease the
physician demand in areas where physiatry demand is greater
than its supply.

Because 32 of 36 of the responding physiatrists were currently
practicing on the island of O*ahu, there could possibly be sam-
pling bias. Thatis, O‘ahu physiatrists’ concerns,demographics,
and practice types could be different and unique from those of
their colleagues practicing on the other islands of Hawai‘i. The
estimated 1.3 physiatrists working on the island of Hawai‘i, for
example, were not represented in this data.*

Conclusions

In comparison with other medical specialties within the state of
Hawai'i and to the relative need for more physiatrists in other
states, PM&R in 2011 Hawai‘i is not in a public health care
crisis. However, with expected population growth and aging,
as well as the anticipated retirement of 41% of Hawai‘i’s prac-
ticing physicians, physician shortages, large or small, should
not go unnoticed.* Since Hawai‘i lacks a PM&R residency,
further recruitment efforts should be focused on attracting both
physiatrists completing residency programs on the mainland
United States and physiatrists on O*ahu to our neighbor islands.
Reimbursement changes, addressing hospital administrative is-
sues, hosting more PM&R conferences,developingaJABSOM
musculoskeletal fellowship program, and increasing incentives
to practice on neighbor islands are possible solutions that
would directly address the concerns of Hawai‘i’s physiatrists.
Furthermore, another possible resolution would be creating a
Telehealth system for O“ahu’s physiatrists to consult on neighbor
island patients without anyone having to travel. This has been
accomplished by Shriners Hospital to distant sites and could
be expanded as need increases.
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A Brief Survey to ldentify Priorities for Improving Clinician
Recruitment and Retention: Results from Hawai‘i Island

Physicians
Karen L. Pellegrin PhD

Abstract

Background: Inlight of the documented physician shortage on Hawai'ilsland,
the Hawai'i Clinician Recruitment and Retention survey was designed and
implemented to assess perceptions of quality of life and the work environment
among clinicians on Hawai'i Island and to identify aspects of the environment
on Hawai'i Island that predict responses to questions regarding recruitment
and retention.

Methods: The respondents were 127 Hawai'i Island clinicians, specifically
96 physicians, 15 nurses, five pharmacists, four physician assistants, two
social workers, and five “other” healthcare workers. The internal reliability of
the survey was high (alpha=.91) and its convergent validity was supported by
the significant correlation of item total scores with anchor items that measured
overall ratings of the environment and likelihood of recruitment and retention.
Given the small number of non-physician clinicians responding, descriptive
analyses included only physicians. Physicians who indicated they plan to
retire within 5 years were excluded from the correlation analyses to focus on
patterns within the target group for retention.

Results: Overall, results indicate that, while the majority of physicians who
relocated to Hawai'i Island did so primarily for the quality of life, the best
predictors of retention are financial sustainability, professional opportunities,
communily support, and access to good K-12 schools. Survey results also
indicate that Hawai'i Island will lose 32% of its current physicians within the
next five years due lo retirement or other causes.

Discussion: These findings indicate that increased urgency to find solutions
is warranted.

Introduction

Physician shortages in rural areas continue to be well docu-
mented.' Interventions have focused on strategies to recruit
clinicians/trainees from rural areas and/or expose them to rural
practice during their training.? Using results from a qualitative
study using a semi-structured interview design and incorporat-
ing previous research findings, Hancock and colleagues have
proposed a model of physician recruitment and retention.* This
2009 model begins with the importance of exposure to rural
environments and, absent that, factors that increase the pro-
pensity to practice in rural settings. Once practicing in a rural
setting, according to this model, physicians are likely to stay
to the extent that they have a sense of place, comfort, outdoor
opportunities, community, efficacy, and freedom. In contrast,
those who experience greater financial trouble, lack of services,
limited social network, or desire a career change are more likely
to leave. The model provides a useful framework for designing
and testing recruitment and retention interventions.

Onalocal level, projections indicate that the physician shortage
in Hawai‘i is significant and growing.* The physician shortage
is more severe in rural counties. Applying Hancock’s model to
this unique setting, the geographic isolation and relatively high
cost of living are likely to be significant barriers to effective
recruitment and retention. The unique quality of life factors
in rural Hawai‘i may offset these barriers. On rural Hawai‘i

Island, the largest county in Hawai ‘i with the lowest population
density, physician shortages have been well-documented’® and
significant efforts are underway to better understand and ad-
dress this problem. In particular, the launch of the University of
Hawai‘i School of Medicine Rural Family Practice Residency
Program at Hilo Medical Center is a critical, evidence-based
approach to improving recruitment of physicians to Hawai‘i
Island. This approach is supported by research indicating that
exposure to rural settings during clinical training, particularly
longitudinal rotations, are good predictors of retention in rural
areas 3%’

While there is strong local support for the residency program,
there is also significant interest in finding other solutions to the
shortage. The Hawai‘i Island Healthcare Alliance is a diverse
group of stakeholders focused on achieving a vision where
Hawai'i Island residents lead healthy and productive lives,
make healthy choices, and have access to quality healthcare.
The Alliance Recruitment and Retention Committee has been
focused on addressing the broad range of workforce issues that
impact the achievement of this vision. Discussion among com-
mittee members led to the decision to design and administer
a survey to facilitate the prioritization of efforts to improve
clinician recruitment and retention. Therefore, the purpose of
this research was to assess perceptions of quality of life and
the work environment among clinicians on Hawai‘i Island. The
goal was to identify aspects of the environment on Hawai‘i
Island that predict retention and that could be used to recruit
clinicians to work there. The Hawai‘i Clinician Recruitment and
Retention survey was designed to measure clinician ratings of
the general environment as well as aspects of the environment
specific to healthcare and to shed light on the applicability of
Hancock’s model of recruitment and retention to the unique
factors of practicing on Hawai‘i Island.

The survey included an item response format that has been
shown by Ware and Hays to produce more sensitive measures
of satisfaction® Many surveys attempting to assess percep-
tions of quality yield highly skewed response distributions
with low variability ® In their study, Ware and Hays compared
two response formats: a five-point scale offering the response
options of “excellent, very good, good, fair, and poor” and a
six-point scale with response options of “extremely satisfied,
very satisfied, somewhat satisfied, neither satisfied nor dissatis-
fied, somewhat dissatisfied, and very dissatisfied.” The former
format yielded less skewed results with greater variability across
settings, producing a more sensitive instrument for measuring
satisfaction. Furthermore, the “excellent, very good, good,
fair, poor” response format better predicted behaviors and
behavioral intent. Thus, the recruitment and retention survey
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used this optimal response format (5=excellent, 4= very good,
3=good, 2=fair, ] =poor) to minimize positive response bias
and optimize variability and predictive validity.

Methods

The Hawai‘i Clinician Recruitment and Retention survey was
designed to be brief enough to be practical and user-friendly
but thorough enough to cover key environmental, community,
and work-related factors that might be important to practicing
clinicians based on a review of the literature. The draft survey
was then distributed to Hawai‘i Island Healthcare Alliance
leaders for feedback and suggestions were incorporated. The
final survey was transferred to surveymonkey.com format for
administration.

In addition to identifying clinician type, the survey included
basic information about the clinician’s practice setting, location
of clinical training, location of previous clinical experience,
reason for relocating to Hawai‘i Island, years in practice, and
plans to retire (shown in Table 1). Clinicians were asked to
indicate their ratings of specific aspects of living and working
on Hawai‘i Island (shown in Table 2), as well as their overall
ratings and their intentions to continue practicing and refer col-
leagues to practice there. These overall ratings and behavioral
intent questions were the “anchor” items included to identify the
best predictors of overall satisfaction, recruitment (as measured
by the question “Would you recommend Hawai‘i Island to your
healthcare colleagues who are interested in relocating?”), and
retention (as measured by the question “Do you plan to con-
tinue practicing on Hawai‘i Island for the next 5 years?”). The
recruitment and retention questions had a response format of
“4=Yes, definitely, 3=yes probably, 2=no probably not, and
1=no definitely not” as used in the Ware and Hays study?

This study was determined by the University of Hawai‘i
Committee on Human Studies to be exempt from IRB review
and all procedures with regard to informed consent and data
confidentiality were followed. In July 2010, key healthcare
leaders, including senior leaders of Hawai'‘i Island hospitals,
federally qualified health clinics and physician groups were
contacted regarding the distribution of the survey on behalf
of the Hawai‘i Island Healthcare Alliance. These leaders were
asked to send a standardized email with link to the survey at
surveymonkey.com to the clinicians working in their respective
organizations with the request that the survey be completed
within three weeks. Before the survey deadline, these leaders
were sent two reminders, including an update on the number of
clinicians that had responded to date. The intent was to obtain
survey responses from all clinician types, including physicians,
nurses, pharmacists and others. Because the survey invitation
was sent to clinicians through these healthcare leaders, response
rates based on those invited to complete the survey are not
known.

From this convenience sample, descriptive statistics were
obtained to identify key aspects of the clinician sample as well
as mean scores on each item. Analyses of the reliability and
preliminary validity of the Hawai‘i Clinician Recruitment and

Retention survey were performed. Correlation analyses were
performedtoidentify predictors of clinician intention to continue
practicing on Hawai‘i Island and to recommend Hawai‘i Island
as a place for other clinicians to practice. Given that the survey
produced ordinal data, Kendall’s tau-b was selected to obtain
correlations using SPSS software (PASW Statistics 18).

Results

The respondents were 127 Hawai'i Island clinicians, includ-
ing 96 physicians, 15 nurses, five pharmacists, four physician
assistants, two social workers, and five “other” healthcare
workers. The internal reliability of the Hawai‘i Clinician Re-
cruitment and Retention survey, as measured by Cronbach’s
alpha, was high (alpha=91). Preliminary convergent validity
of the instrument was supported by the finding that total scores
for the items were significantly correlated with the scores for
the four anchor items, P<.001 (r=.77 for “overall rating of
the healthcare environment,” r=.73 for “overall rating of the
community environment,” r=.68 for “would you recommend
Hawai‘i Island to your healthcare colleagues who are interested
in relocating?” and r= .38 for “do you plan to continue practic-
ing on Hawai‘i Island for the next 5 years?”). Given the small
numbers of non-physician clinicians responding, the remain-
ing descriptive analyses include only the 96 physicians who
completed the survey to allow greater certainty about applying
results specifically to physicians. Based on an estimate of 310
practicing physicians on Hawai‘i Island* 31% of physicians
completed the survey. Descriptive statistics for this physician
sample are shown in Table 1. Table 2 presents mean ratings for
each survey item, standard deviations and correlation analyses
designed to identify priorities for improving recruitment and
retention of physicians. The physicians who reported that they
planned to retire in the next five years were omitted from these
analyses to maximize relevance to those who are retention tar-
gets, leaving asample of 77 physicians. Correlation coefficients
indicate the strength with which answers to specific itemratings
predictanswers regarding recruitment and retention. Two-tailed
significance tests were selected due to the exploratory nature
of this survey such that hypotheses about whether significant
correlations would be positive or negative were not stated a
priori. The strongest item predictors of recruitment and reten-
tion, defined as items that significantly predict both recruitment
and retention questions at the P<0.01 level, were all positive
correlations and are highlighted in Table 2.

Discussion

The majority of physicians whorelocated to Hawai ‘i Island from
a different island in Hawai‘i, another state, or another country,
did so primarily for the quality of life; very few relocated to
improve earnings. However, the best predictors of retention were
financial sustainability, professional opportunities, community
support, and access to good K-12 schools. Not surprisingly,
these were also the strongest predictors of physician recruitment
of colleagues to Hawai‘i Island. This means that physicians
who gave high ratings in these areas were significantly more
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Table 1. Physician sample characteristics

Question (n) Response Percent
Primary clinical area (95) Primary care 52.6%
Specialty care 47.4%
Primary practice setting (95) Qutpatient, owner 32.6%
Qutpatient, employee 23.2%
Hospital 24.2%
Other 20.0%
Plan to retire in the next § years (96) Yes 19.8%
No 80.2%
No. of years practicing on Hawai'i Island (96} Less than 1 year 5.2%
1-5 years 32.3%
6-10 years 19.8%
11-20 years 21.9%
More than 20 years 20.8%
Location of previous clinical experience (excluding training) (96) none {all experience on Hawai'i Island) 28.1%
relocated from another island in Hawai'i 12.5%
relocated from another state 56.3%
relocated from another country 3.1%
Setting of previous clinical experience for those who relocated to Hawai'i Island (69) Primarily urban area 72.5%
Primarily rural area 27.5%
For those who relocated to Hawai'i Island, primary reason (69) Closer to family 14.5%
Improved earnings 2.9%
Quality of life 62.3%
Other 20.3%
Primary location of advanced clinical training (96) Hawai'i Island 3.1%
Another island in Hawai'i 11.5%
Another state 85.4%
Another country 0%
If not Hawai'i Island, setting of advanced clinical training (93) Primarily urban area 92.5%
Primarily rural area 7.5%
District where you currently live (94) Hamakua 3.2%
Hilo 45.7%
Kau 2.1%
North Kohala 5.3%
South Kohala 13.8%
Kona 21.3%
Puna 8.5%
District where you currently work (94) Hamakua 1.1%
Hilo 51.1%
Kau 2.1%
North Kohala 3.2%
South Kohala 17.0%
Kona 20.2%
Puna 5.3%

likely to recommend Hawai‘i Island to colleagues interested
in relocation and significantly more likely to report they plan
to continue practicing there. Likewise, those who gave low
ratings in these areas were significantly less likely to recom-
mend Hawai‘i Island or to plan to continue practicing there.
These findings support elements of Hancock’s model. However,
inconsistent with Hancock’s model, ratings of opportunities to
enjoy outdoor activities and amount of time away from work
were not significant predictors of recruitment and retention.
While cause and effect were not tested, this simple, cost-ef-
ficientsurvey methodology allows the identification of priorities
for interventions based on items that best predict recruitment
and retention questions. For physicians on Hawai‘i Island, the

survey results suggest that improvements in financial sustain-
ability, professional opportunities, community support, and
access to good K-12 schools are most likely to improve physi-
cian recruitment and retention and, thus, should be priorities.
Thereliability and preliminary validity of the Hawai‘i Clinician
Recruitment and Retention survey are strong, suggesting that it
could be used to track changes over time and adapted for use
in other communities to identify and compare priorities for
improvement.

It is noteworthy that twenty percent of physicians reported
that they planned to retire within five years. Of those who were
not planning to retire, 12 (16%) indicated that they do not plan
to continue practicing on Hawai‘i Island for the next five years.
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Table 2. Survey item means (standard deviations) and correlations with anchor items (and 2-tailed significance), excluding physicians
planning to retire in the next 5 years; strongest predictors of recruitment and retention are highlighted
Correlation coefficient with anchor
items (2-tailed significance)

Survey item (n) Mean (SD) | Overall rating of Overall rating of Recommend Plan to con-

the healthcare the community Hawai‘i Island to | tinue practicing on

environment environment colleagues? Hawai‘i Island?

Access to cultural activities (77) 2.83(.979) 091 (.353) 238" (.016) 128 (.202) 172 (.090)
Opportunities to enjoy outdoor activities (77) 4.43 (.802) .237* (.020) .226* (.029) 141 (.178) 1091 (.389)
Access to shopping and other services (77) 2.29(.792) .264** (.008) .166 (.100) .238* (.020) .222* (.032)
Cost of living (77) 2.08 (914) 183 (.064) A71(.087) .275™ (.007) .244* (.017)
Access to good K-12 schools (72) 2.15(1.083) .372* (.000) .226* (.026) 437+ (.000) .282** (.006)
Social support in the community (75) 2.81(1.023) .373* (.000) .443+ (.000) .338" (.001) .268** (.008)
Support from the business community (74) 2.59 (1.072) .435** (.000) .427* (.000) .354* (.000) .307* (.002)
Support from elected officials (75) 221(1.017) 433" (.000) .294** (.003) .246"* (.015) 122(.232)
Amount of personal time away from work (75) 2.81(1.182) .199* (.039) .307** (.002) 097 (.333) 027 (.786)
Earnings from main practice (77) 2.74 (1.093) .473* (.000) .323* (.001) 424" (.000) .398** (.000)
Stability of earnings (75) 3.13(1.082) .359* (.000) 347+ (.001) -400** (.000) .340** (.001)
Quality of healthcare facilities and equipment (76) 2.80(.938) 431* (.000) .332** (.001) .260* (.010) 1233 (.022)
Quality of health information technology (77) 2.81(1.077) .296"* (.002) .278"* (.004) .234 (018) 211" (.034)
Quality of healthcare workforce (76) 2.88 (1.070) .429** (.000) 437 (.000) .298** (.003) 231 (.021)
Access to Continuing Education opportunities (76) 2.59 (.941) .305* {.002) .259"* (10) .230° (.023) .086 (.400)
Opportunities to achieve professional goals (77) 2.96 (1.019) .575* (.000) .431** {.000) .424** (.000) .389** (.000)
Access to current scientific literature (77) 3.21(1.207) 371" (.000) .348** (.000) .286" (.004) .259** (.009)
Access to consultants for referrals (77) 2,06 (.978) .336** (.001) 243" (.015) .198 (.050) 126 (.217)
Degree of acceptance by other clinicians in the community (77) | 3.56 (1.019) .370** (.000) .460** (.000) .359** {.000) 247* (.014)
Quality of clinician-patient relationships (77) 3.88 (.888) .294** (.003) .360** (.000) 147 (.150) .226* (.027)
Cooperation among healthcare providers (76) 3.34 (917) .646** (.000) 413+ (.000) .385** (.000) .347** (.001)

* Correlation is significant at the 0.05 level (2-tailed), ** Correlation is significant at the 0.01 level (2-tailed).

Combined, this suggests that Hawai‘i Island will lose 32% of
its current physicians within the next five years. These findings
indicate that increased urgency to find solutions is warranted.
While efforts to improve the pipeline of medical students and
residents with extended training on Hawai‘i Island are greatly
needed and should continue, it is unlikely that these efforts will
be sufficient to address the current and projected shortage.
Models of care that result in physicians and other clinicians
functioning “at the top of their license” are likely critical to
addressing the problem of physician recruitment and retention.
This means the formation of teams in which physicians delegate
tasks to other healthcare workers who can perform the tasks
more cost-effectively. Such models extend the capability of
physicians to optimally manage a greater volume of patients.
From an economic perspective, this allows a more efficient use
of health care dollars and an opportunity for all clinicians to be
paid at alicense-appropriate level. From a professional perspec-
tive, this allows physicians and other clinicians to do the work

they were uniquely trained to do. Analyses also indicate that
community support and infrastructure are important predictors
of recruitment and retention, so these avenues should be further
explored.

A potential limitation of this study is that the survey was
distributed vialeaders of hospitals,clinics,and physician groups
and associations, which could have resulted in under-representa-
tion among solo, unaffiliated practices. It is also possible that
the responders differed from non-responders in some way that
biased the results. Furthermore, while the administration of this
survey produced a sufficient response from physicians, there
were insufficient responses from other clinicians for meaningful
analysis. Future research should attempt to identify recruitment
and retention priorities for other clinicians. Additional research
is also needed to causally test the predictors identified in this
survey. Finally, follow up surveys should be implemented to
track progress of interventions designed to improve recruitment
and retention on Hawai'‘i Island.
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Transforming and Improving Health Care through Meaningful Use

of Health Information Technology

Beverly J. Chin MBA, MPH and Christine Mai‘i Sakuda MBA

Abstract

Use of electronic health records (EHRs) is becoming more and more com-
mon. It is anticipated that their use will improve patient care, decrease
practice costs, and increase provider productivity and revenue. The State
of Hawai'i has received funding to assist Hawai'i and Pacific providers in
their selection of qualified EHR products that will meet federal Medicare and
Medicaid requirements for “Meaningful Use.” This article describes federal
recommendations and resources available to Hawaii providers. While it
can be fairly overwhelming for small practices to convert to EHRs, there is
technical assistance available to support Hawai'i providers in meeting the
Meaningful Use requirements of EHR usage in order to become eligible for
financial incentives and fo improve positive health outcomes for patients. On
October 31st, 2011, there were 138,570 eligible professionals and eligible
hospitals registered for the Medicare and Medicaid EHR Incentive Programs
nationally. These providers have received $1,238,000,000 in incentives since
January 2011. In Hawai'i there are approximately 400 active registrations
for the Medicare program, of which 95 have been successful al meeting
Meaningful Use criteria and have received $8.1 million in incentive payments
from Medicare. The State of Hawai'i is preparing to launch its Medicaid EHR
incentive program in mid-to-late 2012, which should produce additional pay-
ments to Hawai'i's health care providers.

Background

The Institute of Medicine estimated that approximately 98 000
Americans die each year from preventable medical errors.'
Medical errors are killing more people per year in the United
States than breast cancer, AIDS, and motor vehicle accidents
combined. Eighty percent of errors were initiated by miscommu-
nication.?A major transformation in the current American health
care system is underway, and the demand for more accountable
care and better communication is creating the momentum to
address the need for improvement in clinical care management,
the capture of data for continuity of care, and the definition of
measures to monitor costs and quality of care.

The Office of the National Coordinator for Health Informa-
tion Technology (ONC) was created in 2004 to be a resource
for the entire US health care system.? In 2009, the ONC was
mandated through the Health Information Technology for
Economic and Clinical Health (HITECH) Act to support and
coordinate efforts to improve health care through the adoption
of health information technology (HIT) and the development
of a nationwide health information exchange (HIE). This is the
HIT component of the American Recovery and Reinvestment
Act (ARRA) signed into law on February 17,2009, with provi-
sions of 17.2 billion dollars for EHR use and HIE development.
The vision of the HITECH Act is to furnish tools to begin a
transformation in our nation’s health care system so that each
patient canreceive optimal care. The adoption of Meaningful Use
of electronic patient data and the development of a nationwide
exchange of health information over the next several years will

serve to optimize and align our combined efforts to improve
health outcomes, reduce costs, and increase patient, staff, and
provider health care experience and satisfaction.

In 2011, the National Center for Health Statistics estimated
that the rate of providers using any EHR was between 40%
in Louisiana to 84% in North Dakota, with Hawai'i having
a 70.5% adoption rate.* Any EHR system was defined as an
affirmative response to the question, “Does this practice use
electronic health records (not including billing records)?”

In comparison, a “basic EHR system” is one that has all of
the following functionalities: patient history and demographics,
patient problem list, physician clinical notes,comprehensive list
of patient’s medications and allergies, computerized orders for
prescriptions,and ability to view laboratory and imaging results
electronically. This may or may not include certified electronic
health record technology as specified by ONC Certified Health
IT Product List.* Nationally, about 34% of physicians reported
having a system that met the criteria for a basic system, up from
25% average in 2010. The lowest state was New Jersey at 16%
and the highest was Minnesota at 61%. In Hawai‘i, the EHR
adoption rate for a basic system is 46.3%.

Nationwide, approximately 52% of physicians reported in-
tending to apply for Meaningful Use incentives,up from41% in
2010. While the barriers to the implementation of EHRs include
potentially high financial investments, an increase in initial
physician and staff training time, workflow redesign efforts,
and the need to hire new staff for HIT support, an EHR creates
a database of information that will assist in the coordination of
patient care and improvement of communication about shared
patients among health care providers.

Benefits of using EHRs can include, but are not restricted to,
reduced paperwork for patients and doctors, expanded access
to affordable care, improved patient quality of care, prevention
of medical errors, decrease in health care costs, increase in ad-
ministrative efficiencies, and engagement of patients/families
in their own health care.

AnEHR converts a paper medical record into electronic format
for faster communication, recall, and clinical decision-making.
The goal of clinical decision support is designed to deploy
electronic and non-electronic tools to effectively make use of
best practices and evidence-based guidelines to help guide care
in a more timely manner. Furthermore, the use electronic health
records fundamentally changes a practice’scommunications by
redesigning workflows that allow for better access to patient
information almost immediately. Transcription costs will be
reduced, patients with specific conditions can be more quickly
identified and clinical decision support tools will be in place.
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The What and Why of Meaningful Use

The term “Meaningful Use” applies to the extent to which a
health care provider or organization utilizes electronic health
records. The American Recovery and Reinvestment Act (ARRA)
defines Meaningful Use as the following:

(1) Use of certified EHR in a meaningful manner
(eg, E-prescribing);

(2) Use of certified EHR technology for electronic
exchange of health information to improve quality
of health care; and,

(3) Use of certified EHR technology to submit clinical
quality reporting and other measures.

The government has identified three stages toward meeting
their definition of Meaningful Use. The Stage 1 goal is to capture
data electronically. The Stage 2 goal is to expand upon Stage ]
criteria and to report health information and track key clinical
conditions. The Stage 3 goal is to improve quality, safety, ef-
ficiency, and performance and health outcomes. Meaningful
Use includes both a core set and a menu set of objectives that
are specific to eligible professionals or eligible hospitals and
critical access hospitals. All of the metrics are described in de-
tail at the Centers for Medicare and Medicaid Services (CMS)
website 8

An example of a core objective is for an eligible professional
to “generate and transmit permissible prescriptions electronically
(eRx).” The definition of e-prescribing is a prescriber’s ability
to electronically send an accurate, error-free, and understand-
able prescription directly to a pharmacy from the point-of-care.
This is an important element in improving the quality of patient
care. In Stage 1, this requirement is successfully measured
when more than 40% of all permissible prescriptions written
by the eligible professional are transmitted electronically using
certified EHR technology. In Stage 2, the suggestion is for the
percentage requirement to increase to 50% of orders transmitted
as eRx. In Stage 3, the suggested threshold for this measure is
to increase to 80% of orders transmitted as eRx. Sce Table 1.

This HIT-enabled health reform approach aims to capture
data in a coded format and expand exchange of information in
the most structured format possible in order to advance clinical
processes and improve health outcomes by placing emphasis on
high priority clinical conditions, patient self-management, and
access to comprehensive data. Therefore, the focus is not just
about technology, but about improving health and transforming
health care through Meaningful Use of HIT.

Financial Incentives for Achieving
Meaningful Use

Through the Centers for Medicare and Medicaid Services
(CMS) EHR Incentive Programs, Medicare and Medicaid
are providing financial incentives for “eligible professionals”
(EPs) who have adopted a certified EHR and can demonstrate
“Meaningful Use.” Participating eligible professionals must
choose to be reimbursed either through Medicare or Medicaid
and cannot receive incentive payments from both programs at
the same time. Below is a description of each program.

Medicare EHR Incentive Program

The Medicare eligibility criteria for EPs include doctors of
medicine, osteopathy, dental surgery, podiatry, optometry or
chiropractic care. Excluded from this list are EPs who furnish
90% or more of their services in either the inpatient or emergency
department of a hospital. (Eligible hospitals include subsection
(d) hospitals and Critical Access Hospitals).

Beginning January 2011, EPs who adopt and demonstrate
Meaningful Use of an EHR may be eligible for up to $44,000
in Medicare incentive payments spread out over five years.
(This amount is increased by 10% for EPs who predominantly
furnish services in a health professional shortage area.) The
last year to initiate the Medicare program is 2014 with the
last payment in 2016. It is important to note that from 2013,
the incentive payments start to decrease every year thereafter.
Medicare payment reductions begin in 2015 for providers that
do not demonstrate Meaningful Use. The reporting period for
meeting Meaningful Use the first year is 90 continuous days
within the calendar year and for subsequent years it is the full
calendar year.

Medicaid EHR Incentive Program

The Medicaid eligibility criteria for EPs are inclusive of physi-
cians, dentists, certified nurse-midwives, nurse practitioners,
and also for physician assistants working in a federally qualified
health center/ rural health center that is physician-assistant led.
Under Medicaid, EPs must practice in a setting where 30% of
patient encounters are attributed to Medicaid patients, with the
exception of pediatricians who must have a minimum volume
of 20% Medicaid patients. However, their incentive payments
are limited to two-thirds of the maximum amount or $42,500.
Pediatricians with 30% Medicaid population are eligible for the
maximum payout of $63,750. (Eligible hospitals include acute
care hospitals and critical access hospitals with at least 10%
Medicaid patient volume, as well as children’s hospitals with
no Medicaid volume requirement.) As with Medicare eligibil-
ity, Medicaid EPs who furmish 90% or more of their services
in either the inpatient or emergency department of a hospital
are excluded from the list.

Table 1. Stages of ePrescribing

Stage 1 Proposed Stage 2

Proposed Stage 3

More than 40% of permissible prescriptions are
transmitted electronically.

More than 50% of orders (outpatient and hospital
discharge) transmitted as eRx.

More than 80% of orders (outpatient and hospital
discharge) transmitted as eRx.
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In some states, eligible professionals have begun receiving
Medicaid payments as early as January 2011.Unlike Medicare,
EPs can participate in the Medicaid program and receive the
maximum payment through 2016. This means that the last year
for eligible professionals to both initiate and register for the
Medicaid EHR incentive program is 2016. EPs may receive up
to a maximum of $63,750, with the first year payment being
$21,250 for providers who are engaged in efforts to “adopt,
implement or upgrade” (AlU) to certified EHR technology.
The Medicaid program payments are made over a six-year time
period. The last Medicaid EHR payment year is 2021.

An eligible professional has “adopted” a certified EHR when
they have evidence of acquiring and installing the technology.
When the EP has “implemented” a certified EHR, then he/she
has commenced utilization of the technology, eg, staff train-
ing and data entry of patient demographic information into the
EHR. The EP has “upgraded” the existing EHR by expanding
its current technology or adding new functionality to meet the
definition of certified EHR technology. In their first year, the
eligible professional will not have to demonstrate Meaningful
Use in order to receive the payment; he/she just needs to adopt,
implement, or upgrade certified EHR technology. In the second
year, he/she will have to demonstrate Meaningful Use for a 90-
day period only. An EP who has already achieved Meaningful
Use will need to demonstrate Meaningful Use of their certified
EHR for a 90-day period the first year, and then in subsequent
years, he/she will need to demonstrate Meaningful Use of their
certified EHR for the full calendar year.

Medicaid Meaningful Use requirements are reported through
ameans that is developed by each individual state that chooses
to participate. The final Meaningful Use rule mandates that the
objectives of Meaningful Use for Medicare be the minimum for
Medicaid. The State of Hawai‘i Medicaid Program (Department
of Human Services, Med-QUEST Division) received funds to
begin development of the advanced implementation plan and
reporting process for Hawai‘i’s eligible professionals to sub-
mit documentation to CMS, with the intent of administering
the Medicaid EHR incentives in the fall of 2012. The purpose
of the advance planning document is to describe the Hawai‘i
Departmentof Human Services, Med-QUEST Division’s (DHS-
MQD) implementation activities for the development of a State
Medicaid Health Information Technology Plan (SMHP) for

Hawai‘i. The SMHP will serve as a strategic vision to enable
the DHS-MQD to achieve its future vision by moving from the
current “As-Is” HIT landscape to the desired “To-Be” HIT land-
scape, including a comprehensive HIT road map and strategic
plan over the next five years. The plan will also describe the
processes, procedures and resources required to implement and
oversee the incentive payments to be paid to eligible Hawai‘i
Medicaid providers for the Meaningful Use of certified EHRs. It
is encouraged that Hawai‘i EPs begin preparing now to achieve
Meaningful Use, regardless of the program chosen, in order to
prepare for future financial incentive opportunities.

Differences in Medicare and Medicaid EHR Incentive
Programs

Eligible professionals (EPs) must select only one method to
receive the financial incentives, and are allowed to switch
programs one time prior to 2015 after they have completed
their attestation. Providers practicing in multiple states can
only participate in one state’s program. Table 2 below shows
the notable differences between the Medicare and Medicaid
EHR Incentive programs.

Demonstrating and Reporting Meaningful
Use

For 2011, results for all objectives and measures, including
clinical quality measures, is reported via attestation to the
Centers for Medicare and Medicaid Services (CMS). For 2012,
measures must be submitted via certified EHR technology. In
the provider’s first year of participation, the reporting period
will be any 90-day period that occurs within the calendar year.
For subsequent years of participation, the reporting period will
be the entire calendar year.

Penalties for Non-Adopters of Meaningful
Use

To receive the maximum EHR incentive payment, Medicare
eligible professionals must begin participation by 2012. For
2015 and later, Medicare eligible professionals who do not
successfully demonstrate Meaningful Use will have a payment
adjustment to their Medicare reimbursement. The payment re-
duction starts at 1% and increases 1% each year that a Medicare
eligible professional does not demonstrate Meaningful Use, to
a maximum of 5%.

Table 2. Notable Differences Between the Medicare and Medicaid EHR incentive Programs

Medicare

Medicaid

Federal Government will implement (will be an option nationally)

Voluntary for states to implement (may not be an option in every state)

Payment reductions begin in 2015 for providers that do not demonstrate Meaningful
Use

No Medicaid payment reductions

Must demonstrate Meaningful Use in Year 1

Adoptiimplement/Upgrade option for 1st participation year

Maximum incentive is $44,000 for EPs (10% bonus for EPs in HPSAs)

Maximum incentive is $63,750 for EPs

Meaningful Use definition is common for Medicare

States can adopt certain additional requirements for Meaningful Use

Last year a provider may initiate program is 2014
Last year to register is 2016; Payment adjustments begin in 2015

Last year a provider may initiate program is 2016
Last year to register is 2016

Only physicians, subsection (d) hospitals and Critical Access Hospitals

5 types of EPs, acute care hospitals (including critical access hospitals) and children's
hospitals
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There are no penalties for EPs who choose the Medicaid
method, which means that there is no payment adjustment
imposed if an eligible provider that qualifies for Medicaid and
subsequently chooses NOT to adopt, implement, or upgrade to
certified EHR. If an eligible professional adopts, implements
or upgrades to certified EHR in the first year, the EP will not
have to demonstrate Meaningful Use in order to receive the
first year’s payment.

What Can Your Practice Do Now to Achieve
Meaningful Use?

For practices withno EHR, develop an EHR implementation
strategy by focusing on the following:

begin pre-work by performing a financial assessment
and return on investment calculation, assigning a
physician as a champion and selecting staff for an
EHR implementation team;

determine where you are now in the process by
performing a readiness assessment, evaluate staff
computer skills, analyze your current workflow, and
review hardware and software needs;

start planning by deciding where you want to be in the
future and how to get there, by defining EHR goals
and measurements and drafting an internal project plan
for implementation;

evaluate the certified vendors to see which system meets
your needs by scheduling demonstrations and negotiating
contracts;

begin the EHR implementation process and effectively
install the EHR by working with your vendor on
implementation planning, system customization
/testing/practicing/backup and establishing down time
procedures; and,

prepare a post go-live evaluation by reviewing goals,
Meaningful Use status, clinical measure reports, and
subsequent phase planning.

For practices with an EHR, start now by focusing on the
following:

inquire on EHR vendor status of ARRA certification and
find out when upgrades will be available;

review reporting requirements and work backwards

to ensure that documentation supports required reports;
if possible, implement a lab interface and eRx with
interaction checking;

begin using computerized physician order entry (CPOE);
perform gap analysis of documentation: medications,
problem, and allergy lists, vitals, etc;

create lists of patients within the EHR using clinical
decision support rules and send patient reminders;
implement a patient portal;

implement a medication reconciliation process;

develop a source of statewide information on community

HIE and test one exchange of key health data to other
providers, health department, or immunization registry;
and,

* conduct a HIPAA security analysis and address issues.

Overview of the Regional Extension Center
Program

The HITECH Act’ has established 62 nationwide regional
extension centers, including the Hawai‘i Pacific Regional Ex-
tension Center (HPREC), in order to offer technical assistance,
guidance and information on best practices to support and ac-
celerate health care providers’ efforts to become “meaningful
users” of EHRs. The coordinated adoption and use of secure
EHRs will ultimately enhance the quality and value of health
care across the country.

Regional Extension Centers focus their most intensive tech-
nical assistance on priority primary care providers (PPCPs),
including MDs, DOs, nurse practitioners, physician assistants,
and certified nurse mid-wives furnishing primary-care services
(ie, adolescent medicine, family practice, general practice,
internal medicine, OB, GYN, geriatrics, or pediatrics), with
a particular emphasis on individual and small group practices
(fewer than ten providers with prescriptive privileges). PPCPs
in such practices deliver the majority of primary care services,
but have the lowest rates of adoption of EHR systems and the
least access to resources to help them implement, use, and
maintain such systems. Regional Extension Centers also focus
rigorous technical assistance on providers providing primary
care in public and critical access hospitals, community health
centers,and in other settings that predominantly serve uninsured,
underinsured, and medically underserved populations.

As of December 2011, over half of the individual and small
group practices in Hawai ‘i have not yet implemented basic EHR
systems. The HPREC is prepared to assist practices in Hawai‘i
with or without EHR systems currently in place and can support
health care providers with direct, individualized, and on-site
technical assistance in: (1) selecting a certified EHR product
that offers the best value for the providers’ needs; (2) achiev-
ing effective implementation of a certified EHR product; (3)
enhancing clinical and administrative workflows to optimally
leverage an EHR system’s potential to improve quality and
value of care; (4) observing and complying with applicable
legal, regulatory, professional, and ethical requirements to
protect the integrity, privacy, and security of patients’ health
information; and (5) preparing the required reports to become
eligible to receive EHR incentive payments.

The HPREC was established to serve all of the Hawaiian
Islands, as well as Guam, American Samoa, and the Com-
monwealth of the Northern Mariana Islands. The HPREC is a
program that is managed by the Hawai‘i Health Information
Exchange (Hawai‘i HIE).* The Hawai‘i HIE partners with health
care providers to improve patient care, improve operational
efficiency, reduce operating costs, receive financial incentives,
and become part of a statewide information network for the
exchange of electronic health records.

HAWAI'I JOURNAL OF MEDICINE & PUBLIC HEALTH. APRIL 2012. VOL 71, NO 4, SUPPLEMENT 1

53



EHR Vendor Identification and Selection
Process

Eligible professionals will need to implement an EHR technol-
ogy that is certified for meeting Meaningful Use and is listed
on the ONC certified health IT product list. Certification will
promote EHR adoption by giving providers assurance that
products and systems will help them achieve Meaningful Use.
The choice of the specific, certified technology used should be
driven by clinical goals and operations rather than by restrictive
certification requirements.

The HPREC is open to working with any certified EHR
vendor who meets the selection criteria and who is preferred by
the health care provider. Notably, the vendor selection criteria
developed by the HPREC goes beyond the national EHR vendor
certification requirements and accounts for other requirements,
including reliable on-island support needed for Hawai‘i and
Pacific island providers.

The HPREC has developed an analytical process utilizing
vendor milestone reviews and due diligence in order to deter-
mine a list of qualified electronic health record vendors, which
included the following steps:

(1) Identifying EHR vendors with installations in Hawai‘i;

(2) Identifying other national vendors to participate in
process;

(3) Creating pre-screening list of questions;

(4) Creating survey for interested vendors to complete
which helps to profile their business in Hawai‘i;

(5) Holding meetings or sent out correspondence
explaining our process and asked all interested vendors
to respond by completing pre-screening questions and
survey;

(6) Reviewing detailed Request for Proposal (RFP) and
provided input regarding any Hawai‘i specific
requirements;

(7) Identifying short list of vendors to receive detailed
RFI;

(8) Selecting pre-qualified vendors,

Furthermore, the selection process consisted of meeting the
following milestones:

(1) Reviewing and analyzing EHR vendor pre-screen
responses;

(2) RReviewing and analyzing EHR vendor survey data;

(3) Reviewing and analyzing EHR vendor Request for
Information responses;

(4) Vendor reference checking;

(5) Vendor price negotiating and structuring;

(6) Vendor contract negotiating and structuring.

These milestones encompass analysis of Hawai‘i specific
functionality and requirements, clinical features and functional-
ity, vendor business and organizational profiles,implementation

and training models, support and maintenance models, and
technology platform, framework, and scalability of systems.

The Hawai‘i Health Information Exchange
In September 2009, the Hawai ‘i HIE was recognized as the State
Designated Entity (SDE)through acooperative agreement from
the State Health Information Exchange Cooperative Agreement
Program funded by the ONC. The mission of the Hawai‘i HIE
is to facilitate the exchange of health information that enables
quality health care statewide and to provide reliable health
information when and where it is needed.

This will be accomplished by:

¢ Achieving widespread and sustainable HIE within and
among states through the Meaningful Use of electronic
health records (EHRs);
Establishing and implementing appropriate governance,
policies, and network services within the national frame
work to build connectivity between and among health
care providers;
Improving the capability of providers to actively
exchange health care data focusing specifically on
electronic orders and receipt of labs and test results as
well as e-prescribing;
Developing and implementing up-to-date privacy and
security requirements for HIE;
Organizing directories and technical services to enable
interoperability within and across states and remove
barriers that may hinder effective HIE;
Coordinating with Medicaid and state public health
programs to enable information exchange and support
monitoring of provider participation in the HIE;
Convening health care stakeholders who can provide
support for a statewide approach to HIE.

Implications and Conclusion

According to a press release on November 30,2011 by the US
Department of Health and Human Services (HHS) Secretary
Kathleen Sebelius released a new report revealing that doctors’
adoption of health information technology has doubled in two
years. Doctors who responded quickly will qualify for CMS
EHR incentive payments in 2011 as well as 2012 for meeting
Stage 1 of Meaningful Use of certified EHR technology. To en-
courage acceleration in EHR adoption, the Secretary announced
that HHS intends to continue to allow doctors and hospitals to
adopt HIT in 2012 and 2013 without meeting the new Stage 2
Meaningful Use requirements until 2014.

There are many benefits for early adopters of Stage | Mean-
ingful Use. Providers are given additional time to implement
new software and meet the new requirements of Stage 2 and
vendors are given added time to develop certified EHR tech-
nologies for Stage 2. Maintaining the current expectations for
those first attesting to Meaningful Use in 2012 will mean that
all providers attesting in 2011 and 2012 will not need to begin
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Stage 2 until 2014. There is added incentive for providers to
attest as soon as possible and receive the rewards of being an
early participant. Those providers attesting in 2012 will have two
payment years under the less stringent Stage 1 criteria, rather
than one year. The Stage 2 and Stage 3 criteria are expected to
be more robust in coming years.

As EPsandhealth care organizations reach Meaningful Use of
EHRsthatultimately enable the exchange of critical information
across a health care system, the health care system will realize
improvements in individual and population health outcomes,
increased transparency and efficiency, and improved ability to
study and improve care delivery.

With advances in recent HIT, workforce development roles
across the nation are being created and new skill sets are being
developed for health care professionals to support the implemen-
tation of EHRs, practice workflow redesign, and information
management training.

Meaningful Use of EHRs is an initiative to expand as well
as standardize, streamline, and improve the use of health in-
formation technology in our country. The target for nationwide
health care reform is to improve the quality of health of our
patient population which leads to more patient-centered as well
as transparent and accountable care. This can be accomplished
effectively through the wide-spread use of EHRs and exchange
of health information.

Health care providers in Hawai‘i will benefit from HIT be-
cause they will have accurate and complete information about
a patient’s health, thus enabling the provider to give the best
possible care, whether during a routine visit or a medical emer-
gency. Providers will also have the ability to better coordinate
the care they give, which is especially important if a patient
has a serious medical condition. They will have a way to share
information with patients and their family caregivers through
secure information technology network communication. This
means patients and their families can more fully participate in
decisions about their own health care. In addition, health care
providers will have information and data necessary to diagnose
health problems sooner, reduce medical errors, and provide safer
care atlower costs. Communication between health professionals
and health entities will become more efficient and effective.
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Administrative Simplification, Simplified for Hawai‘i

David Sakamoto MD, MBA

Abstract

Background: TheAmerican health care system contains alayer of administra-
tive controls that has become increasingly burdensome to medical practices
in terms of uncompensated physician and staff time and practice costs. A
primary care physician in solo practice spends between 4 and 10 hours a week
directly interacting with health insurance companies and his or her staff will
spend an additional 60 hours a week. This reduces patient-care availability,
net practice income and physician job satisfaction.

Methods: A literature review was conducted to determine possible solutions
to administrative burdens physicians face in Hawai'i. A total of 51 articles
were found malching search criteria with five being reports from major
organizations.

Results: Twenty-seven articles were found that related to administrative
simplification. The “administrative complexity” problem has been defined and
its financial impact quantified. Promising solutions have been developed and
proposed by private not-for-profit organizations and by the government, both
state and federal.

Discussion: Asuccessful administrative simplification planwould: (1) Provide
rapid access to insurance information; (2} Allow medical practices to readily
track specific claims; (3) Streamline the preauthorization process through the
use of decision-support tools at the practice level and by directing interac-
tions through real-time network connections between insurers and provider
electronic health records, thus minimizing phone time; (4) Adopt the Universal
Provider Datasource system for provider credentialing; and (5) Standardize
(to the greatest degree possible) provider/insurer contracts. These solutions
are outlined in detail.

Keywords
Administrative simplification; paperwork; cost containment; Hawai'i

Introduction

In a typical business a bill is submitted by a seller and a remit-
tance paid by the purchaser, a very straightforward process. In
healthcare, however, there is a third party, an insurer or a gov-
ernment payer, which adds a layer of “administrative controls”
for ostensibly legitimate purposes such as cost containment. In
this paper the term “insurer” refers to an insurance company
and/or ahealth plan while the term “payer” means all parties who
reimburse (pay) providers, the insurers,and Medicare/Medicaid.
Unfortunately, the billing/remittance process then becomes a
complex knot of paperwork. Multiple eligibility rules must be
strictly followed when basic insurance information (eligibility,
co-pays, deductibles, plan benefits/exclusions, and medication
formularies) is not readily accessible. Requested tests and treat-
ments must match the payer’s non-transparent clinical criteria,
such that routinely, over lengthy telephone calls, a provider
is forced to defend her clinical judgment to a clerk wielding
a protocol book. Invalid bills (claims), when denied, must be
corrected, resubmitted, and appealed, taking significant time.
In addition, the doctor must prove and reprove her qualifica-
tions (credentials) to deliver the services, and must negotiate
and renegotiate fee-schedule and payment rules, sometimes
necessitating the services of an accountant and/or attorney.

With Hawai‘i having a growing shortage of physicians and
potentially losing more than 40% of its physician workforce
to retirement over the next decade,' now is the time to make
changes to this cumbersome system. Improving the “practice
environment” through simplification of the administrative con-
trols should reduce both the cost and the “hassles” of running
a medical practice.

Methods

In mid 2011, a literature review was conducted to determine
possible solutions to administrative burdens physicians face
in Hawai‘i. The search was performed on Medline using the
MESH terms, “administrative simplification,” “administrative
complexity,” and “billing,” limited to the last five years and
the English language. Of the over 3,000 articles found on the
topic, 51 presented material on some aspect of administrative
simplification, complexity, or billing. Five were reports from
large national organizations. Six of the articles were studies that
used a survey methodology. These provided useful information
on one or more aspects of office administrative procedures.

Results

Using differing methodologies, the cost of “administrative
complexity” has been estimated in the literature. The Institute
of Medicine estimates that 6.5% of total healthcare expenditures
in the United States is spent on billing and insurance related
activities, while in other industries the comparable number is
less than one percent.? In 2007 the accounting firm, Price, Water-
house, Cooper estimated that 15-30% of US healthcare costs are
spent on “administration,” and up to 10% ($210 billion in 2008)
comprises the “excess cost of claims processing.”* Casalino,
using a survey methodology, estimated that a solo primary care
physician (PCP) and staff spend thousands of hours each year
interacting with health insurance companies — time away from
their patients.’ The value of this uncompensated time averaged
$68,000 per year for each practice. Moreover, as healthcare costs
have escalated, so has the rigor of the administrative controls.
In Casalino’s physician survey more than three-quarters of the
respondents said that the cost to physician practices of interact-
ing with health plans from 2004-2006 had increased, with the
majority saying it had “increased a lot.”™

Eligibility Verification

The Oregon Health Authority recognizes that many processes
which have long been automated in other industries are still
largely performed manually by healthcare providers and even
some payers. The primary cause cited in the Oregon report
rests with regulations established in the Health Insurance and
Portability and Accountability Actof 1996 (HIPAA) and later by
the federal Department of Health and Human Services (HHS).
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Because many issues were left unresolved, the private sector
developed individualized practices that suited each health plan’s
particular business or information system needs. An example
included in the report specifically addresses amedical practice’s
need to verify which health insurance company covers any
given patient. The current regulations allow payers to provide
both confirmation of coverage and specific information about
benefits, co-pays, formularies, etc. However, the regulations
do not require that payers provide these details. Hence, though
the payers all verify eligibility, many choose not to transmit
the additional information unless a provider submits a specific
request, usually by phone or Fax.> Minnesota and other states
are years ahead in the effort to verify insurance eligibility
electronically. Indeed, Minnesota has had a multi-stakeholder
committee working together to standardize administrative
processes for over 20 years.

Although standardization of these electronic data transmis-
sions would significantly reduce everyone’s costs, private health
insurers generally have had difficulty in reaching agreement on
specific standards. Therefore, a private, not-for-profit coalition of
more than 600 organizations, the Council for Affordable Quality
Healthcare (CAQH), was created to serve as a catalyst for col-
laboration on proposals that simplify healthcare administration
for providers and payers.® Several health plans that do business
in Hawai'i are member organizations. This coalition’s Com-
mittee on Operating Rules for Information Exchange (CORE)
is developing voluntary operating rules that build on existing
HIPAA and HHS requirements by adding and/or clarifying

standards for transmission, security, error resolution, and more.
Health plans would have to become CAQH members, adopt its
rules, then create internal systems thatallow them to quickly and
economically send healthcare information electronically, such as
eligibility information to physician offices. Each CAQH member
pays an annual fee, which sustains the CAQH programs.’

Health ID Cards

A different approach to the health plan eligibility problem en-
tails the use of standardized patient ID cards, which the state
of New Jersey is interested in piloting. Most private practices
photocopy a patient’s health insurance ID card and then type the
information into their database, which contributes to the claims
error/reject rate. A machine-readable health ID card system
that uses bar code, magnetic strip, or other technology would
reduce clerical errors and significantly speed up the eligibility
verification task. In support of this concept, the Affordable Care
Act requires that electronic data-transmission operating rules
allow for machine readable ID cards.®

Claims Processing

The Oregon Health Authority estimates “claims status inquiry
and response” accounts for almost a quarter of the administra-
tive cost.® Claims processing is complex, as illustrated in the
Massachusetts Hospital Association’s flow diagram in Figure
1.1 Although this refers to bills generated in a hospital ER, a
medical practice’s process is similar.
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Figure 1. Massachusetts Hospital Association Flow Diagram
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Because of the complexity of insurance claims processing
and because insurers have on average a 20% error rate,"' the
American Medical Association (AMA) recommends the man-
dated use of “health claims acknowledgements” (HCA) in the
operating rules. HCAs are signals sent when a specific step
in a health insurer’s claims processing has been completed.
They allow the insurer and provider to track a claim. If further
documentation is required, the provider can expedite the matter;
if incorrect or incomplete information was sent, the provider
can identify the problem and send corrections to avert a denial
and the need to resubmit the claim. The CORE operating rules
will facilitate the adoption of HCAs and a provider’s ability to
respond appropriately to insurer inquiries

Preauthorization

In Casalino’s study each solo PCP spends 4.3 hours per week
on interactions with payers. Two-thirds of this physician time
is spent on requesting approval from a payer to order a test,
performa procedure, or prescribe amedication noton a patient’s
health plan-approved formulary.”? In primary care practices
that no longer employ a nurse the PCP’s 4.3 hours might rise
significantly. Tice, et al. estimate that a physician in Hawai‘i
spends two hours every day interacting with health plans."

The Healthcare Administrative Simplification Coalition
(HASC) recommends that health plans support automation,
simplification, transparency, clear communication, and, to the
extent possible, standardization of prior authorization processes
among health plans and pharmacy benefits plans. HASC sup-
ports electronic prescribing national networks in product offer-
ings by electronic health record (EHR) vendors, health plans,
and pharmacy benefits plans to achieve the goal of providing
real-time, patient specific formulary access into e-prescribing
functionality."

The American Academy of Family Physicians (AAFP) in
an issue brief on insurance company prior authorization called
for greater simplification, transparency, and standardizatton. It
recommends the development and implementation of evidence-
based decision support tools at the point of care, presumably
as electronic health record add-ons that will be congruent with
appropriateness criteria used by the insurers. Demographic
and clinical data needed by insurers in this context should be
auto-generated and transmitted electronically. Feedback reports
to providers on ordering patterns and compliance to clinical
guidelines should be done to support physician education.”

Credentialing

The CAQH also created the Universal Provider Datasource
(UPD) in 2002 to enable providers in all 50 states to upload cre-
dentialing documentation, free-of-charge, into a secure central
database. Authorized healthcare organizations can then access
that information. The UPD participating organizations pay an
administrative fee and a set fee per provider to access the data.
If all of the organizations that credential providers used the
CAQH system, virtually all of the redundant paperwork would
be eliminated, thereby reducing the administrative burden.'

The Universal Provider Datasource, which has already gained
wide acceptance throughout the United States, appears to be
an ideal credentialing platform. Health plans and hospitals in
Hawai‘i have long understood the desirability of the shared
service, both in terms of effectiveness and cost. Exploring the
UPD system would seem to be the next logical progression in
that direction. '

Standard Provider/lnsurer Contracts

Recently New Jersey and Ohio submitted legislation that would
create a uniform health plan/provider contract. Their reasoning
was that this would simplify contract review and negotiation.
Ohio also sought to do away with “predatory” clauses in their
insurer/provider contracts.'” Whether these are significant prob-
lems in other states is not clear at the time of this writing.

Discussion

The administrative controls imposed by health plans and gov-
ernment payers have escalated to an alarming degree. Because
healthcare costs will continue torise, this administrative burden
can be expected only to increase over time. In the face of a
growing physician shortage, efforts should be taken to maximize
practice efficiency and to minimize the intrusiveness of admin-
istrative requirements, while maintaining or improving patient
care and safety. These goals can be advanced in Hawai‘i by:

(1) giving medical practices rapid access to their patients’
insurance information, including the ability to
determine patient eligibility, co-pays, deductibles,
restrictions, insurance company rules, forms, and drug
formularies;

(2) giving practices the ability to readily track a specific

claim, correct errors, and provide additional patient in

formation or documentation;

implementing a preauthorization process where

provider/insurer communication is directed seamlessly

through a provider’s EHR with transparent criteria and
reasonable uniform rules are established; in addition,
embedding decision-support tools in the EHR that

are congruent with the health plan’s criteria;

adopting a statewide, centralized credentialing system

that requests standardized information at reasonable

intervals with no duplicated requests, such as the

CAHQ’s UDC system, used by large national-level

provider corporations, such as Humana;

standardizing (to the greatest degree possible) provider/

insurer contracts.

&)

C))

&)

Standardization and uniformity have become the watchwords
of simplification, along with substituting automated/electronic
processes for human labor. The CORE operating rules, if used
by all of the health plans and government payers in Hawai‘i,
would facilitate the development and adoption of fundamentally
uniform processes that would give medical practices access to
insurance information and allow claims tracking. Note that the
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CORE operating rules represent only one option. Having all of
the payers agree on a set of standards is the key.

Preauthorization programs that require a provider to phone
a benefits company (often in another state) or that require a
handwritten/typed form should be considered overly burdensome
and phased out. Health plans that service any given community
should work among themselves and with their providers toreach
agreement on the to document tests and treatments of concern.
Health plans should then work with EHR vendors to create a
seamless system in which health plan requests for informa-
tion would appear automatically on the EHR screen when the
physician orders a test or treatment on the preauthorization list.
Decision support should be availabie upon request. The EHR
would provide the patient identification and demographic data,
and the provider would click on the criterion that applies to
her patient or key in the justification. The information would
be sent electronically to the health plan via a secure network
connection. The cost should be borne primarily by the health
plans, as they are the beneficiaries. If the provider does not
have an EHR, many of the steps can be done through a secure
web portal created by the payers.

Certainly there is a cost to the payers to implement these
solutions, but they are also asking providers to pay a cost ev-
ery day in the form of uncompensated time and unnecessary
aggravation. These relentless hassles inevitably contribute to
a higher rate of provider burnout and early retirement. These
modest costs should be looked at as an investment, which over
the years will pay off in number of providers pleased with their
work environment. For their part providers have to be cognizant
of the fact that automation plays a pivotal role in administrative
simplification. These labor-saving solutions will give providers
obvious additional incentives for EHR implementation. Beyond
that, providers must accept that preauthorization systems and
other administrative controls have proven value and that work-
ing with payers in a constructive way will lead to an overall
stronger delivery system.
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State’s Labor Department Working to Increase Hawai‘i’s Primary

Care Workforce 20% by 2020

Jillian B. Yasutake MA; Ruth R. Caldwell MA; and Anna S. Powell MA, MBA

Abstract

Hawai'i lacks the number of skilled professionals needed to meet current and
future healthcare demands. In order to meet the growing needs of Hawai'i's
residents, the Workforce Development Council, a state agency attached to the
State Department of Labor and Industrial Relations, is looking to expand the
primary care workforce 20% by the year 2020. Using funds from a Healthcare
Workforce Planning grant, the state formed several Healthcare Industry Skill
Panels, a workforce development best practice from the State of Washington,
to address the gap in healthcare services and healthcare workforce opportuni-
ties for Hawai‘i residents. Over 150 stakeholders—fromemployers, education,
the public workforce system, economic development and labor—contributed
their time and expertise to identify current workforce issues and develop ac-
tion-oriented strategies to close industry skill gaps. So far these Skill Panels
have developed a Critical Care Nursing Course Curriculum, a Workforce
Readiness Curriculum and Certification pilot project, and a group to address
specific barriers that are impeding Certified Nurse Aides (CNA). Upcoming
initiatives include the distribution of a comprehensive statewide healthcare
workforce development plan entitled Hawai'i's Healthcare Workforce 20/20
Plan & Report: Addendum to the Comprehensive State Plan for Workforce
Development 2009-2014, and the creation of HawaiiHealthCareers.org, a
website to both recruit and support individuals interested in pursuing careers
in the healthcare indusltry.

Background

Inarecent status report for the Governor’s A New Day in Hawai ‘i
Plan, the Abercrombie administration called the transformation
of Hawai‘i’s healthcare systems *‘our most complex challenge.”
Rising healthcare costs, an increasingly aging population and
an insufficient number of skilled workers have contributed to
a “critical condition” for Hawai‘i’s healthcare sector. The state
faces many challenges, including significant health disparities in
groups such as Native Hawaiians and Pacific Islanders, rural resi-
dents,homeless families,and recent immigrants. These could be
mitigated by expanding the primary care healthcare workforce.
Healthcare employers in general have difficulty finding skilled
workers in many occupations, especially in specialty positions
where there are few or no local training resources. While there
are many organizations working to assess and solve these and
other challenges, unti! recently there has been no organization
taking responsibility for creating a coordinated, statewide effort
to address the issues through workforce planning.

Some of the state’s major barriers to developing a skilled
healthcare workforce include a lack of labor market information
for high-demand and particularly “specialized” occupations,
the high cost of living and transportation that inhibits train-
ing for neighbor island residents, and rural and isolated areas
where residents have limited access to healthcare services. As
described elsewhere in this journal, when compared to average
US healthcare utilization rates, these and other barriers have led
to an estimated 20% lack of primary care providers in the state,
as well as shortages in many other healthcare occupations.

Long-term projections show an increasing demand for health

occupations. Citations include: “Personal care and service oc-
cupations are expected to lead growth with 20.4 percent” and
“healthcare support will expand significantly by 19.0 percent,
followed by healthcare practitioners and technical occupations
with a 15.0 percent growth.”? In addition, the Hawai‘i Compre-
hensive Economic Development Strategy 2010 Report noted,
“Health services will likely show the sharpest growth, with the
number of workers increasing nearly 54 percent from 2007 to
2035.7% If the state does not have enough skilled healthcare
professionals, it can never meet the growing healthcare needs
of Hawai‘i’s residents.

The US Department of Health and Human Services (DHHS)
is charged with implementing many aspects of the Affordable
Care Act of 2010. Within DHHS, the Health Resources and
Services Administration (HRSA) created grant opportunities
for Healthcare Workforce Planning and in 2010 Hawai‘i was
one of 22 states awarded a $150,000 grant. The Workforce
Development Council (WDC), attached to the State Depart-
ment of Labor and Industrial Relations, is the lead agency for
the grant’s implementation.

The WDC is aprivate-sector led body responsible foradvising
the Governor and Legislature on preparing Hawai‘i’s workforce
development infrastructure to support economic development
and employment opportunities for all. The WDC is also the
Statewide Workforce Investment Board for purposes of statewide
oversight and direction of federal job training dollars funded
through a formula fund from the Workforce Investment Act
(WIA) of 1998. Additionally, the WDC assists the Governor
and Legislature in developing and updating the state’s com-
prehensive five-year strategic workforce investment plans and
oversees workforce investment activities in the state.

Under the leadership of WDC members representing Hawai'i
Pacific Health, the Hawai‘i Primary Care Association, the Uni-
versity of Hawai‘i Community College System, the Chamber
of Commerce of Hawai‘i, and in partnership with the John A.
Burns School of Medicine’s Area Health Education Center and
the State Board for Career and Technical Education, the WDC
had already implemented a sector-based approach known as
Industry Skill Panels to identify and resolve specific workforce
issues for Hawai‘i’s health care industry. The panels brought
together stakeholders throughout the state to identify barriers
and solutions. This initial work was one of the reasons Hawai‘i
was well positioned to win the grant under the Affordable Care
Act.

By using broad-based collaboration, leveraging resources and
aligning state efforts, the grant report, Hawai'i’s Healthcare
Workforce 20/120 Plan & Report: Addendum to the Compre-
hensive State Plan for Workforce Development 2009-2014 (the
“Plan”), was published in December 2011 to identify and address
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workforce shortages, especially in high-demand occupations.
This Plan has a primary goal of increasing the primary care
workforce in Hawai‘i by 20% by the year 2020, where primary
care is defined as occupations which provide or support basic
health services, based on the extensive definition of “required
primary health services” from section 330(b)(1) of the Public
Health Service Act.

Methods

Industry Skill Panels were first pioneered in Washington State
in 2000. Since then, Washington has launched more than 40
panels and the concept has expanded geographically and within
industries. Some of Washington’s successes include reducing the
vacancy rate of Invasive Cardiovascular Technicians by 100%
between 2003 and 2007, and initiatives of the original four Skill
Panels leveraging over $18 million in additional investments
(30 times the public funds invested).

Industry Skill Panels can be described as private/public
partnerships working to ensure employees in key industries
have the skills needed to meet the changing needs of businesses
quickly and competently. These panels harness the expertise of
leaders in business, labor, education, economic development,
and other sectors to identify workforce development strategies
while closing skill gaps in a specific industry. Industries using

Skill Panels in other states have included healthcare, construc-
tion, agriculture and food processing, information technology,
electronics, energy, transportation, aerospace, and advanced
manufacturing.

Skill Panel leaders build consensus, prioritize their local
and regional industry workforce needs, and are better able to
mobilize partners and leverage resources to make the greatest
impact. Additionally, their mutual efforts are more influential
with government, businesses, associations, and educational
institutions, than filling workforce needs alone within silos.

Results

Using this best practice framework,the WDC formed a number of
Healthcare Skill Panels to address the gap in healthcare services
and healthcare workforce opportunities for Hawai‘i residents
in nursing, long-term care, primary care, technical disciplines,
and work readiness (see Figure 1: Anatomy of Industry Skill
Panels). Over 150 stakeholders from employers, education, the
public workforce system, economic development, and labor
contributed their time and expertise to work toward desired
outcomes that would benefit the state as a whole. Participants
identified current workforce issues and developed strategies to
close industry skill gaps.
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Figure 1. Anatomy of Industry Skill Panel

(Source: Evaluating Industry Skill Panels: A Model Framework, June 2008)

HAWAI'T JOURNAL OF MEDICINE & PUBLIC HEALTH, APRIL 2012, VOL 71, NO 4, SUPPLEMENT 1



A major issue identified at the first group of Skill Panel meet-
ings was that while statistics show a large increase in healthcare
occupations in the coming years, current Labor Market Informa-
tion (LMI) has been misleading. For instance, in the past five
years, statewide LMI has shown a high need for Registered
Nurses (RNs). However, this data was not segregated to show
which types of nurses were most needed. Therefore, many nurs-
ing schools began training RNs as quickly as possible to meet
the upcoming workforce needs. Unfortunately, many of these
RN were gaining the bare minimum credential, an Associate’s
degree, and were not meeting the needs of employers who re-
quired Bachelor’sdegrees with specialty experience. Therefore,
many new RN graduates were compelled to take jobs below
their level of training and expected pay grade or move away,
while employers were driven to hire expensive temporary RNs
from outside of the state until their current employees could be
trained to fill the available high need specialty positions. Had
the LMI been segregated into more detailed data segments, this
consequence may have been avoided. This and other LMl issues
that must be addressed in order to create a healthy workforce are
further described in the Plan followed by stakeholder inspired
solutions.

Though much of the Plan’s success will take place in the
future as funds are secured for implementation, there have
been a number of “quick wins” from the Skill Panel sessions,
including:

» A Critical Care Nursing Course Curriculum, an initiative
of the Nursing Skill Panel, is a collaboration between several
employer and education organizations which surveyed employ-
ers to find the highest need nursing specialty area (identified
as Critical Care), and then collaborated to develop specialty
training for current RN and new graduates in order to fast-track
them into these high need critical care specialties. This Critical
Care pilot program is expected to launch in April 2012 with
a total of eight participants, two of whom will be recruited to
participate through local colleges and universities. If this pilot
is successful, best practices from this employer driven model
will continue to guide future healthcare curriculum development
for additional high need specialty areas;

» The Ready, Set, Grow work readiness curriculum and cer-
tification pilot project is partially a product of the Workforce
Readiness Skill Panel. Employers at the first Skill Panel session
indicated that workforce readiness was a top priority. The UH
Community College system identified an appropriate curriculum
and testing vendor and is conducting the pilot project using
blended funding from several sources. While the pilot program
uses a broad platform, the curriculum is adaptable to the needs
of healthcare employers and can be customized as needed. A
total of 92 students enrolled in the pilot course from summer
through the fall of 2011 ateither Windward Community College
(WCC) or Leeward Community College (LCC). At this point,
no students have taken the National Career Readiness Credential
(NCRC) test, but once the set-up and contract for the testing site

have been completed, the program aims for at least 60 percent
of participants to earn the NCRC. More information about the
pilot can be viewed at www.readysetgrowhawaii.com; and,

» The formation of a group of stakeholders to address specific
barriers that are impeding Certified Nurse Aides (CNA). The
group has been actively working with state agencies to identify
and find solutions for issues such as recertification, safety and
oversight, training, and testing. As Hawai‘i’s aging population
grows, the need for skilled CNA will only increase. Some of
this group’s recommendations can be found in the Legislative
Barriers section of the Plan.

Information from an Initial Skill Panel Report as well as
months of gathering additional data and feedback from stake-
holders has led to the development of the Plan, which will be
utilized by all collaborating partners to address the identified
needs. The Skill Panels began as statewide groups focused on
specific industry interest areas (Primary Care,Long-Term Care,
Technical Disciplines, Nursing, and Workforce Readiness), yet
over time the Skill Panels recommended that Local Workforce
Coordinator positions be created to facilitate the coordination
of local Skill Panels to be formed in each county, which will
meet regularly to address unique regional workforce issues.
Each Local Workforce Coordinator position will also have a
specialty focus —Human Resources, Health IT, Academics (in-
cluding Facilities and Preceptorships), or Long-Term Care.
Other goals of the Plan include: improving LMI data through
the collection and analysis of more detailed LMI; completing,
maintaining and regularly updating the HawaiiHealthCareers.
org website as a recruitment strategy; and organizing “Aloha
Committees” to welcome new primary care professionals,
particularly in rural areas, for increased retention.

Discussion

The four main strategies to reach the Plan’s goal include:
Strategy 1: Create an early warning system for impending
workforce shortages.
Strategy 2: Fill gaps in education and training.
Strategy 3: Strengthen the pipeline into health careers.
Strategy 4: Leverage resources to maximize their benefit to
the state as a whole.

The Plan has been discussed at length in Skill Panel meet-
ings in each county as well as through individual outreach and
conference calls with Skill Panel members to ensure maximum
statewide stakeholder support. The Plan was published in
December 2011 and made available to all stakeholders, legis-
lators, and the general public. The plan is viewable online at:
http://hawaii.gov/labor/wdc. Funding forimplementation of this
plan has not yet been procured. However, federal funds may
become available for a subsequent Healthcare Implementation
Grant such as is currently operating in the State of Virginia. A
funding request for the Affordable Care Act: State Health Care
Workforce Development (SHCWD) program has been included
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in the President’s proposed budget for FY2012 for approval by
Congress. WDC will continue to seek other federal, state, and
private funds to implement the Plan leading to a final impact
of increasing Hawai'‘i’s primary care workforce by 20% by the
year 2020 while improving LMI for all health careers to fill
current and future workforce gaps.
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Projects in Medical Education: “Social Justice In Medicine”
A Rationale for an Elective Program as Part of the Medical
Education Curriculum at John A. Burns School of Medicine

Teresa Schiff MSIll; and Katherine Rieth MSII|I

Abstract

Background: Researchhas shown that cultural competence trainingimproves
the attitudes, knowledge, and skills of clinicians related to caring for diverse
populations. Social Justice in medicine is the idea that healthcare work-
ers promote fair treatment in healthcare so that disparities are eliminated.
Providing students with the opportunity to explore social issues in health is
the first step toward decreasing discrimination. This concept is required for
institutional accreditation and widely publicized as improving health care
delivery in our society.

Methods: Aliterature review was performed searching for social justice training
in medical curricula in North America.

Results: Twenty-six articles were discovered addressing the topic or related
to the concept of social justice or cultural humility. The concepts are in ac-
cordance with objectives supported by the Future of Medical Education in
Canada Report (2010), the Carnegie Foundation Report (2010), and the
LCME guidelines.

Discussion: The authors have introduced into the elective curriculum of the
John A. Burns School of Medicine a series of activities within a time span of
four years o encourage medical students to further their knowledge and skills
insocial awareness and cullural competence as it relates totheir future practice
as physicians. At the completion of this adjunct curriculum, participants will
eam the Dean’s Certificate of Distinction in Social Justice, a novel program
at the medical school. It is the hope of these efforts that medical students go
beyond cultural competence and become fluent in the critical consciousness
that will enable them to understand different health beliefs and practices,
engage in meaningful discourse, perform collaborative problem-solving, con-
duct continuous self-reflection, and, as a result, deliver sacially responsible,
compassionate care to all members of sociely.

Background

Inourincreasingly diverse society, the imperative to understand
cultural pluralism becomes undeniable. In the health professions
this is especially true, as lack of attention to sociocultural varia-
tions in the understandings of health and illness lead to patient
dissatisfaction,non-adherence,and poor health outcomes.' The
racial/ethnic disparities in health addressed in the Institute of
Medicine report, Unequal Treatment, make it clear that the duty
of a physician includes social responsibility and accountability
toward the emotional, cultural, and socioeconomic context of
the patients he/she seeks to treat. In medical education, cultural
competence refers toknowledge, attitudes, and skills thatenable
health care professionals to communicate with and understand
the culturally diverse health beliefs and practices of their patients.
Aspects of diversity include, but are not limited to, race, ethnic-
ity, gender, sexual orientation, religion,and country of origin.!?
The Liaison Committee on Medical Education (LCME) has
recently included cultural competency educational objectives
(ED-21 and ED-22) necessary for medical school accreditation.
These objectives state that medical students must demonstrate
an understanding of how culturally diverse perceptions of
health and illness affect response to symptoms, disease, and
treatment. They also require students to understand how gender
and cultural biases affect health care delivery.

To foster active ownership and understanding of this duty
to future patients, the authors proposed an elective curriculum
that was accepted by the John A. Burns School of Medicine
(JABSOM) at the University of Hawaii. Beginning with the class
of 2015, JABSOM has launched a four year adjunct elective
program leading to its first “Dean’s Certificate of Distinction”
in Social Justice. The program is dedicated to addressing the
necessity to improve health care delivery by future physicians.
The certificate encompasses a variety of activities that cultivate
humanitarianism and social responsibility throughout medical
school with the expectation that students will continue such
activities in their practice, and have the skills and desire to care
for those most in need. This certificate program challenges its
participants not only to internalize required objectives in cultural
competency but to translate their understanding of biases and
inequalities into tangible strides toward eliminating dispari-
ties.

Methods

Toidentify publications addressing undergraduate medical edu-
cation requirements in cultural competency as well as the current
recommendations forimplementing these standards, the authors
systematically searched the PubMed database. Search terms
were: cultural competency, education; cultural competence,
education; social justice, education; social justice, program
development. Relevant articles focused on social justice and
cultural competency training through medical school curriculum.
Only English-language studies were chosen and the search was
limited to the past ten years. Studies and reviews were limited
to those published regarding United States and Canadian medi-
cal education, as that is the scope of the LCME governance.
Reviews were also limited to undergraduate medical educa-
tion and excluded residency or clinician-level training. Search
criteria included nursing school programs in social justice and
cultural competency training, as a means of comparing similar
programs. The authors searched for additional publications in
the bibliographies of those that had been already discovered,
as well as in literature reviews that included descriptions of
important publications on these topics.

Results

Twenty six articles were found addressing social justice cur-
riculumor cultural humility training. The Carnegie Foundation
for the Advancement of Teaching and the Future of Medical
Education in Canada (FMEC) Project are two widely respected
authorities on medical education reform. The Carnegie Founda-
tion provided the foundation for progressive medical education
reform at the beginning of the 20th century with its Flexner
Report, which laid the foundation for current medical educa-
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tion. In 2007, the FMEC Project looked at current and future
undergraduate medical education,and like Flexner, created a set
of recommendations that summarized new priorities for medical
education in light of the new challenges facing medicine in the
21st century.? In addition to FMEC, the Carnegie Foundation
alsoreleased areportin 2010, Educating Physicians: A Call for
Reform of Medical School and Residency.* A follow up to the
Flexner Report of 1910, this report calls for new innovations
in medical education to address the ever-changing climate of
medical practice.

FMEC makes it clear that medical education in the areas of
cultural competence and social responsibility is required to
improve the delivery of care and health outcomes. The mandate
of this report dovetails with goals to promote “civic profession-
alism” in which physicians and medical students feel obligated
not only to the individual patient, but also to local and global
communities. The American Board of Internal Medicine released
adocument entitled The Charter on Medical Professionalism in
2002. Among their three fundamental values defining medical
professionalism is the principle of social justice, whichrequires
physicians to work actively to “eliminate discrimination in health
care” and to “promote fair distribution of health care resources.”
Further, a 2010 national study from the Center for Studying
Health System Change revealed that 48.6% of physicians are
not comfortable communicating with patients due to language
or cultural barriers.® Thus, it is imperative to provide students
early opportunities to obtain the skills necessary to overcome
potential barriers that will otherwise hinder patient care.

Anumberofarticles address cultural competency and medical
education. Itis clear that future physicians need these skills and
it has been shown that cultural competence training is, indeed,
effective.” Research has shown that cultural competence training
improves attitudes, knowledge, and skills of clinicians to care
for diverse populations. This is most evident in the doctor-pa-
tient encounter during which physicians are able to engage in
a richer dialogue with the patients and increase both seeking
and sharing information during the medical visit.!'® Previous
efforts in cultural competence education have employed the
categorical approach in which attitudes, beliefs, and behaviors
of specific cultural groups are taught. Unfortunately, this ap-
proach often leads to oversimplification and stereotyping of a
culture, and this loses utility in clinical practice as a patient’s
cultural context is much more complex than a list of features.
The realization of this unintended outcome has resulted in a
shift toward teaching a set of skills and a framework that allow
a clinician to assess individually what sociocultural factors
might affect that patient’s care.' Learning these skills can be
especially helpful to physicians in providing care for patients
who have different cultural backgrounds, health care experi-
ences, and understandings of the biomedical model. Kumagai
and Lypson point out that it is not enough to aim to become
culturally competent. It is important to emphasize the idea of
“critical consciousness,” which is to develop areflective aware-
ness of one’s own biases, assumptions, and beliefs, and then to
push beyond that understanding in order to take action toward

creating justice.® Many authors echo the belief that education
must go beyond informative cultural competency training to
transform learners to develop the long-term “critical conscious-
ness.” 6.9-12

A 1998 article in the Journal of Health Care for the Poor
and Underserved offers the term “cultural humility” instead
of “cultural competence.” The term humility exchanges the
notion of cultural mastery for a “lifelong commitment to self-
reflection and self-critique™ and acknowledgement of patient-
physician imbalances."* DasGupta, et al, describe how these
shifts in thought processes can lead to significant changes in
the patient-physician relationship, and ultimately in health
outcomes. If one is to develop a “critical consciousness,” it is
clear that social justice and cultural humility cannot be taught
in a one-hour lecture format. It is a way of thinking that must
be integrated throughout the whole of the educational experi-
ence and continued as a lifelong skill."* Suggested strategies
from the FMEC include linking social accountability objectives
to measurable health care outcomes, providing students with
opportunities to learn in low-resource and marginalized com-
munities, and providing greater support to medical students
and faculty as they work in community advocacy and develop
closer relationships with the communities they serve.!®

Hage and Kenny describe a Social Justice Approach to Preven-
tion, which focuses on empowering trainees and engaging them
incommunity conditions through education, research, interven-
tions, and political processes.'® The FMEC provides specific
recommendations to increase the integration of prevention and
public health into the MD education curriculum. This involves:
(1) working in multidisciplinary, inter-professional teams; (2)
understanding the role of physicians in health promotion, as-
sessing health policy, and health systems, providing culturally
safe care, “thinking upstream prevention” to develop a social
Justice program; and (3) understanding the social determinants
of health, which include education, employment, culture, gen-
der, housing, income and social status, and how these affect
patients and communities.’ Suggestions for developing this
change include teaching learners how to look at individuals in
the context of their environments, consider both patient-doctor
and population-doctor relationships, and identify patients who
are part of “at-risk” populations, as well as teaching learners to
apply critical appraisal of evidence to individual patient care
(building on the concept of “critical consciousness” mentioned
earlier). The importance of these concepts must be echoed in
the objectives of a program in social justice.

The recommendations made by the Carnegie Foundation
are grouped into a number of themes. Within the theme of
standardization and individualization of the curriculum, this
report recommends offering elective programs for students
and residents to work in areas of special interest, such as public
health/advocacy and global health. They envision learners taking
on “multiple professional roles and commitments associated
with being a physician,” which include advocacy and interpro-
fessional collaboration to achieve the best health outcomes for
their patients. A social justice curriculum would address this
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recommendation by offering students opportunities to pursue
in these areas. In addition, it may serve as a platform for other
disciplines, such as public health, law, and/or social work, to
offer electives in their area of expertise.

Finally, the University of Massachusetts Medical School
has developed a Global Longitudinal Pathway to afford their
students domestic and international experiences with poor
populations. The longitudinal program is based on the idea that
cultural competence is not “acquired at a given period but is a
continuous process of self-examination and global perspective
taking.”'” These authors also prefer the term cultural humility
in order to emphasize continual learning and self-reflection. By
integrating opportunities in patient advocacy, cultural humility,
and civic engagement throughout their students’ four-year un-
dergraduate medical education, participants clearly demonstrate
increased confidence in their skills and attitudes toward serving
diverse populations. This program is just one example of how
to impart lifelong skills in cultural humility while fulfilling
LCME guidelines according to FMEC and Carnegie Founda-
tion recommendations.

Discussion

As Hawai‘i’s only MD granting institution and the leading
provider of doctors for Hawai‘i'* JABSOM is uniquely obli-
gated to address the need for its students to develop skills in
cultural humility. To help students in the pursuit of meeting the
goals and recommendations described above, JABSOM has
launched a pilot four year adjunct elective program leading
to the “Dean’s Certificate in Social Justice,” the first Dean’s
Certificate in the JABSOM curriculum. This is the first such
program in America or Canada specifically addressing social
justice (though other programs may share similar principles).

This unique curriculum and opportunity for medical students
at JABSOM echoes the national efforts regarding reform in
medical education for improving health care delivery. The
pilot program consists of a series of activities over a time span
of four years to encourage medical students to further their
knowledge and skills in cultural competence longitudinally as
it relates to their future practice as physicians. An overview of
the program is summarized in Figure 1.

The authors designed the curriculum to link social account-
ability to health care outcomes by requiring participantsto engage
in a community and/or scholarly project that addresses social
determinants of health. In addition, participants are required
to be active members of JABSOM'’s resident interest group in
social justice (Partnership for Social Justice), which will pro-
mote greater support for medical students and faculty as they
work in community advocacy, interdisciplinary collaboration,
and develop closer relationships with the communities they
serve. Thirdly, in partnership with the existing medical educa-
tion curriculum at JABSOM, and activities such as the HOME
(Homeless Outreach and Medical Education) project and the
Department of Native Hawaiian Health’s cultural competency
curriculum, the social justice certificate program encourages
students to participate in opportunities to learn in low-resource
and marginalized communities through the various rural health
and community health center options for various clinical re-
quirements throughout the standard JABSOM curriculum.

An important aspect of the curriculum is the integration of
classroom education with clinical experience. The concept of
gaining knowledge and experience to help gain understanding
of the patient’s narrative is a key element in this pilot program
described by Kumagai and Lypson.” Through both didactic
and experiential learning, the goal is to engage participants in

JABSOM Social Justice Curriculum
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Figure 1. Overview of Social Justice Curriculum. Phase |: Education and Didactics. Phase Ii: Inplementation and Action. Phase Iil: Self-

HAWAI'l JOURNAL OF MEDICINE & PUBLIC HEALTH, APRIL 2012, VOL 71, NO 4, SUPPLEMENT 1

66



precisely this type of integration. By encouraging students to
participate in course work, readings, and lectures that focus on
different aspects of social justice in health, while simultane-
ously encouraging students to be active in local communities
through volunteer service, community-based projects, and/or
research, students will integrate the concepts of social justice
with action and experience.

Furthermore, this program utilizes a particular strength of
JABSOM, the problem based learning curriculum. Studies
of curricular implementation in this area have shown that
facilitated small group discussions are an effective method in
eliciting self-reflection on beliefs, values, and experiences.!®
This environment provides a mutually supportive atmosphere
that encourages students to explore their own biases, and this is
the critical firststep in appreciating broader cultural differences.
Based on this and other research, our program is designed to
utilize the benefits of the small-group experience to encourage
discussion and self-reflection regarding social issues inherent
in health and medicine in both formal and informal classroom
and meeting settings.

An essential aspect of this pilot program is assessment and
evaluation of its efficacy in achieving the program’s goal to
produce culturally competent, socially responsible physicians
dedicated to serving the underserved. The four-year program
requires an entry and exit assessment of its participants to
evaluate growth in competence of the curriculum objectives.
Administrative support will be required to engage in longitudinal
assessment of the participants after graduation from JABSOM
as they choose type and geographic location of their careers in
medicine. Because of the amount of time it takes to complete
undergraduate medical education and residency, the authors
estimate it may take more than ten years to establish meaning-
ful data on the efficacy of this program.

This pilot program at JABSOM rests on a strong foundation
of understanding social determinants of health. This requires
medical students to engage in collaboration with students and
faculty of education, law, social work, business, public health,
and various community organizations. Using a holistic definition
of health to include such things as access to affordable hous-
ing, healthy foods, quality education, and fair legal action, the
need to collaborate becomes obvious. Importantly, we strive
to encourage a self-reflective attitude, the crux of developing
a “critical consciousness” that is vital in practicing socially re-
sponsible medicine ® The principles of social justice go beyond
acknowledgement and understanding of cultural differences to
promote equity and the dignity of each individual. The hope of
this program is to foster ideals of humanitarianism and social
responsibility throughout the medical education experience so
that it may become a life-long enterprise.

This supplement to the existing medical education curriculum
at JABSOM is more than a novel addition; it is part of the cur-
rently evolving mandate of medical education reform. Providing
students with the opportunity to explore social issues in health
care is not only part of the current guidelines for institutional
accreditation, it is a widely publicized component of improv-

ing future doctors and health care delivery in our society. This
is true on a national level, and the issues manifest uniquely in
the state Hawai‘i. It is the hope and the focus of the authors’
efforts to encourage medical students to go beyond cultural
competence and become fluent in the critical consciousness that
will enable them not just to understand different health beliefs
and practices, butengage in meaningful discourse, collaborative
problem-solving, and continuous self-reflection that allows for
the delivery of socially responsible, compassionate care to all
members of society.
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Reflections on an Eye-Opening Rural Health Experi-ence
of a Second Year Medical Student

Kendra E. Dilcher MS|

Introduction

Idyllic perceptions of American Samoa are quickly dispelled
when one considers the health of its inhabitants. Samoa is one
of the most obese nations in the world, with 93.5% of the popu-
lation being overweight (body mass index [BMI] of 25 to 29),
and 74.6% being obese (BMI of 30 or greater).' In comparison,
73.6% of the United States’ population is overweight, while
about one-third is obese .2

In addition, the World Health Organization reports that 47%
of adults in American Samoa have diabetes®and there are high
rates of hypertension, hyperlipidemia, coronary artery disease,
congestive heart failure, stroke, peripheral vascular disease,
chronic kidney disease, venous stasis, cholelithiasis, amputa-
tions, degenerative joint and disk disease, and gastroesphageal
reflux disease, all conditions associated with obesity. In what
follows, the causes of and potential solutions for this epidemic
will be explored from a physician’s perspective, through the
eyes of a visiting medical student.

Dr. Fred Uhrle, the local attending for the rotation, was born
and raised in American Samoa, came to the United States for
college and medical school, worked in private practice for about
20 years, then returned to Samoa four years ago to pursue a
federal job with the US Department of Veteran’s Affairs (VA).
Shadowing him in the VA clinic and evaluating patients during
their examinations brought to light the severity of the obesity
problem in Samoa.

The first patient was a 59-year-old obese man with uncon-
trolled diabetes, hypertension, and sleep apnea, currently
taking six prescription medications. Despite being on several
medications to control his diabetes, his hemoglobin Alc was
8% and his feet were swollen. His nuclear stress test was not
completely reliable because his weight decreased the clarity of
the images given by the machine. He wanted to get bariatric
surgery to help control his weight, yet he needed to lose 5% of
his weight in order to be eligible, and had not managed to lose
any pounds over the previous six months. Dr. Uhrle advised
him accordingly and continued his regime.

Next, a 57-year-old obese woman with hypertension, gastric
esophageal reflux disease, chronic low back pain, and diabetes
came in for a checkup. The third patient, a 52-year-old obese
man, also had diabetes, hypertension, and sleep apnea. He was
on four medications. It was impossible to tell if his legs were
swollen, due to his large size. The fourth and fifth patients with
similar profiles were also on numerous medications and still
had multiple uncontrolled health problems.

It was difficult to imagine all Samoans as having such se-
vere health problems. The attending explained that Samoa is
a different place now than it was 40 years ago. When he was
a child “most [people] were active, working on family planta-

tions and fishing. Very few were obese. Lawns and fields were
cleared with machetes.” Today, Samoans “have become very
sedentary. Few work on plantations and even fewer fish. It used
to be that driving the coast in the evenings, you would see folks
out on their canoes or in small wood rafts fishing — reflections
of lanterns on the water. Not today, and very few even during
the day. Villagers used to go out together and shared the catch
with everyone.™

This decrease in physical activity has been compounded by
Americanization of the Samoan diet, particularly with food
high in fat, processed carbohydrates, sugar, salt, and foods low
in fiber, vitamins, and minerals. Portion sizes have increased
greatly. Patients at the VA clinic commented that it was rather
common to eat three or more eggs, several thick slices of
Spam, a few scoops of rice and toast for breakfast, four to five
sandwiches for lunch, and meat and rice for dinner, in addition
to snacks such as Bongo chips and Saimin throughout the day.
It is distressingly common to see children eating bags of chips
with sodas and popsicles on their way to school in the mom-
ing. Furthermore, people tended to report going to one of the
five fast food restaurants at least once a week, most often to
McDonald’s. When visiting McDonald’s, people often order a
burger (250-900 calories), a 16 oz soda (150 calories), and a
large fries (500 calories),’ even at 10am in the morning. The
amount of calories people were eating for one meal was nearly
as much as healthy individuals eat in an entire day! Thus, it
came as no surprise that the McDonald’s in Samoa is one of
the most lucrative in the world.

It has also long been a Samoan cultural custom to center
family gatherings around food. However, “Samoan culture has
taken on a Western flavor and the food that is offered generally
consists of kegs of high fat beef [known locally as pisupo]. Food
served is supplemented with salty side orders, white rice, soda
and dessert, and each person served on 1 or 2 large aluminum
foil trays.” Asking patients about their views on how this af-
fects their weight, some responded by saying that they “know
the foods are no good but can’t stop eating them because they
taste good.” They did not have fast foods, frozen, or canned
foods when they were younger. They ate foods from their land,
not wasting things or having as many leftovers, because there
weren’t ways to save the food. Today, people can package foods
into containers and store them in refrigerators, allowing them
to have constant access to leftover unhealthy foods.

The attending remembers that there was only one overweight
child in his class until 8th grade, and very few overweight stu-
dents in his high school. Yet today he feels that “now it is the
norm. It is acceptable that people are overweight. No one thinks
much of it anymore.” When he carefully reminds a patient that
he or she is obese or overweight, “many just smile or nod that
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they realize they are obese, but since they don’t feel ill they
do not see it as a problem.” He feels that it doesn’t mean much
to patients when he tells them they are obese. Moreover, he
believes that “to some it is somewhat a sign that you can afford
a lot. [Samoans] have not yet associated it with poor health.”
Compounding the problem is the misconception locals have
as to the prevalence of obesity in their communities: patients
commonly believe that obesity affects only 40%-60% of the
population, and are shocked to learn the number is closer to
75%. However, they do acknowledge the fact that things are
getting worse, as children are getting bigger and having more
significant health problems.

Potential Solutions to Combat Obesity in
Samoa

So what can be done in a society that has completely changed
its ways over a few decades? Can Samoa return to its traditional
ways of living? How can Samoa overcome obesity? “Education”
seemed to be the most common answer, when asking people
these questions. Dr. Uhrle feels that constant reminders in the
office and through the media can provide relevant information
to Samoans to promote physical health. “We have to teach our
kids and not wait until they are obese adults,” he suggests.

Some people in Samoa are starting to try to combat the obesity
problem. Local churches and other organizations have begun
programs like “The Biggest Loser” toencourage weightloss and
physical fitness. However, people compete to lose weight for a
monetary reward and the weight loss is not sustained. People
starve themselves to get prize money without learning to change
their eating habits or lifestyles, and they gain the weight back
over time. Radio stations are beginning to encourage proper
nutrition, weight management, and exercise as well. They are
also advising people to seek help from diabetes educators. Yet
there is only one such individual in the entire South Pacific.
Other sources of education come from people like football
star Troy Polamalu, known as the “Samoan Headhunter,” who
returns to Samoa in the summers to organize and administer
football camps for the youth. According to locals, he encour-
ages healthy eating and exercise and is a positive role model
for the younger generations, motivating them to live healthy
lifestyles.

Dr. Uhrle continues to explain the risks of being obese, to
motivate patients to lose weight. Just telling them, however,
doesn’t help. He also encourages daily exercise and changes
in eating habits, advising people to cut down on processed
foods, rice, soda, juice, noodles, salt, and fatty foods. He tries

to push for diets high in vegetables and lean meats. Since many
of his patients are diabetic as well, he counsels them on ways
to maintain healthy blood glucose levels, including checking
their levels daily and following up with him every few months.
However, even though he educates patients about how to lose
weight and control their sugar, it is hard to gain compliance.
He finds that although people have the knowledge and tools
necessary to lose weight, they lack the motivation to change.

Conclusion

Of the 61 patients encountered over the 4 week time period,
43 were obese based on their BMI scores, and most others
were overweight. Many of these patients would tend to apolo-
gize to Dr. Uhrle when he commented that they hadn’t lost
weight and needed to start changing their lifestyle before their
health worsened. He would respond by telling them not to be
apologetic, but to be aware that they were putting themselves
at a higher risk of health complications, due to obesity and its
associated difficult-to-control medical problems. When asked
about how they felt when Dr. Uhrle spoke about their obesity,
most patients reported liking how straightforward he was.
It was helpful for them to be fully aware of their health and
the problems they would face if they didn’t take control over
their weight. Although the obesity problem in Samoa may be
alleviated by educating the people, especially the children,
about healthy diets, lifestyles, and weight management, it is
apparent that this will be a difficult uphill battle. A battle that
this medical student is drawn to help solve after this excellent
clinical experience.

Conflict of Interest
The author identifies no conflict of interest.

Author's Affiliation:
- John A, Burns School of Medicine, University of Hawai'i, Honolulu, Hi

Correspondence to:
Kendra E. Dilcher MSH; Email: kdilcher@hawaii.edu

References

1. World Health Organization: Western Pacific Region, American Samoa Government. American
Samoa NCD Risk Factors: STEPS Report. March, 2007. http:/iwww.who.intichp/steps/Print-
ed_STEPS_Report_American_Samoa.pdf. Accessed November 5, 2011.

Center for Disease Control and Prevention. Adult Obesity. Last updated: July 19, 2001. htip://
www.cdc.gov/obesity/data/adult.html. Accessed November 5, 2011.

World Health Organization. Pacific islanders pay heavy price for abandoning traditional diet.
Bulletin of the World Health Organization, Volume 88: 2010. hitp:/iwww.who.int/bulletin/vol-
umes/88/7/10-010710/en/. Accessed November 7, 2011.

Interview Dr. Fred Uhrle, M.D., Veterans Affairs, American Samoa (2011).

McDonalds. McDonald's USA Nutrition Facts for Popular Menu ltems. 2012. http:/inutrition.
mcdonalds.com/getnutrition/nutritionfacts.pdf. Accessed November 15, 2011.

[ dlad

HAWA!'I JOURNAL OF MEDICINE & PUBLIC HEALTH, APRIL 2012, VOL 71, NO 4. SUPPLEMENT 1

69



List of Abbreviations Lce Leward Community College

EHR Electronic Health Record LCME Liaison Committee on Medical Education

AAFP American Academy of Family Physicians LMI Labor Market Information

AAMC Association of American Medical Colleges MCCP Medical Claims Conciliation Panel

AAMS American Board of Medical Specialties MUA/P Medically Underserved Area or Population

AAPMR American Academy of Physical Medicine & Rehibilitation NCRC National Career Readiness Credential

ACGME Accreditation Council for Graduate Medicine NH Native Hawaiian

AHEC Area Health Education Center NHCOE Native Hawaiian Center of Excellence

AlU Adopt, Impliment or Upgrade NHOPI Native Hawaiians & Other Pacific Inslanders

AMA American Medical Association ONC Office of Nationat Coordinator for Health Information Technology
APRN Advance practice registered nurse PCMH Patient Centered Medical Home

ARRA American Recovery & reimbursment Act PCPs Primary Care Physicians

BMI Body Mass Index PM&R Physical Medicine & rehibilitation

CNA Certified Nurse Aid PPCP Priority Primary Care Providers

CAQH Council for Affordable Quality Healthcare PSAP Physician Shortage Area Program

CME Continuing Medical Education RFP Request for Proposal

COGME Council on Graduate Medical Education RN Registered Nurse

CORE Committee on Operating Rules for Information Exchange SDE State Designated Entity

CPOE Computerized Physicain Order Entry SHCWD State Health Care Workforce Development

DCCA Department of Commerce & Consumer Affairs SMHP State Medicaid Health Info Technology Plan

DHHS US Department of Health & Human Services UCERA University Clinical, Education & Research Associates
DHS-MQD | Hawaii Department of Human Services , Med-QUEST Division UH University of Hawaii

EPs Eligible Professionals UH SONDH | University of Hawaii School of Nursing & Dental Hygiene
EHRS Electronic Health Record UPD Universal Provider Datasource

ESRI Enviornmental Systems Research Institute USAPI US Afiiliated Pacific Island

FMEC Future of Medical Education in Canada VA Veteran's Affairs

GIS Geographical Information Systems wCC Windward Community College

GME Graduate Medical Education WDC Workforce Development Council

HASC Healthcare Administrative Simplification Coalition WIA Workforce Investment Act

HBME Hawaii Board of Medical Examiners

HCA Health Claims Ackowledgement

HHIE Hawaii Health Information'Exchange

HHS Health & Human Services

HIE Health Information Exchange

HIPAA Health Insurance & Portability aer Accountability Act
HIPWRT Hawaii Physician Workforce Research Team

2 1 Health Information Technology WANTED: PRIMARY CARE PROVIDERS. Full and Part time opportunities. Need
HITECH Health Information Technology for Economic & Clinical Health some retirement income? We can help. All islands. Malpractice provided.
HJMPH Hawaii Journal of Medicine & Public Health r. Robert Sussman 80-222.1919,

HMA Hawaii Medical Association

HOME Homeless Qutreach & Medical Education WANTED: PRACTICES FOR SALE. Want to buff yours up before you try to sell it or
HPREC Hawaii Pacific Regional Extension Center Is Concierge right for you? We can help. Dr. Robert Sussman 808-222-7909.
HPSAS Health Professional Shortage Areas

HRSA Heaith Resources and Service Administration

HSRHA Hawaii State Rural Health Association

JABSOM John A. Burns Schhol of Medicine

JMC Jefferson Medical College
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Dr. Lance Kurata, Joining the State HIE :

Benefits of Participating in the State HIE

Providers with or without an electronic health record system have the ability to join the State HIE.
Participation is as simple as creating an account by registering on the health information service
provider (HISP) website.

Dr. Lois Saruwatari, Attests to Meaningful Use

Initial benefits offered to registered providers include:

Direct Messaging
Send a secure email to another source requesting the patient data (test results, physician notes,
etc.) required. The source then "pushes” the data back out.

Referral Application
Send and receive customized electronic referral forms to and from other practices. Plus, practices
receiving referrals can automatically communicate instructions, requests, and questions to the
referring practice.
For more information
on the State HIE,
e please visit www.hawaiihie.org

2 or call 808-441-1435. o
State Health lnform%‘ = _

-
Exchange Program Register now! Be at the forefront of ‘l l I—J

The Office of the National Coordinator for . B HEALTH INFORMATION
Health information Technology health information teChnOlogy. EXCHANGE

Go to https://hawaiihie. medicity.net.

HAWAI“I

900 Fort Street Mall, Suite 1300 - Honolulu, HI 96813 « 808-441-1435 « www.hawaiihie.org



It’s all about
_ frust.

UHA believes one of That’s because doctors don’t just
help you when you’re sick. They help

your most important you stay well and prevent disease.

relationships is the
As a health insurance plan founded
one between you and and guided by doctors, keeping you

your doctor. healthyis what UHA is all about,
and that’s why our plan offers a full
spectrum of prevention and wellness
benefits, all at no cost.

Selecting a quality health plan makes a difference.
Call us at 532-4009 or toll free at (800) 458-4600, ext. 301
or visit us at phahealth.com.
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