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Rural-Urban Commuting Areas ─ www.ohsu.edu/xd/outreach/oregon-rural-health







“Rational” Medical Market Areas

• Health Professional Shortage Area

• Medically Underserved Area

• Critical Access Hospitals

• Areas of Unmet Health Care Need

• Governor's Certified Shortage Areas





Health System Transformation

• Address social determinants of health. 

• Integrate physical, behavioral, and oral 
health care services. 

• Address cultural competence, social 
stigma, and equitable access. 

• Embrace value-based payment reforms. 

• Reflect local community and public needs.

Oregon Health Authority (2017), Quarterly Legislative Report



Oregon Counties and 15 Workforce Regions 
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Utility Model 
of Universal Health Insurance

Presuppositions
Add +

• Central Trust Fund

• Risk Solidarity

• Income Solidarity

• Autonomous Regional Funds

Subtract ─

• Monopsony Power

• Political Interference

• Standard Benefit Package



Oregon 
Health 
Authority 

Public 
Health 
Division 

2013-2015 
budget
by fund type 

$524.6 
million total 
funding



Distribution of Personal Healthcare 
Expenditures, 1996
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Population by Degree of Spending

Berk & Monheit (2001)

• Top-spending 1% of population use 
27% of medical resources.

• Top-spending 5% of population use 
45% of medical resources.

------------------------------------------------------
• Lowest-spending 90% use 

less than or equal to their share.

• Lowest-spending 50% use 
3% of medical resources.



2016 Oregon Rural and Frontier 
Health Facility Listening Tour

• Rapidly changing regulations, and reliance on 
impermanent grant or state funds add staff work with 
no reimbursement.

• Frustration with electronic health record limitations 
and prohibitive costs.

• Referrals and patient health preferences often do not 
align with managed care organization provider 
networks.

• Contested coverage approval can obstruct timely 
treatment and add to staff burden.



Data / Human Networks

It is the population experience of disease, in 

actual societies, that is the subject of our 

investigation. Epidemiologic theory reminds us 

that our work has a context, and that this 

context is human society.

– Krieger & Zierler (1999)



Evidence-Based Practice

Recommendations to perform or not perform a 
preventive service can be influenced by multiple 
factors … 

Recommendations in this report are influenced 
largely by only one factor, scientific evidence, 
recognizing that the other factors often need to 
be considered.

– U.S. Preventive Services Task Force (1996)



Effective Concepts

Certainty of meaning amounts only to various 

resting places in a process of improving that 

certainty by substantive debate.

A.L. Stinchcombe (2001)



Knowledge Core-Periphery



Clinical Governance / Guidelines

Regulation of health and social care practice 

through evidence-based guidelines erodes the 

very basis of professionalism by removing the 

opportunity for professional judgment in 

decision making regarding individual service 

users.

– Rose & Gidman (2010)



Aligning Health Measurement

Over the past 20 years as evidence grew about defects in care, 
there was a sense of alarm ... 

As a result, we began a festival of measurement, an almost 
measurement mania, where we began to believe that the solution 
to performance was transparency and measurement. 

I’m a complete fan of transparency, but we’ve overshot.

Now, the number of metrics exceeds the ability of any reasonable 
human being to consume usefully. And, there has been insufficient 
diligence about the alignment and harmonization of measures. 

– D. Berwick (Jan. 7, 2016)



Metrics That Matter

1. Proliferation of metrics creates confusion.

2. Best measures drive action, linked to interventions.

3. Greatest opportunities to improve population health lie 
outside the traditional health sector; good measures 
catalyze action among those sectors.

4. However, indicators work best in multiple sectors when 
they reflect collective needs and priorities determined by 
community stakeholders, measured at a human scale.

5. The metrics realm requires a shift from “data first” to 
“purpose first.”

– IOM (2016), Metrics that matter for population health action: Workshop summary



State of Our Health 2015:
Key Health Indicators for Oregonians



Oregon Workforce Regions
2016

Principal Practitioners 
FTE/1000 Population

Practitioners 
Ratio per MD

No. Counties Population
Pop. 

Percent
All 
MD

Phys. 
Asst

Reg. 
Nurse

Nurse 
Pract. PAs RNs NPs

Hospital 
Beds per 

1000

0 Oregon All 4,076,350 100% 2.0 0.3 4.7 0.4 0.13 2.35 0.20 1.6

2 Mult./Wash. 1,374,265 34% 2.7 0.3 6.2 0.5 0.12 2.28 0.19 2.0

3 Marion+2 518,670 13% 1.4 0.2 4.1 0.3 0.12 2.88 0.22 1.2

15 Clackamas 404,980 10% 1.7 0.2 3.3 0.3 0.10 1.98 0.17 1.4

5 Lane 365,940 9% 1.9 0.3 4.4 0.4 0.16 2.35 0.20 1.6

8 Jack./Jos. 298,440 7% 2.0 0.3 4.9 0.6 0.13 2.47 0.29 2.0

4 Benton+2 261,370 6% 1.5 0.3 3.7 0.3 0.18 2.43 0.17 1.2

10 Deschutes+2 221,005 5% 2.1 0.5 4.8 0.4 0.23 2.34 0.19 1.5

1 Columbia+2 114,940 2.8% 1.0 0.2 2.3 0.3 0.18 2.35 0.35 0.7

6 Douglas 110,395 2.7% 1.5 0.2 4.0 0.4 0.16 2.74 0.31 1.3

12 Umatilla+1 91,625 2.2% 1.3 0.2 2.9 0.3 0.12 2.16 0.20 0.8

7 Coos/Curry 85,790 2.1% 1.6 0.1 4.4 0.4 0.08 2.87 0.27 2.2

11 Klamath+1 75,425 1.9% 1.4 0.2 3.2 0.3 0.14 2.32 0.24 1.6

9 Wasco+4 56,675 1.4% 2.0 0.3 4.1 0.4 0.15 2.07 0.20 1.3

13 Baker+2 50,395 1.2% 1.9 0.2 3.5 0.4 0.10 1.83 0.22 1.5

14 Harney+2 46,435 1.1% 1.6 0.4 3.6 0.4 0.22 2.20 0.23 1.8



Oregon 
Center 

for 
Nursing 

2016

http://oregoncenterfornursing.org/



Institutions Foster Nurse Activity

• Scarcity of clinical training sites in rural and 
frontier Oregon limit the number of nurses.

• Often lack inpatient mental health and 
long-term care facilities, home health. 

• Unable to pay for telehealth and specialist 
availability. 

• “I need a nurse, not a report.” 
─Rural clinic administrator, 2016 Listening Tour



Questions?

For more information, please contact: 

Terry Hammond
7624 SE Hawthorne Blvd
Portland OR 97215

thpdx3@gmail.com


