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Overview

= Modest progress in some areas

= Social determinants do not suggest
Improvement will continue

=« Research and advocacy both needed
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SOAP Notes

= Subjective
= Objective

= Assessment
= Plan
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presidential election, at least
with many of us trying to un-
derstand why the vote went the
way that it did. How many of




“Epidemic of Despair...”

Change in Causes of Death, 1999-2001 to 2013-2015, Ages 25-34
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Presentation Notes
This is the key figure from an article examining changes in mortality rates between 1999-2001 and 2013-15.  Anything on the right hand side is an increase, and the yellow is “poisonings,” or basically overdoses.  The circle values pertain to white populations in the indicated age ranges.  But note that there are increases for this age range (as well as others) across all racial/ethnic groups


Objective

« “Despair’ may be the diagnosis du jour...

= The data illustrate consistent disparities
experienced by rural and minority populations
Death rates
Adverse health conditions
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Al/AN suicide disparities are longstanding

Suicide rate per 100,000 population, by race/ethnicity and
residence, age 15 and over, 1999-2015
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Presentation Notes
Importance: Suicide rates in the United States have been increasing since 2000. Rates in less urban areas have been higher than rates in more urban areas, with some evidence of a growing difference. Increased suicide risk is associated with factors that are more prevalent in less urban areas, such as limited access to mental health care, social isolation, and opioid misuse (CDC, 2017). Suicide may be prevented when its warning signs are detected and treated. Identification of suicidal ideas and plans among individuals being treated for depression is expected to increase with the growing use of standardized screening instruments and electronic medical records. 
Trends: 
From 1999 to 2015, in nonmetropolitan areas, the suicide rate for Whites increased from 16.6 to 24.6 per 100,000 population; for Blacks, from 6.8 to 7.6 per 100,000 population; and for American Indians and Alaska Natives, from 21.1 to 33.5 per 100,000 population. 
From 1999 to 2015, in metropolitan areas, the suicide rate for Whites increased from 14.8 to 20.7 per 100,000 population and for AI/ANs, from 11.4 to 19.3 per 100,000 population.
Groups With Disparities:
In 2015, residents of nonmetropolitan areas had higher rates of suicide than residents of metropolitan areas for all racial/ethnic groups. AI/AN residents were the only group with higher suicide rates than Whites
In 2015, the suicide rate among AI/ANs residing in metropolitan areas was 19.3 per 100,000 population compared with 33.5 per 100,000 population for AI/AN residents of nonmetropolitan areas.




Rural mortality disparities date to the 1980’s

Age-adjusted mortality, by race and residence, 1968-2012
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Presentation Notes
In this delightful analysis by James & Cossman, rural residence is measured at the county level using RUCCs.  


Current death rate disparities vary

= For American Indian/Alaska Native, African
American, and White populations, death rates
Increase with rurality

« For Asian/Pacific Islander and Hispanic
populations, the patterns are not clear

South Carolina
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Death rates, AI/AN and White
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Death rates, African American and White
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Death rates, Asian/Pacific Is. and white

Age adjusted death rates, 2016, by race/ethnicity and
residence
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Presentation Notes
The data for rural Asian/Pacific Islanders are based on relatively small numbers and may conceal local problems.


Death rates, Hispanic and White

Age adjusted death rates, 2016, by race/ethnicity and
1000 residence
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= Which disorders/diseases contribute to higher
rural death rates for white, black and
American Indian/Alaska Native populations?
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Presentation Notes
I’m going to talk about a couple of diseases that 1] aren’t really random – they are influenced by the availability of care and 2] are associated with other risk factors, ranging from poverty to lack of appropriate care, that disproportionately affect rural populations. 


Infant mortality, 2013-2015
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Presentation Notes
Details:  Rural counties have fewer deaths attributed to LBW (preponderance of rural moms are white)

But:  higher deaths rates for congenital malformations, SIDS and unintentional injuries.  -- and for post-neonatal:  homicide (fifth of the top 5 causes of death in the post-neonatal period of the first year of life.  


Cancer Is part of the problem....

ﬂ Age-standardized mortality rate from neoplasms, both sexes, 2014

Deaths per 100000 population
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Cancer incidence lower In rural

Cancer incidence rates, 2009-2013, by
race/ethnicity and residence
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But death rates are higher in rural

Cancer Death Rates, 2011-2015, by race/ethnicity
and residence
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Assessment

= Proximate causes of excess mortality:
Poor health
Adverse behavior patterns
Lack of access to care
« Underlying causes of disparity:
Poverty of education and resources

South Carolina
Rural Health Research Center




Proximate causes

Selected health indices, non-core rural counties only,
by race/ethnicity, 2012-2015

50
45.9

45

40 38.8 38.5

35.5

30 28.4 28.9

24.5 231

25
19.1

17.2
15 155

20 18.5

15
10.4
10

Fair-Poor self reported Delayed MD, cost Obese
Health

OWhite mBlack mHispanic mAsian m=AI/AN
RS South Carolina

Rural Health Research Center

Source: James et al 2017



Presenter
Presentation Notes
The data presented here are from only on the CDC’s reports … which unfortunately limited its comparisons to residents of non-core rural counties only,  You can see that nonwhite-adults generally are more likely to report poorer health, delaying care, or to be obese (BMI ≥ 30)


Proximate causes: compared to urban

Selected self-reported variables, black only, Metro counties
compared to Noncore rural counties, BRFSS, selected years
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Presentation Notes
For this analysis I took the CDC report (non-core rural only) and added a comparison group, urban black.  In every metric except mammograms, which are pretty close, rural residents are disadvantaged.

This is one of those “double whammy” situations that CDC did not really position its analyses to explore. 


Not Mayberry: teen births

Birth rates among women ages 15-19, by
race/ethnicity and residence, 2015
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Poorer access to consistent care

People who identified a hospital, emergency room, or clinic as a source of

ongoing care, by residence and race/ethnicity, 2014
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Presentation Notes
Overall Rate: In 2014, the percentage of people who identified a hospital, emergency room, or clinic as a source of ongoing care was higher for residents of noncore (36.5%), small metropolitan (28.4%), micropolitan (26.0%), large central metropolitan (23.2%), and medium metropolitan (20.8%) areas compared with residents of large fringe metropolitan areas (15.0%).
Groups With Disparities:
In 2014, the percentage of people who identified a hospital, emergency room, or clinic as a source of ongoing care was higher for Blacks and Hispanics in all residence locations compared with Whites. Hispanics also had worse percentages in all locations compared with Blacks. 
In 2014, more than half of Hispanics (58.6%) living in noncore areas and 36.9% of Hispanics living in micropolitan areas identified a hospital, emergency room, or clinic as a source of ongoing care. 
Also in 2014, 36.9% of Blacks living in noncore areas and 27.8% of Blacks living in micropolitan areas identified a hospital, emergency room, or clinic as a source of ongoing care. 
Whites had the lowest reported rates, with 33.1% of noncore residents and 23.7% of micropolitan residents identifying a hospital, emergency room, or clinic as a source of ongoing care. 


B
Distance as barrier to care & prevention

Ryan White providers, 50 states, 2008
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Presentation Notes
Across the US, 31% of urban counties have a Ryan White Provider – but only 5% of rural counties do. 


HIV incidence: failure of prevention
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Shortages of health professionals

\ Rural Health Information Hub

South Carouna

Rural Health Research Center

Health Professional Shortage Areas
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Diabetes Self Management Education
Programs

FIGURE. Diabetes self-management education programs in nonmetropolitan counties — United States, 2016
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Rural counties with DSME

= Are larger (35K versus 16K population)

« Have lower diabetes prevalence (11.1% v
11.8%)

= Are whiter: DSME versus other rural:
5.6% black, versus 8.8%
5.6% Hispanic, versus 9.3%
Asian Americans: 0.7% versus 0.5%
No difference for American Indian/Alaska Native

= In general, high need areas lack programs

South Carolina
Rural Health Research Center

Source: Rutledge, et al 2017 Tables 1& 2 [y




Rural residents see these gaps

Percent answering “no” to the question “do you think you

: ® Enough doctors?
community has enough...

= Enough hospitals
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Assessment: Underlying causes

= South Carolina Rural Health Action Plan:
Year long effort, listening sessions around
the state followed by response sessions
« Rural view of the key issues for health:
Can we bring jobs to rural areas?
Can we address broken school systems?

Can we address gaps in low-income
housing?

South Carolina
Rural Health Research Center




Refresher:

= Rural minority populations tend to be
concentrated:

Al/AN in the West, Northwest
Hispanic in the South, West

African American in the historic South
Asian more highly dispersed

= Quick look at social determinants of health
will use maps

South Carolina
( Rural Health Research Center




Recalling geography

Amerlcan Indian and Alaskan Native Population
for Nonmetropolitan Counties
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Recalling geography

Asian Population - Nonmetropolitan 2016
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Recalling geography

Hispanic/Latino Population for
Nonmetropolitan Counties
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Recalling geography

Black or African American Population
for Nonmetropolitan Counties
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Recalling geography

White Population - Nonmetropolitan 2016
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Ultimate causes

= Education
« Poverty
= Culture

2 South Caro[ina
Rural Health Research Center




Segregated public schools

Share of black kids attending majority-nonwhite schools
(2011-12)

20% 40% 60% 80%
- =

o

Source: U.S. Department of Education, National Center for Education Statistics,
Common Core of Data (CCD), Public Elementary/Secondary School Universe Survey Data, 2011-12.
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Segregated public schools

Share of Latino kids attending majority-nonwhite schools
(2011-12)
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Educational disparities affect health literacy

¥
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Counties where 20 percent or more of adults 25-64 do not have
a high school diploma/equivalent, 2008-12
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Restricted upward mobility

The Geography of Upward Mobility in the United States
~hances of Reaching the Top Fifth Starting from the Bottom Fifth by Metro Area
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Presentation Notes
From the Source Document:  Key facts:�– Only 16 percent of children raised in poor areas become economically successful adults.�– Children who escape to neighborhoods with better schools, less crime, and more jobs by age 12 outperform siblings who were moved when they were older, and the effect is greater when a child moves at age 6 or younger.�– A child growing up in a community with the lowest level of mobility can expect to earn up to 40 percent less during his or her lifetime than one who lives in a high-mobility neighborhood.


Rural poverty

Nonmetro county poverty rates, 2011-2015 average
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Rural child poverty

Nonmetro related child poverty rates by county, 2011-2015 average
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Lack of health insurance

Uninsured, 18 to 64 - 2015

0%-6% 6%-120 12%-18% 18%%-24% > 240

S 1. T Y O _F

? S WIRHIhub



Households with debt in collections

Any debt: -
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Presentation Notes
Share with any debt in collections: all – 33%, white – 27%, nonwhite – 45%�Median debt in collections: all – $1,450, white – $1,453, nonwhite – $1,423.�Share with medical debt in collections: all – 18%, white – 16% nonwhite – 21%�Median medical debt in collections: all – $681, white – $653, nonwhite – $720�Share without health insurance coverage: all – 9%, white – 6%, nonwhite – 14%�Average household income: all – $78,378, white – $85,121, nonwhite – $63,787


Households with medical debt
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Reflecting on resources

= Poor education = poor health literacy

= Low Income - reduced ability to seek care,
afford medications

=« Fewer practitioners -
Difficulty getting into services
Crowded visit schedules
Little time for assessment, counseling

South Carolina
Rural Health Research Center
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Presentation Notes
Health literacy lower in rural (one national study) 
https://www.ruralhealthinfo.org/rural-monitor/rural-health-literacy


Assessment: back to culture

= T0 be culturally sensitive, we must listen and
explore beliefs. But...

= Listening can be alarming: deeply divided
communities
In South Carolina, the division is race
In other regions, the division may be economic class
= Communities where some groups of persons
are perceived to have inferior cultures

= And culture has a very long shelf life

South Carolina
( Rural Health Research Center




WWII rejection rates parallel current
health disparities

REJECTION RATES:
-~~~ LESS THAN 25.0

- 25.0 -29.9

Figure 1. Percent of Selective Service registrants 18-37 years old rejected for physical
or mental defects as of August 1, 1945, by gtate (3, p- 360).

Soutn Larolina
Rural Health Research Center Source: Goldstein 1951
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Historical culture can be problematic

Photo credit: Samuel Corum/Anadolu Agency via
Rural Health Research Center  Getty Images
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Presentation Notes
History isn’t dead; it isn’t even over.  Reagan in Neshoba County Fair in MS, just 7 miles from the site where 3 civil rights workers were brutally murdered, calling for “states
‘rights”, the then current dog-whistle for racial discrimination.  Through Charlottesville. 


Age-adjusted mortality, 2010 — 2014, by
lynching rate category

Five-year age adjusted mortality rates

for:
White
Males Black White Black
Lynch rate Overall (N = Males Females Females
category: (N=1,221) 1,217)  (N=888) (N=1,217) (N=873)
Category 1. 863 1,014 1,138 739 784
Category 2: 889** 1,032 1,202** 147 817***
Category 3: 905*** 1,041* 1,218*** 761 835*
Category 4. 910*** 1,042* 1,220*** 756 827**
P values indicate differences between the starred value and the value for Category 1.
‘p s<0.05
DRAFT not
Category defir_1itions: for p u b I | C
1: No lynchings on record
2: Any lynchings through 0.934/10,000 residents re|e ase

3: More than 0.934 to 2.508/10,000 residents
4: Greater than 2.508 /10,000 residents

South Carolina
Rural Health Research Center




®
Their Ancestors Were on Opposite Sides

of a Lynching. Now, They’re Friends.

By JOHN ELIGON MAY 4, 2018 o ° @ ° lj
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Presenter
Presentation Notes
I had to add this picture from the NYT of May 4, 2018 
Karen Branan, left, and Jackie Jordan Irvine outside the Legacy Museum in Montgomery, Ala., in April.  The lady on the left wrote a book exploring a family story of a past lynching her family had participated in; reading the book, the lady n the right realized that it was her family member who had been lynched, 

Ms. Branan said that the story of the lynching her family was involved in, along with others, was not just a historic tale.
“The past has not passed. It’s still with us. It’s with us in different forms. Some of those forms are even more pernicious than the old forms. We are living in the past because we have not addressed the past. We have not atoned for the past. We have not even educated ourselves about the past.”
Ms. Irvine:
“Black lives didn’t matter then in 1912 when they lynched my cousin John Moore. Twenty-one-year-old black men in America, now they’ve been lynched in another kind of way. Even if you didn’t own slaves, even if your family never attended a lynching or watched it or whatever, white people have benefited politically, socially and economically from a system of slavery and oppression from Mississippi to Maine. It’s not to make white people feel guilty, but it’s to accept the privilege that’s been awarded through a system of oppression.”



Plan

= Can rural disparities be addressed?

= Resource disparities could be addressed with
political will

= Cultural disparities are more subtle

South Carolina
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Two views on culture

= Vance: those hillbillies
have a horrible culture

= Duncan: divided societies
do not equip lower class
residents with the tools
needed to navigate

successfully in a world WOR:LDS APART

structured around upper mew Pl i erih
class needs and tastes. P e
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Duncan: “cultural toolkit”

=« Duncan focuses on schools as venhicles for
perpetuating either community or disparity

In a community where students of all social classes
attended a single school system, individual social
mobility occurred

In two communities with divided school systems,
stagnation

= Schools also identified in South Carolina’s
Rural Health Action Plan

South Carolina
Rural Health Research Center




Expand surveillance and set goals

= Rural minority “double disparities” will not be
addressed If they are not seen

« CDC’s 11-report rural series is a good
beginning, but

2 reports examined racial disparities only within a
subset of rural counties (no urban) and

3 did not include race/residence tables

South Carolina

Rural Health Research Center




Health US series only periodically
examines race & residence

Percent of working age adults delaying care, by race & residence

White Black
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===Urban Medium and small =e=Rural Micropolitan
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Presentation Notes
There are two effects that I would like to demonstrate here Race & residence….

Notice a likely interactive effect… important for policy…


Set goals

= Include rural, rural minority, and rural LGBTQ
populations in HP2030 goal-setting

= Include rural, rural minority, and rural LGBTQ
populations in AHRQ’s Health Disparity
series

South Carolina
Rural Health Research Center




Address disparities in health care
resources

= At a minimum, protect existing infrastructure:
Critical access hospitals
Rural health clinics
Federally qualified health centers
Other CMS and state rural funding categories

= A newer, better Hill-Burton program?
Re-examining the concept of “minimum necessary
facilities”
Changing the way care is funded
Changing the way care is delivered

South Carolina
( Rural Health Research Center
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https://nurse.org/articles/how-to-deal-with-patients-with-different-cultures/


More on funding

« Expand Medicaid?

Of course, it's better than nothing

= Change the game?

Global budgeting for hospitals as a model for “health
care services as a utility”

South Carolina
Rural Health Research Center




And most importantly....

= Keep your hand on the plough
= Think how much worse things might be...
=« Hold on

South Carolina
Rural Health Research Center




Thanks!

= Our web site:
rhr.sph.sc.edu

=« Core funding from:

Federal Office of Rural Health Policy, Health
Resources & Services Administration, USDHHS

=« Contact:
jprobst@sc.edu

South Carolina
Rural Health Research Center
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Rural Health
Research Gateway

The Rural Health Research Gateway provides access to all
publications and projects from eight different research centers.

Visit our website for more information.

Sign up for our email alerts!
ruralhealthresearch.org/alerts

Shawnda Schroeder, PhD Center for Rural Health

Principal Investigator University of North Dakota

701-777-0787 501 N. Columbia Road Stop 9037
Rural Health Research

shawnda.schroeder@med.und.edu & Policy Centers Grand Forks, ND 58202

Funded by the Federal Office of Rural Health Policy
www.ruralhealthresearch.org
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Potentially avoidable hospitalizations for all conditions per
100,000 population, by residence location, stratified by

race/ethnicity, 2014

M Large Central Metro > Large Fringe Metro O Medium Metro
Small Metro ® Micropolitan = Noncore
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Key: API = Asian or Pacific Islander.
Source: Agency for Healthcare Research and Quality (AHRQ), Healthcare Cost and Utilization Project, 2014 State Inpatient Databases

disparities analysis file, and AHRQ Quiality Indicators, version 4.4.
Note: For this measure, lower rates are better. White, Black, and API are non-Hispanic. Hispanic includes all races. Data for medium
metropolitan, micropolitan, and noncore areas for APIs are not included because these populations did not meet criteria for statistical reliability.

Saﬁf@réékg%ﬁpy age and gender using the total U.S. resident population for 2010 as the standard population.
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Presentation Notes
Overall Rate: In 2014, the rate of potentially avoidable hospitalizations for all conditions per 100,000 population was 1,474 for large central metropolitan, 1,373 for large fringe metropolitan, 1,152 for medium metropolitan, 1,396 for small metropolitan, 1,744 for micropolitan, and 1,872 for noncore areas.
Groups With Disparities:
In 2014, the rate of potentially avoidable hospitalizations for all conditions was higher for Blacks living in noncore areas (2,208 per 100,000 population) compared with Whites living in noncore areas (1,848 per 100,000 population). The rate of potentially avoidable hospitalizations for all conditions was higher for Blacks in all other residence locations compared with Whites, Asians and Pacific Islanders, and Hispanics and was greater than the total rate.
In 2014, the rate of potentially avoidable hospitalizations for all conditions was worse (increasing) for Whites living in noncore areas and micropolitan areas (1,847 and 1,659 per 100,000 population) compared with those living in large fringe metropolitan areas (1,221 per 100,000 population).
In 2014, the rate of potentially avoidable hospitalizations for all conditions was lower for Hispanics living in medium metropolitan areas (993 per 100,000 population) compared with those living in large fringe metropolitan areas (1,481 per 100,000 population).



M Large Central Metro

Children ages 2-17 for whom a health provider gave advice
within the past 2 years about the amount and kind of exercise,
sports, or physically active hobbies they should have, by

Small Metro

100
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Source: Agency for Healthcare Research and Quality, Medical Expenditure Panel Survey, 2014.
Note: Data unavailable for Blacks in small metropolitan areas. White and Black are non-Hispanic. Hispanic includes all races.
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Groups With Disparities:
Overall, children in micropolitan and noncore areas were less likely to receive advice about exercise, sports, or physically active hobbies than children in large fringe metropolitan areas. 
Among Black children, residents of large central metropolitan, micropolitan, and noncore areas were less likely than residents of large fringe metropolitan areas to have a health care provider give advice about the amount and kind of exercise, sports, or physically active hobbies they should have.
Among Hispanic children, residents of large central metropolitan, medium metropolitan, and small metropolitan areas were less likely than residents of large fringe metropolitan areas to have a health care provider give advice about the amount and kind of exercise, sports, or physically active hobbies they should have.
Among White children, residents of micropolitan areas were less likely than residents of large fringe metropolitan areas to have a health care provider give advice about the amount and kind of exercise, sports, or physically active hobbies they should have.
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