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“Your patients will thank you for referring them to Dr. Crutchfield.”

A FACE OF A
MINNESOTA
DERMATOLOGIST

Recognized by physicians and nurses as
one of the area’s leading dermatologists,
Charles E. Crutchfield Ill MD has received a
significant list of honors including the Karis
Humanitarian Award from the Mayo Clinic,
100 Most Influential Health Care Leaders
in the State of Minnesota (Minnesota
Medicine), and the First a Physician Award
from the Minnesota Medical Association,
for positively impacting both organized
medicine and improving the lives of people
in our community. He has a private practice
in Eagan and is the team dermatologist
for the Minnesota Twins, Wild, Vikings and
Timberwolves. Dr. Crutchfield is a physician,
teacher, author, inventor, entrepreneur,
and philanthropist. He has several medical
patents, has written a children’s book
on sun protection, and writes a weekly
newspaper health column.

Dr. Crutchfield regularly gives back to
the Twin Cities community including
sponsoring academic scholarships,.camps
for children, sponsoring programs for
children with dyslexia, mentoring.undes:
represented students from the University of
Minnesota, and establishing a Dermatology
lectureship at the University of Minnesota
in the names of his parents, Drs. Charles
and Susan, both pioneering graduates of
the U of M Medical School, class of 1963.
As a professm;‘he teaches students at
both Carleton College and the University

of Minnesota Medical School. He livesin |4
- aher - 4 . <
Mendota Heights with his wife Laurie, three shﬂﬁeﬁﬂﬂc“l
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beautiful children and two hairless cats. : “& /
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CRUTCHFIELD DERMATOLOGY
Experience counts. Quality matters.

Mayo Clinic Medical School Graduate | University of Minnesota Dermatology Trained
Team Dermatologist for the Minnesota Twins, Vikings, Timberwolves and Wild

1185 Town Centre Drive, Suite 101, Eagan | 651.209.3600 | www.CrutchfieldDermatology.com
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EDITOR’S NOTE

We don't always

need to find a
solution; we just
need to hear the

problem.
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Patients simply want

to be heard

ike most physicians, I want to resolve

my patients’ clinical concerns. But this

intent is often challenged when I'm
seeing patients who have long-standing
workers’ compensation claims. These often
are patients who, after prolonged and com-
plicated treatment with multiple clinicians,
still have difficulty returning to their nor-
mal activities at work and at home. How
can I presume to reach a perfect solution
in such complex cases?

In medical school, we were taught to be
sympathetic listeners because (except in
life-threatening situations when quick ac-
tion is required) people want to be heard—
sometimes more than they want to have
their problems solved. This listening may
well be the heart of the art of medicine.

In medicine, we apply the scientific
principles of the human body to the com-
plex social system that is human life. In
that way, medicine is different than other
hard sciences. We are not mechanics ad-
justing the nuts and bolts of a machine, but
people caring for other people. The direct
application of medical science is colored
through the lens of human communica-
tion.

Patients sometimes complain that phy-
sicians are not listening to them; research
has shown that physicians don’t usually
listen very long to patients before inter-
rupting them during a clinic visit; some
earlier studies found that time to be about
20 seconds or less—a 2019 study showed
only 11 seconds of listening. That’s dis-
turbing—but most likely we are simply fol-
lowing our compulsion to “do something.”
It’s also an unfortunate unintended conse-
quence of fee-for-service models of clinical
medicine, with physicians compelled to do
more in less time, to meet documentation
requirements of billing and coding and
to maximize specialty expertise. Having a

conversation may not seem to be the best
use of time—ours or the patient’s.

One way to address this might be to
schedule more time for a patient who
needs more space to communicate ef-
fectively. While it can be frustrating to
sacrifice “doing something” immediately,
determining which patients need time for
listening and then scheduling it can ad-
vance the physician-patient relationship.
In the cases where this makes sense, we
can support listening by billing cases with
time-based coding, rather than meeting
clinically irrelevant documentation re-
quirements. A 2016 JAMA Internal Medi-
cine viewpoint described the success of
time-based billing in primary care practice
in Switzerland (Selby, 2016). Adapting that
to the U.S. medical system might be chal-
lenging, but ultimately worthwhile.

I have had success with patients who
have chronic work-related conditions by
scheduling longer appointment times and
acknowledging—to the patient and to my-
self—that treatment with me may not be
any more successful than their prior evalu-
ations. But I assure patients I will listen
to their story, understand their goals and
consider what has not worked for them in
the past as we look to future options. Sur-
prisingly, patients are satisfied, even when
they do not reach their optimal outcome,
in knowing they were heard and under-
stood. MM
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Not willing to be a spectator

BY LINDA PICONE

Badrinath (Badri) Konety, MD, FACS, MBA, brings not only

experience and expertise to his new role as CEO of University

of Minnesota Physicians (UMP), he brings a passion for

identifying and changing health care disparities.

onety may not have been born to be
Kthe head of University of Minnesota

Physicians, but he has definitely
done what he needed to be prepared for
the role—including earning an MBA at
the same time he was doing a fellowship
in urologic oncology at Memorial Sloan-
Kettering Cancer Center in New York.

“I got my MBA just after I finished my
residency, but the motivation was differ-
ent at that time,” he says. “I knew I wanted
to be a department chair someday and
thought that of all I'd learned, the only
thing I had no knowledge of was finances
and the business aspects of medicine.”

Konety practiced medicine in a univer-
sity setting at the University of Iowa and
the University of California-San Francisco,
before coming to the University of Min-
nesota. He took on a number of adminis-
trative roles as well, including vice chair
of the Department of Urology at UCSE. At
University of Minnesota, he has been chair
of the Department of Urology, director
of the Institute for Prostate and Urologic
Cancers and associate director for clini-
cal affairs of the Masonic Cancer Center.
He became CEO of UMP on December 1,
2018.

Why does someone who values the
practice of medicine—he will continue to
be in clinic for 20 percent of his time—and
academic research want to be an adminis-
trator, an often seemingly thankless job?

6 | MINNESOTA MEDICINE | MAY/JUNE 2019

“You can either be a spectator, or you
can be part of the solution,” he says. “I
view being an administrator, if you do
it well, as being part of the solution. I'm
a surgeon and most surgeons have this
idea—whether it’s based on ego or a high
level of self-confidence—that you want to
fix it. It's hard for us to watch issues and
not jump in and take action.

“So becoming an administrator is, to
some degree, a natural extension of that
sort of thinking. It allows you to get in and
see if you can help more directly”

University of Minnesota Physicians was
created in 1997 as the consolidation of 18
separate practice groups of physicians into
one clinical entity. That was the year when
Fairview Health System and the University
of Minnesota merged the operations of
what had been the University Hospital and
the Minnesota Children’s Hospital. Today;,
UMP is an independent nonprofit organi-
zation with more than 50 specialty clinics
and five family medicine clinics. UMP
contributes a part of its operating revenue
to support medical research and education
at the University of Minnesota.

In short, it was a complicated relation-
ship at the beginning and, with a new part-
nership of Fairview and the University, the
relationship continues to be complicated.

And UMP is part of a health care land-
scape that is itself both complicated and
unpredictable. The challenges ahead for
UMP and Konety are significant.

The biggest issue, Konety says: to be

able to improve efficiency, to maintain
and improve clinical care quality and to
continue to burnish the organization’s
reputation.

“We've always had a great academic rep-
utation,” he says. “I think that to continue
to maintain it and elevate it while you offer
more services and expand your ability to
offer more services and see more patients,
is harder”

He compares it to a simple manufactur-
ing challenge: “If you're only making three
nice bags, that’s easy, but if you're mass
producing bags and you want to maintain
the same quality, that gets harder”

Also, he says, the challenge is even
greater because, in the partnership with
Fairview, UMP is responsible for the qual-
ity of care delivered through all service
lines, throughout the system.
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Particular concerns include:
Maintaining high-quality faculty and
staff—and paying them well, “in this era
when reimbursement is declining”
Maintaining the spirits of faculty. “Our
biggest issue now is burnout at the resi- as a medical school”
dent and trainee level, at the physician
level, at the nurse level,” Konety says.
“Electronic medical records is one of the  States are, if not a myst
biggest sources of stress”

Keeping everyone energized about the

academic components of the UMP mis-

sion. “Everybody is focused on provid-
ing excellent and efficient and rapid
clinical care, but we can’t forget the
importance of the other component,”
Konety says. “That’s what we’re all about

In the long term, the organization and
resources for health care in the United

puzzle. Where does the puzzle piece that
is UMP fit? “What is our place in this cos-
mos?” Konety asks. “Where are physician

groups going? The optimal place for them
needs to be defined”

Although he doesn’t know the answer
to those questions, or at least not yet, he
has a strong opinion about who should
lead the process: “I'm convinced that the
best systems have significant physician
leadership—Cleveland Clinic, Mayo ...
ery, at least a Many of the top health systems are led by
physicians.” But, he says, most physicians
are not trained to be administrative lead-

(continued on page 8)

CHAAMPS

Disparities in health care has been an interest of Badri Konety
for more than 20 years, starting when he was a resident at the
University of Pittsburgh and looked at prostate cancer rates in
Tobago and the United States.

He and Selwyn Vickers, MD, former chair of the Department
of Surgery at the University of Minnesota, developed a project
to make a positive
difference in the health
of African American men.
A five-year grant from
the National Institute

on Minority Health and
Health Disparities has just
been extended for an
additional year.

The Center for Healthy
African American Men
through Partnerships
(CHAAMPS) is a
collaborative center
through the University

of Minnesota Medical
School and the University
of Alabama-Birmingham
(UAB) Medical School to
do research, outreach and
training; Vickers is now at UAB, hence the collaboration between
researchers in very different parts of the country.

researchers at the University of Minnesota in March.

CHAAMPS, working with community partners, has set up centers
on African American men’s health, focusing particularly on cancer,
heart disease and violence prevention, “because these are the
three main issues that we felt affected African American men
disproportionately.”

The centers use a community participatory research model, Konety
says, which is crucial to being able to not only do research but

to involve men whose health may be improved. “If you don’t

have community partners, it's difficult to reach out.” Community
partners identify the themes for research and help facilitate the
execution of any projects.

Churches have been sites for recruiting participants. One
investigator ran a project using Fitbits to educate men who had

Badri Konety, MD, FACS, MBA, (second from right) hosted an annual meeting for CHAAMPS

been recruited through their church how to monitor their exercise
and blood pressure and be careful about their eating habits.

There is a project looking at the attitudes of African American
men towards genetic analysis of prostate cancer. “There’s a lot

of good data suggesting that knowing your genetic makeup is
going to help you better understand the disease and better tailor
treatments,” Konety
says. “But African
American men are very
suspicious, given history,
of subjecting themselves
to genetic testing—even
when it was testing

of specimens, not
individuals.”

One of CHAAMPS'

main projects explores
violence prevention

for children in school.
Sonya Brady, PhD, an
associate professor in the
University of Minnesota
School of Public Health,
is developing a model in
Northeast Minneapolis
with interventions,
coaching for parents, coaching for teachers and a supportive
community network. A matching project is going on in Alabama,
which will look at similarities and contrasts. In middle school,
Konety says, children—in particular, African American boys
may be labeled as troublemakers and taken out of mainstream
classes. “A kid who is not African American, they say, ‘Oh, he's
just being a boy’ for similar behavior,” Konety says. “But frankly,
there’s just blatant disparity in the way these kids are treated, and
that perpetuates the bad behavior. Breaking the cycle early is very
important.”

CHAAMPS also has done “some beautiful pure science,” Konety
says, including trying to identify markers for prostate cancer that
only predict aggressive disease in African American men and a
similar research project on pancreatic cancer.

For more information about CHAAMPS and its projects, go to
https://chaamps.com.
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Getting together is a bit of a stretch for
many physicians. “Physicians are inher-
ently very autonomous,” Konety says. “You
are taught to be a single player; it's not a
team sport—although we are all parts of

teams. Look at how medical education BRASY
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In his first months as CEO, he has
found an energy and enthusiasm from
physicians and other staff at UMP that he
didn’t quite expect—but definitely appreci-

ates. “Everybody realizes that change is Love do cumen ta t i on ?

needed and change is coming; somebody
has already switched the tiller. So every- We do °

body wants to control the direction in
some way.

“Physicians come up to me all the time
and say, ‘How can I be part of this?” They
want to be on the team, they want to be on

committees. Suddenly there’s a lot of inter-
est and I think that’s tremendous. It shows

engagement.” MM
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Emergency Physicians
Professional Association

BY LINDA PICONE

After 50 years of
providing services to
hospitals and patients,

EPPA is still growing.

In 1969, emergency medicine was not

a recognized specialty; emergency de-
partments might be staffed by whatever
physicians were available at that moment,
whether their training was in dermatology
or orthopedic surgery or pediatrics. As
emergency department visits increased, so
did the pressure to better deliver patient
care in the unique setting and, often, time
constraints of the hospital emergency
room.

In March of that year, four Twin Cities
physicians—Jim Anderson, Reuben David,
Charles Kelly and Solomon Zak—created
an independent medical group to provide
trained emergency physicians to hospitals
across the Metro area. Today, Emergency
Physicians Professional Association
(EPPA) is not only still a leader in emer-
gency medicine, it is increasing its scope of
services.

“The early development of the spe-
cialty of emergency medicine took vision,
and a passion for creating better medical
outcomes for patients suffering an emer-
gency, says Rob Thomas, MD, president
and CEO of EPPA. “The founders of our
group had that vision and passion to create
something better. Those attributes remain
at the core of our group”

EPPA TOTAL
PATIENT VOLUMES

560,000
445,247
432,064
349,000

Emergency medicine is a specialty
today, with appropriate training—and
EPPA was part of the lobbying efforts
to make that so. Within two years of the
founding of EPPA, Hennepin County
Medical Center started a residency pro-
gram focused on emergency medicine,
only the second in the country at the time.
EPPA hired graduates as soon as they fin-
ished their training.

EPPA is the largest independent, physi-
cian-led group to provide emergency room
services in Minnesota; several smaller in-
dependent groups provide similar services.
Some hospitals choose to contract with na-
tional companies—or to employ their own
emergency medicine physicians.

The first hospital to contract with EPPA
for emergency department services was
Methodist Hospital in St. Louis Park.
EPPA now delivers emergency services
in 11 locations, from some of the largest
hospitals in the Metro area and central
Minnesota, such as Fairview Southdale
Hospital, CentraCare Health St. Cloud
Hospital and HealthPartners Park Nicollet
Methodist Hospital to two regional hos-
pitals, Allina Health Buffalo Hospital and
Allina Health Cambridge Medical Center.
EPPA also operates three Urgency Rooms,
freestanding emergency facilities, in Vad-
nais Heights, Eagan and Woodbury.

In 2018, EPPA clinicians were involved
in approximately 450,000 patients. In 2019,
the organization anticipates that number
to grow to 560,000.

The first Urgency Room was built in
2010. As the number of visits to emer-

MAY/JUNE 2019 | MINNESOTA MEDICINE | 9

G0ODPRACTICE




GOODPRACTICE e

gency departments kept growing, EPPA
leaders considered that only 70 percent of
patients who visit an emergency depart-
ment need to be admitted to the hospital
and decided to develop an alternative.
“The idea was originally met with skepti-
cism because no one had ever done any-
thing like it before in the United States,”
says Thomas.

In 2008, EPPA began a remote scribe
program that provides scribe support to
both EPPA and non-EPPA hospitals and
clinics. Today, there are more than 300
scribes in the program handling more
than 40,000 patient charts each month.

Minnesota Medicine asked Thomas to
reflect on the organization’ history and
future.

What is unique about an emergency
room physician?

An emergency physician’s training shapes
their approach to health care. We neces-
sarily are programmed to rapidly risk-
stratify our patients based on signs and
symptoms that could be life-, limb- or
organ-threatening. We must excel at diag-
nostics, resuscitation and communication
with diverse care teams and patients. We
enjoy being the health care safety net for
our communities. We will see any patient
that presents to our emergency depart-
ments, no questions asked. For many
people, we are their only medical resource.

How do the EPPA staff at a particular
location connect with the other
physicians at that location?

Even though EPPA is an independent con-
tractor with a hospital, we are an integral
part of the hospital’s medical staff. We are
also integral members of hospital care and
quality committees, and have had multiple
EPPA physicians serve as hospital chief of
staff. Our medical directors, in conjunc-
tion with hospital-employed leadership,
lead the care that is provided in each
hospital’s emergency departments. While
we are working within the hospital, EPPA
physicians are vital members of the hos-
pital’s team. Since the hospital and EPPA

10 | MINNESOTA MEDICINE | MAY/JUNE 2019

have the same goal of providing the best
care for our shared patients, we don't feel
that we are on separate teams.

Is the Urgency Room a model for
health care as we move forward,
comparable to free-standing surgery
centers, etc?

We believe there is significant future po-
tential for the Urgency Rooms. Care at
the URs for intermediate- and high-acuity
patients meets the triple aim of lower
cost, highest quality and excellent patient
experience. When you consider that the
EPPA and UR clinicians also enjoy their
professional work environment, you have
a recipe for future success.

How is EPPA positioned to face
potential changes in health care? Does
it offer efficiencies—the kind that are
increasingly important to insurers
and the government—that can be
replicated in other ways?

We are highly engaged clinicians who

are used to a steady dose of change. As a
result, we are well positioned to adapt to
health care changes. We believe that we
must better understand our clinical and
operational data in order to thrive in the
future. Fortunately, we have a great team
of clinicians and non-clinicians who are
ready to learn from our data and develop
health care innovations that will improve
the value we deliver to patients, payers and
health systems.

How easy or difficult is it to recruit
physicians for EPPA? What qualities
are you looking for?
EPPA has a reputation of providing in-
credible support for our physicians and
advanced practice clinicians. We believe
that the challenging field of emergency
medicine requires that clinicians are well
cared for. Because of this reputation, we
often have more applications for positions
than we have available.

The key attributes of an EPPA clini-
cian are: excellent emergency clinician,
fantastic clinical team leader, healthy bal-

ance between professional and personal
responsibilities and achievements, excel-
lent communicator and strong citizen of
EPPA, hospital medical staff and health
care community.

How long, on average, does a
physician work for EPPA? What are
the main reasons they choose to work
for EPPA—and to stay? What are the
typical reasons they would move on?
An average physician career with EPPA

is over 20 years. We have had multiple
physicians retire after over 30 years. The
longevity of an EPPA physician is funda-
mentally due to the support and flexibility
they receive as a member of our group.

If a physician leaves EPPA, it is generally
to move closer to family in another state.
They may have come to Minnesota for
medical school or residency from another
state. Once they begin to start a family of
their own, they often will move back to
where they grew up. This also works to
our advantage. Physicians who left Minne-
sota for their medical degree or emergency
medicine training may return to be closer
to their roots in Minnesota.

Fifty years is a long time, obviously,
but what does the next, say, 10 years
look like?

The health care landscape is shifting,
and the challenges to an independent
physician group are rife. However, we
believe that by focusing on caring for the
clinician, caring for the community and
striving for clinical excellence, EPPA will
remain a strong, innovative and impactful
group of ambitious independent clini-
cians. MM

— Linda Picone, editor of Minnesota Medicine



WHAT PHYSICIANS SHOULD READ

A canon shot from an addicted reader

BY CHARLES R. MEYER, MD

n a seldom-used room in my childhood

home was a shelf full of black, dusty,

hardbound books entitled The Harvard
Classics, which were used even less than
the room in which they
resided. Occasionally
in one of my fits of

ATUL
wanting to fill the holes GAWANDE
in my education, I
would attempt to crack BEING
one of the tomes, only MORTAI

to sheepishly place it
back in its lonely rest-

ing place after a meager
attempt.

The brainchild of Harvard president
Charles Eliot and first published in 1909,
the Classics were intended to supply a “lib-
eral education” in one shelf. Like Mortimer
Adler’s and Charles Hutchin’s Great Books
series, it was one of many attempts to
define a canon of books that the elite edu-
cated class would have mastered en route
to desirable, but vaguely envisioned, goals
of erudition and perhaps being a “better
person.”

Similar attempts have been made for
physicians. Most of these compilations
have shunned “classic” medical texts like
Gray’s Anatomy or Harrison’s Principles of
Internal Medicine, assuming that all physi-
cians would have tackled their scientific
canon in medical school and residency.
Instead they have focused on works that
speak to the human condition as a physi-
cian presumably will encounter it in their
professional life.

A recent collection of essays edited by
Michael Lacombe, MD, Osler’s Bedside Li-
brary: Great Writers Who Inspired a Great
Physician, explored Sir William Osler’s
choices of necessary reading for physi-
cians. Sir William’s imposing lineup in-
cluded Plutarch, Shakespeare, Sir Thomas

Browne, Montaigne, Marcus Aurelius,
Epictetus, Don Quixote, Emerson, Oliver
Wendell Holmes and the Old and New
Testaments with which he hoped practic-

Danielle Ofri, MD
& How
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ing physicians would pursue a serious dal-
liance intended to nurture a complete per-
son who also happens to be a physician.

My approach to a canon for physicians
is a bit more pragmatic. I looked for books
that address issues common to every doc-
tor’s journey—dealing with end of life,
conquering the art of communication
and listening, wrestling with insecurity,
understanding the limits of medicine and
experiencing what it’s like being a patient.
This list might not be everybody’s top five
and certainly the list could be longer but I
think it touches on the essence of what it
means to be a practicing physician.

In his 2014 book Being Mortal: Medi-
cine and What Matters in Life, surgeon
and New Yorker writer Atul Gawande,
MD, MPH, analyzes modern medicine’s
grappling with mortality in a society that
increasingly expects fixes for all ailments.
Confronted with a burgeoning population
of nonagenarians and centenarians, 215t
century doctors flail against the dire threat
for physicians, patients whose aging bodies
present problems doctors cannot solve.

Dramatizing his points with his father’s
and grandfather’s end-of-life stories, Ga-
wande pens a sage conclusion for physi-

.llll{(),\ll{ (GROOPMAN, M.D.
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cians: “Being mortal is about the struggle
to cope with the constraints of our biol-
ogy, with the limits set by genes and cells
and flesh and bone. Medical science has

DANIEL
CALLAHAN

I NEW YORK TIMES BESTSELLER
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FOREWORD BY ABRANAM VERGHESE

Destroying
Our Health
Care System

given us remarkable power to push against
these limits, and the potential value of
this power was a central reason I became

a doctor. But again and again, I have seen
the damage we in medicine do when we
fail to acknowledge that such power is fi-
nite and always will be”

My search for a single volume that fo-
cused on the art of communication in the
practice of medicine came up dry. Instead
I found selected short pieces or parts of
books that addressed different aspects
of the doctor-patient interaction. In On
Being a Doctor 3, a collection of perspec-
tives edited by Michael Lacombe, MD,
various selections spotlight the chemistry
that is the doctor-patient relationship.

Yet nowhere did I find a concise tutorial
of what is a healthy interaction between
physician and patient. If left to me, my les-
son would emphasize paying attention to
jargon usage and eye contact, becoming an
actor who is attentive to word choice and
facial expression because what is heard is
more than words; understanding that a
15-minute conversation may be the most
important event in a patient’s week; and, in
the spirit of good acting and good medi-
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cine, analyzing each day to see if you can
improve how you relate to patients.

Perhaps the ideal tutorial has yet to
be written and it will be tough to teach
that most difficult lesson—attitude, the
open mind and unbiased judgment that
are crucial for perceptive doctors. If the
patient is a “crock until proven otherwise,”
the physician won't recognize significant
chest pain. If doctors think they know the
diagnosis from the patient’s first sentence,
they’ll miss half the history and physical.
If MDs let their personal dislike or disap-
proval of patients color their interactions,
communications will be distorted in both
directions. And the key lesson is listening.

Many of the stories in collections like
Lacombe’s and What Doctors Feel: How
Emotions Affect the Practice of Medicine
by internist Danielle Ofri, MD, PhD, fea-
ture the uncertainty and insecurity that
walks with any physician during their
career.

What to do about that insecurity is part
of the message in the 2007 book by Har-
vard oncologist Jerome Groopman, MD,
How Doctors Think. Deluged with symp-
toms, signs and historical information,
all laden with uncertainty, doctors resort
to shortcuts to pare away the irrelevant
and the unhelpful to reach firmer foot-
ing. Although shortcuts help deal with the
vagaries of clinical practice, they can be
fraught with errors.

Groopman identifies errors endemic
in physician thinking and opines that
recognizing those errors is half the secret
to avoiding them. The doctor-thinking
promoted by Groopman is really physician
confidence-promoting, self-questioning—
alook inward, a constant vigilance about
where your mind is taking you and repeat-
edly asking whether it’s leading you astray.

Whether confronting mortality or just
ordering an MRI, physicians must realize
that their medical science has, or should
have, limits. Hastings Center bioethicist
Daniel Callahan, PhD, has been one of
the boldest proponents of what medicine
should and should not do. His 2009 book
Taming the Beloved Beast: How Medical
Costs are Destroying our Health Care
System advocates that we move from the
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present infinity model of “unlimited medi-
cal progress and technological innovation”
to what he calls a “finite model” of health
care “that understands the necessity to
shape health care goals that are affordable,
accessible and sustainable” It should be
required reading for any physician that
signs an order.

And any physician who treats a patient
and will one day be a patient themselves
should read the wrenching memoir
When Breath Becomes Air by Paul Kala-
nithi, MD, published in 2016. In a lyrical
meditation on life and death, Kalanithi
describes his journey from discovering
he had metastatic lung cancer at the end
of his neurosurgery residency to literally
taking his last breath. During that journey
he moved from the analytic physician try-
ing to manage his own illness and control
his fate to an accepting father who pens a
moving letter to his 8-month-old infant on
his death bed.

My canon has omitted the literary
stars in Osler’s list, which certainly would
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round out even the most deficient liberal
education. In your spare time, for sure
pick up Plutarch—but not until you've
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Charles R. Meyer, MD, is the former executive
editor of Minnesota Medicine.
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Charles R. Meyer, MD, will host the first
MMA Book Club on June 18, 7-8:30pm at
the Edina Barnes & Noble. Barron H. Lerner,
MD, will talk about his book, The Good Doc-
tor: A Father, a Son and the Evolution of Medi-
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Winning submissions will be published in the July/August 2019 issue of Minnesota Medicine.
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BY SUZY FRISCH

he secret to successfully opening doors of

communication with patients can be boiled

down to one piece of advice: Don’t assume.

Humans are complex creatures, and they aren’t always

what they seem.

When a man wears a wedding ring,
it doesn’t mean that he is married to a
woman. Don’t presume that a woman in
her 80s wouldn’t be struggling with ad-
diction. And don’t take for granted that
patients from other countries share your
beliefs about health and medical care.

“People don't necessarily fall into the
generalizations that you formed in your
mind,” says Russ Turner, director of the
Training Institute at People Incorporated,
a St. Paul nonprofit that provides continu-
ing education for health professionals.

“I encourage people to treat everyone as
cross-cultural. People have a lot of layers.
The skillful thing to do is to allow people
to reveal the layers they want to.”

Another communications complication
emerges when you are quite different from
your patients: A Latina physician treating
a Somali man, or a cisgender male doctor
taking care of a transgender man. When
you must ask probing questions to dis-
cover what’s going on with someone, build

trust by getting to know them as a person
first, advises Mary Fredrickson, MD, an
internal medicine hospitalist at Regions
Hospital in St. Paul.

“Don’t walk in with an agenda. What
youre concerned about might not be what
the patient is concerned about, especially
with people who are from a different walk
of life than you,” says Fredrickson, who
trains other doctors in communication
skills. “

all the time necessary to understand who

When I first meet someone, I take

they really are. Then, when we have that
rapport, we can make decisions together”
Katie Spencer, PhD, a licensed psy-
chologist and assistant professor in the
Program in Human Sexuality at the Uni-
versity of Minnesota, says it can be key for
physicians to call attention to differences
when needed, instead of avoiding the el-
ephant in the room. She points to research
that shows that acknowledging differences
improves rapport between physician and
patient, which leads to better outcomes.
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“If the provider is from a different helps people talk about having multiple ~ Dos and don’ts
racial or ethnic background than their or same-sex partners. e Start conversations on the right foot

patient, it can be helpful to the relation-
ship to inquire about how it might feel to
be working with someone from a different
background,” Spencer says. “Since provid-
ers steer the conversation in a patient visit,
asking the question provides an opening
for the patient to address any feelings they
may have. It's helpful because it validates
people’s experience.”

Consider this advice to effectively com-
municate with people who are different
from you in a variety of possible ways:

Gender and sexual orientation
For many LGBTQ people, visiting the doc-
tor may include medical care with a side
of micro-aggression, deliberate or, more
often, simply the result of a lack of thought
in the rush of a clinic visit or emergency
hospital visit. It can occur in many situ-
ations, such as a lesbian being advised to
use birth control or a provider insisting on
regular HIV tests for men in long-term,
monogamous relationships.

Dos and don’ts

e Ask, “What would you like me to
call you?” or“How can | respectfully
address you?” If someone is gender
fluid, transitioning or transgender, this
can help put them at ease, says Megan
Mueller, MPH, community education
supervisor for JustUs Health, a health
advocacy and training organization in
St. Paul.

e Use gender-neutral phrasing like,
“Who are the important people in your
life?” or “Do you have a partner?” in-
stead of “boyfriend” or “wife,” Mueller
says. “What do your partners look like?”

16 | MINNESOTA MEDICINE | MAY/JUNE 2019

* A patient’s medical records don’t
always reflect the whole person. A
transgender man might still need a pap
smear and breast exam. Ask transgender
patients how they refer to their body
parts to avoid triggering trauma if they
don't feel at home in their bodies, Muel-
ler says.

e Wear visual cues or display them in
the office demonstrating that you
and your staff are allies. For example,
health brochures with photos of a gay
couple or a pronoun button on your
lanyard. It will let people know that they
are in a safe space.

e When a topic feels awkward to you,
remember that“nobody ever died
of awkward,” Spencer says. Develop
language you're comfortable with using
and practice it so that you can ask prob-
ing questions without embarrassment.
Being as matter-of-fact as possible—and
having an excellent poker face—will
help people be comfortable sharing inti-
mate details.

Age

When physicians are much younger than
their patients, they often get comments
about seeming too young to be a doctor.
The age gap can make it hard to pave the
way for open communication about sensi-
tive issues. On the other end of the spec-
trum, getting teens talking can be chal-
lenging for physicians of any age. But there
are tricks and tips for getting wary teens
and sensitive seniors to open up.

by asking patients how they want

to be addressed, says Onelis Quirin-
dongo-Cedeno, MD, an internal medi-
cine physician at Mayo Clinic and an
assistant professor in its medical school,
where she teaches communications to
other medical providers and students.
Some older patients prefer to be called
by their first names, while others feel
most comfortable with Mr. or Mrs.
Smith. “That greeting is so important
because it is their first impression of
you,” Quirindongo-Cedeno says. “Some-
times if we call them by their first name,
that is not respectful”

When age comes up with an older
patient, don't get defensive, Spencer
says. It’s not personal. Instead, acknowl-
edge and validate how the person is
feeling about the age difference, if neces-
sary, even suggesting a referral to some-
one with whom they might feel more
comfortable.

With teens, remember that it takes a
lot of courage for them to share what
is bothering them. Ask open questions
and give them time to explain how they
feel. Don’t be quick to dismiss their own
take on their health, suggests Elizabeth
Reeve, MD, an adult, child and adoles-
cent psychiatrist at the HealthPartners
Riverside Clinic in Minneapolis. “If
you're too quick to disagree with them,
that will shut them down,” says Reeve,
using an example of a teen seeking
anxiety medication. After talking with
the patient, she might conclude that
medication is not appropriate. “Tip-toe
around it more slowly and normalize
things for them. Say, T've seen other



teens who had these difficulties, and

we started with therapy rather than
medication. Medication might be useful
down the road,” she says. “Give them

a range of options and let them draw a
conclusion themselves.”

e Don't try to act younger or cooler
than you are. Teenagers will see right
through that and think you aren’t genu-
inely caring, Spencer says. At the same
time, don’t be pedantic or arrogant.
That rubs adolescents the wrong way.
By being transparent and authentic, you
can build more honest relationships
with teens.

Race and ethnicity
Differences abound in how people from
various races and cultures approach medi-
cine, including views of how disease works
in their body. Approaching people with
curiosity and not judgment is the Golden
Rule Quirindongo-Cedeno uses with pa-
tients and when teaching communication.
Say a patient has experienced female
circumcision. “If you say, ‘Oh, that’s too
bad. I'm so sorry that happened to you,
you're bringing biases that will destroy that
relationship. What I say is, “Tell me about it.
What does it mean to you?”” she says.

oo 7///

Acknowledge your own biases and
leave them outside the exam room. Then

listen and be respectful, curious and open-

minded. You might be surprised what pa-

tients tell you when they don’t feel judged,

even when questions are highly personal,
Quirindongo-Cedeno says.

Dos and don’ts
¢ In some cultures, it’s taboo to reveal
your struggles to a stranger. That’s

something you do with a spiritual leader,

elder or shaman. Instead of direct ques-
tions, come at the conversation differ-
ently, suggests Turner. Ask, “How do the
people close to you view the problem?”

Then the person might respond, “My sis-

ter is worried about me because ..”
* Be cognizant of wariness surround-
ing shaking hands or other touching,

especially in mixed gender situations,
says Quirindongo-Cedeno. Begin a suc-

cessful appointment by watching for
cues, such as people standing up with
their hands on their chests when you
walk in.

o Ask about a patient’s comfort level

with discussing sensitive topics when

an interpreter is present. The inter-

preter might be a relative or fellow com-

|
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munity member, making the patient
reluctant to open up about drug use or
domestic violence. Mayo Clinic has a
phone bank of anonymous interpreters,
helping people share personal details.
Don't judge if a patient wants to try
natural remedies or spiritual healing
practices in concert with or instead of
your medical recommendations. Nego-
tiate a plan for that path and then stress
that you will continue to help the per-
son regardless, Quirindongo-Cedeno
says. “‘Acknowledge differences, recom-
mend treatments, and negotiate. If I
don’t put importance on their perspec-
tive, there is no trust and no respect,’
she adds. “And then maybe next time
they won’t open up”

In general, Turner advises physicians
to be conversational instead of trans-
actional in their patient interactions,
asking open-ended questions to open
doors. “If someone looks uncomfort-
able, they probably are,” he says. “Ask
about it and say, T noticed that you're
looking a bit uncomfortable. Is there
anything I can do to help?” he says.
“Give people an invitation to speak” MM

Suzy Frisch is a Twin Cities freelance writer.
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ccording to an often-cited article from the Journal of

General Internal Medicine, on average, physicians give
patients only 11 seconds to talk about their reasons for a
clinic visit before interrupting.

Packed clinic schedules, limited time for each patient, electronic
medical records to fill out ... who has time for conversation?

Annie Brewster, MD, chose to pursue medicine because she
wanted to know and connect deeply with her patients, as most
physicians do. She chose primary care, driven by the “idealized
notion” that she would know the stories of her patients’ lives.

Q)

“This turned out not to be true,” she says. “I had way too many
patients and not enough time to know them well.

“What made me the saddest was that the system turns what
is supposed to be a therapeutic alliance into an antagonistic one,
because we have competing demands placed on us. Doctors are

CME credit

You can earn CME credit for reading the information in this
article, then responding to a series of questions online.

To receive CME credit, complete and submit the online
evaluation form http://mnmed.org/magCME. Upon
successful completion, you will be emailed a certificate of
completion within two weeks. You may contact the MMA
with questions at cne@mnmed.org. Participants must
complete all necessary activity components to be eligible to
claim CME credit.

This activity has been planned and implemented in
accordance with the accreditation requirements and
policies of the Accreditation Council for Continuing Medical
Education (ACCME) through the Minnesota Medical
Association. The Minnesota Medical Association (MMA) is
accredited by the ACCME to provide continuing medical
education for physicians.

The Minnesota Medical Association designates this activity for a maximum of
.25 AMA PRA Category 1 Credit(s). Physicians should claim only the credit
commensurate with the extent of their participation in the activity.
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moving fast, trying to stay on schedule, and patients just want
time to be seen and heard”

Then Brewster became a patient herself with a chronic illness.
“Suddenly I was on the other side and I experienced what it was
like to have a doctor who wasn’t fully present and wasn’t taking
into account who I was as a human being?”

Those two things coming together—her disillusionment at what
medical practice had turned out to be for her and her experience
being a patient—led her to start thinking about how to make the
health care system better for both patients and physicians.

(LR

What helped her was talking and listening to other people, tell-
ing them her story—and not just the story of her illness, which
was only part of her life—and listening to theirs. She decided to
collect stories to share. “I was thinking I would build a library of
stories for other people,” she says. “And yes, the library was useful
for others to listen to, but the process I was going through of talk-
ing to people really was kind of therapeutic. I was telling my story
more and that was really helping me”

She decided there should be more time and space in medicine
for listening and telling stories. That prompted the idea for the
Health Story Collaborative.

The patient’s perspective

Michael Bischoff of south Minneapolis has been through a lot of
medical treatment since he was diagnosed with glioblastoma in
2015. After his first surgery, a group of his friends had a gather-
ing to support him. “Their listening to me, their loving listening,
made me recognize what was most important,” he says. “I felt like
they pulled me into my belly” While he was undergoing chemo-
therapy, an aunt sent him stories about people in his family who
had experienced various difficulties.

Those stories, and the process of listening and telling stories,
not only helped—and continue to help—Bischoff, they led him to
a new focus. Before his illness, Bischoff was a facilitator and con-
sultant to nonprofit organizations. Today, he is a key part of the
Health Story Collaborative, the nonprofit founded by Brewster



story

that helps physicians and patients learn how to tell their stories
and listen to the stories of others.

Health Story Collahorative
Brewster came across the work of psychologist Jonathan Adler,
PhD, in 2012. His research has been on how stories and storytell-
ing connect with health.

Today, Brewster and Adler lead the Health Story Collaborative,
Brewster as executive director and Adler as chief academic officer.
Bischoff is “healing story principal” Health Story Collaborative is

L0

a 501¢3 organization, supported mostly by individual donations
and a few grants. “We're pretty grassroots,” says Brewster. Al-
though the organization is in Massachusetts, its work is national.

Health Story Collaborative hosts live healing story sessions—
Bischoff has organized a number in the Twin Cities—in which
both a physician and a patient tell their stories—often stories
neither has heard from the other before. The website (www.
healthstorycollaborative.org) also is home to stories and storytell-
ers, from audio stories to written interviews with caregivers and
individuals who are facing health issues to a Healing Art Archive
of visual art. The collaborative also has an audio listening kiosk,
SharingClinic, at Massachusetts General Hospital.

Storytelling in the clinic
Brewster says she’s not sure that there will ever be enough time in
the typical clinic visit for patients and physicians to engage in true
story sharing as she envisions it, unless the structure of health
care radically changes. “It’s challenging to give the time and the
space to let someone go where they want to go and let the story
come out at its own pace,” she says. “I feel like that is not really
possible in the short time of an appointment; we have to create
space outside of the office for this to happen”

Still, within that 15- or 20-minute appointment, Brewster says
a physician can make patients feel that they are more tuned in to
them.
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Sharing them can
help both patients
and physicians

BY LINDA PICONE

“It’s just a matter of staying present, of not trying to have that
agenda in our head of what we think we need to get done in that
appointment, but rather to shift and give power back to the patient
sitting there, to really listen,” she says. “To say less and observe and be
present more” Even in a short clinic appointment, physicians can:
¢ Be more present.

e Bring in less ego.
e Try to be more interested.

Bischoft says, physicians can—and, with him, occasionally
do—share brief stories of their own experiences and thoughts.

At the right time, with the right story, this can help the patient
develop trust in the physician. (He warns, however, to keep the
focus on the story of the patient; “If you're telling stories to make
yourself look good, it doesn’t work.”) One thing the physician can
do is to simply ask a patient, “What’s a story that matters to you?”

Many physicians are concerned with keeping professional
boundaries, Bischoff says. “I tell my oncologist that his job is to
build tall professional boundaries—and my job is to jump over
them and into his heart”

Physician burnout is not just a fad topic; it’s real, as any physi-
cian or physician-in-training can attest. “Part of that is that the
meaning gets stripped out of our work because it can feel like a
business rather than an art form,” Brewster says. “Finding a way to
connect more meaningfully with our patients can help with that”

Her practice has changed, she says. “It's been a shift of realizing
that the patient really has the answer; my job is to be more of a
guide and to provide the patient with my knowledge and my opin-
ions, but to give them room to decide whatever they are going to do
without attachment to my ego, my idea of what is ‘right.”

Bischoft says that one physician he has worked with on story-
telling said that 90 percent of what her patients come to her with
are “soul problems” but “she said she always responds with a tech-
nical solution. She found that our process of setting up time out-
side of the clinic for patients and providers to tell stories together
helps bridge that gap” MM

Linda Picone is editor of Minnesota Medicine.
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BY LINDA PICONE

Some look like the kind of flash cards a
parent or teacher might use to help chil-
dren learn basic grade school academics.
Others look like simple brochures. Still
others are visually inviting websites.

What these roughly 15 conversation
tools from the Mayo Clinic’s Knowledge,
Evaluation and Research Unit (KER) have
in common, however, is that they were de-
signed to help clinicians and patients talk
through decisions about medical treatment
together.

“A particular feature of our work is that
we design our tools to be used during the
interaction of patient and clinician,” says
Tan Hargraves, PhD, principal health ser-
vices analyst with KER. “They’re not just
for the clinician; they’re not just for the
patient. They work with them together,
which is somewhat unusual”

KER—initially the Knowledge and En-
counter Research Unit—was started about
15 years ago by Victor Montori, MD, an
endocrinologist and professor of medicine
at Mayo Clinic. He began working with a
designer, Maggie Breslin, to develop tools
and test them. (Breslin is today co-director
of The Patient Revolution, an initiative
to support patients and communities “as
advocates for careful and kind health care”
and she continues to work with KER.)

One of the early conversation aids devel-
oped by the unit was designed to help with
choices of diabetes medication. It’s a set

of seven cards, each with information on
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seven different medications for controlling
diabetes. Each card addresses a differ-

ent aspect of treatment and side effects:
monitoring (daily sugar testing), weight
change, blood sugar (Alc reduction), low
blood sugar (hypoglycemia), daily routine,
cost and “considerations,” which covers a
variety of side effects. These are all highly
practical issues that bear on how a patient
will live with diabetes treatment and how
these medications will affect a personss life.

In conversation, these cards support
thinking, talking and feeling through the
issues that are most relevant or concerning
to the patient, says Hargraves. Typically,
considering two or three issues is sufficient
to come to a decision, although occasion-
ally all issues cards are reviewed.

So, for example, if the patient is con-
cerned about how often they would have
to test blood sugar, they might look at that
card first. They would see that insulin and
Lirglutide/Exenatide may require twice-
daily testing, while some other medica-
tions require no monitoring or occasional
monitoring. The patient may also be
concerned about weight change. That card
shows what kind of weight change may
occur with each of the medications, from
a 3- to 6-pound loss to a gain of more than
6 pounds.

Although cost is something clinicians
don’t always address—either because they
are not sure what the cost of a medication
might be or simply because it's uncom-
fortable—it is a major concern for some
patients. The cards help put the issue of
cost on the table in a non-threatening way

and allow for tailoring decisions to the
practicality of buying a drug. For example,
a patient may be willing to put up with

a fussier daily routine and some side ef-
fects for a less expensive treatment. The
cost of the medications to control diabetes
may range from $3 per month to $370 per
month.

Mayo is not unique in developing tools
to help clinicians and patients make deci-
sions, but what may set it apart, Hargraves
says, is that its tools are developed in the
real clinical setting where patients and cli-
nicians are making real decisions. “A lot of
these tools are developed in the conference
room, so there’s a lot of speculation about
what people need to know to make good
decisions—a lot of which is incorrect,” he
says.

With the first conversation aid proto-
types, for example, each card was for a spe-
cific medication, with a list of its various
aspects and side effects. It seemed logical.
“But then the designers discovered they
couldn’t be used to make decisions,” Har-
graves says. “They made a turn from the
technicalities of a medication to the reality
of a patients life”

Today’s shared tools include those for
making choices about anti-coagulants,
statins, dealing with a thyroid biopsy hat
shows there may be cancer, depression
medications and even a small, four-page
brochure to help a patient and clinician
begin a discussion of the patient’s life and
health care concerns.

“We’re a research unit, so all of our tools
are part of research,” Hargraves says. Al-
though the field is still “wrestling” with
what constitutes meaningful measures of
efficacy, the three standard measures are
increased knowledge, decreased decisional
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“There are experts in the room—

l (WM (A1c Reduction)

the clinicians”

The reaction of clinicians has
been mostly positive, Hargraves
says, especially that of primary care
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clinicians who are working with a
variety of patients with different
diagnoses and medications. While
it might seem at first that working
with the conversation aids with a
patient could take more time in a
packed clinic schedule, Hargraves
says it can reduce the time, simply
because the aids provide a struc-
ture and resources that are useful
in everyday clinic conversations.
There is no effort to replace con-
versation between clinician and
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Theses cards were among the first discussion aids developed by KER at Mayo Clinic. A clinician and patient use the
cards together to determine what diabetes medication might be best, based on the patient’s goals and concerns.

conflict and behavioral measures during
the interaction.

Research involves rating videos made
of interactions between patients and clini-
cians with and without the use of the tools.
Neutral observers, who have not been
involved in the development of the tools,
view the videos and score interactions.

So far, Hargraves says, the tools have
been shown to be effective at improving
conversations and shared decision-mak-
ing. Currently, Mayo is testing its tool for
choosing anti-coagulant medications with
1,000 patients in five health systems: Park
Nicollet, Hennepin Healthcare and Mayo
in Minnesota and two sites in Alabama
and Mississippi.

Funding

The tools developed by KER are financed
largely by internal Mayo Clinic funding,
augmented by NIH and other funds. No
funding is taken from pharmaceutical
companies.

And all of the tools are freely available
to clinicans who want to use them. Cur-
rently, Hargraves says, the tool on choos-
ing statins, and what kind of statins, is
being used by about 120,000 people each
year across the globe.

Clinician-patient interaction
The conversation tools are “relatively
content-light” says Hargraves—and that’s
intentional. “We want them to enhance
the conversation, not replace it,” he says.

patient with a tool—the opposite

is true. “The key thing about our

tools is that we see shared decision-

making as something that routinely

happens in the course of providing
care; it’s not an add on, it’s the day-to-day
work of talking together with patients to
figure out what to do,” Hargraves says.
“We often say that at the end of the day,
we want to help arrive at a decision that
makes sense intellectually, practically and
emotionally for each person and their situ-
ation” MM

Linda Picone is editor of Minnesota Medicine

All of the aids developed by Mayo
to support shared decision-making
are available—at no cost—to

any clinician or other health care
provider who wants to use them.
The tools are online at https://
shareddecisions.mayoclinic.org.
Some printed versions are also
available if requested at kerunit@
mayo.edu.
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GCANDOR

7in open approach to-improving patient safety

BY ALAN LEMBITZ, MD

n general terms, “candor” can be defined as “the

quality of being open and honest in expression.”

Within health care, this definition carries

over when referencing CANDOR, the acronym for
Communication and Optimal Resolution. CANDOR
is a patient-centered process that supports early

disclosure of adverse outcomes along with proactive

steps to facilitate an amicable and fair resolution for the

patients and providers involved.

The focus on CANDOR is due in part
to efforts by the Agency for Healthcare
Research and Quality (AHRQ). AHRQ
launched a $23-million grant initiative in
2009 that used a CANDOR toolkit in 14
hospitals across three U.S. health systems.
The toolkit promoted a shift from a “deny
and defend” mentality to an environment
that encourages open, honest conversa-
tions with patients after adverse outcomes
occur. The process also is designed to
investigate and learn from what happened,
to address the providers’ needs alongside
patients’ needs and to disseminate any les-
sons learned in order to improve future
outcomes.

In the wake of the AHRQ initiative, an
enhanced CANDOR toolkit was devel-
oped, with training modules to help imple-
ment this approach in other health care
settings. The toolkit is available at https://
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www.ahrq.gov/professionals/quality-
patient-safety/patient-safety-resources/
resources/candor/introduction.html.

Key elements of CANDOR

The underlying components of CANDOR

are based on the insight derived from the

AHRQ initiative, coupled with expert eval-

uation on results that have demonstrated a

positive impact. They include:

e Reinforce early reporting and identi-
fication of events that CANDOR can
address. Perhaps the most underesti-
mated element in terms of importance
is the value of early identification of
an adverse medical outcome. Creating
an effective reporting culture around
this requires a shift from blaming the
individual physician to focusing on
identifying system processes and related
factors that may have contributed to the

adverse outcome. Supporting a system
that encourages rapid response also al-
lows those involved to gather valuable
information while the incident is fresh
in everyone’s minds.
Assess and improve communication
skills. Breakdowns in the communica-
tion process, whether with patients/
family or other members of the medical
team, are often at the root of medical
liability claims. Communication is not
an equally shared skill; there are good
communicators and there are good sys-
tems to enhance the coaching of com-
munication. CANDOR seeks to develop
the skills required in these situations,
including empathy, sincerity, active
listening, patience, tact and emotional
intelligence. Finally, the initial commu-
nication should not be delayed, but be
appropriate to what is reasonably certain
to have occurred when it is known. Full
disclosure is a process that continues
as more information becomes available
from an investigation into the adverse
outcome.
Embrace efforts to care for the care-
giver. Harm to patients arising from
medical care has a direct effect on the
caregivers as well as the patients. Feel-
ings ranging from blame and shame
to worry about one’s effectiveness and
an overwhelming sense of guilt can all
become evident following harm to a
patient in which professional acts, omis-
(continued on page 24)
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The CANDOR process is designed to help health care
organizations and practitioners respond to unexpected
patient harm events in a timely, thorough and just manner.

The CANDOR process helps hospitals improve their
immediate response to harm and realize short- and long-
term improvements in the monitoring and reporting of
events by promoting candid, empathic communication
and timely resolution for patients, caregivers and the
organization.

A CANDOR event is an event that involves unexpected
patient harm. The unexpected harm can be physical,
emotional or financial.

—from the CANDOR Toolkit of the Agency for Healthcare Research and Quality

CentraCare is first Minnesota organization
to adopt CANDOR process

Chelsie Bakken, RN, MBA, patient safety manager at CentraCare
Health in St. Cloud, is a key player in introducing the CANDOR
process to her organization—and she’s definitely a cheerleader for
it.

“The moment | understood what it was all about, | couldn't think
of any better process we could put in place to make us the safest
organization and also achieve our mission and vision,’she says.“It’s
been an absolutely wonderful journey. Honestly, from a patient
safety perspective, it's an ideal model”

CentraCare began looking at programs to improve safety and
communication about 18 months ago, Bakken says. Several
CentraCare executives had learned about the CANDOR process
at conferences and it seemed to provide what CentraCare would
want.“When we looked into CANDOR, we saw it as a full safety
program,’ says Bakken. It has a component for discovery and
learning around events, support for caregivers and a patient and
family component with disclosure and resolution.”

[t wasn't as if CentraCare was starting from scratch; “We have a
strong process here,'Bakken says.“CANDOR gives us an opportunity
to strengthen connections among teams and with patients and
their families. Not improve, but strengthen”

Although the CANDOR process became state law in lowa in 2015
as medical liability reform, CentraCare is the first Minnesota health
care entity to adopt the process, Bakken says. CentraCare will
implement CANDOR in July, a little over one year after it first began
analysis and training.

In May 2018, the MedStar Institute for Quality & Safety (MIQS),
began the first step of CANDOR, which included an information
session for CentraCare leaders, information gathering and then
interviews with board members, leaders, frontline staff and
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AHRQ
CANDOR Toolkit

For an introduction to CANDOR by its creator, Tim McDonald, MD, JD, go to
https://www.youtube.com/watch?v=5j3SAS1Pcho

others. The information and interviews were used to develop a
‘gap analysis”to identify where more effort might be needed to
introduce and implement CANDOR.

"After the gap analysis, you outline your plan, look at policies,
procedures and processes and what you might need to change,
Bakken says. The implementation leaders then began to promote
CANDOR, getting staff involved and engaged.

MedStar has helped lead formal training in a multi-step process
as outlined by the CANDOR Toolkit. At the end of June, the
consultants will work with CentraCare implementation leaders to
share what has developed during the training sessions.

Overwhelmingly, Bakken says, staff who have participated in
training sessions so far “have expressed gratitude and excitement.”
The training has included everyone from nutrition services staff to
physicians.“It's a very all-inclusive approach”

CentraCare has taken each of the components of CANDOR and
assigned measures of success, so that after implementation the
organization can look at whether and how the process has made
a difference in everything from claims and settlements (‘not
historically a big risk for our organization,'Bakken says) to patient
experience.

CANDOR includes a‘care for the caregiver” program—this is what
drew CentraCare to the program initially. Tim McDonald, MD, JD,
the director of the Center for Open and Honest Communication
at the MIQS and the creator of CANDOR, says, “By caring for our
caregivers, we also prevent future harm to our patients”
Bakken’s enthusiasm about CANDOR comes from what she
believes will be a safer—and more supportive—environment for
both patients and caregivers.“Patients in organizations that have
CANDOR in place say it is healing for both staff and patients,she
says.

—Linda Picone, editor of Minnesota Medicine
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sions or misjudgment played a role. The
CANDOR toolkit has resources from
established programs to help clinicians
and the members of health care systems
get back as close as possible (or in some
cases, better than before, having grown
from the process) to the effective, caring
state that they had prior to the adverse
outcome.

Conduct investigations from a sys-
tems analysis approach. The reason
for using a systems approach is that
managing individual performance alone
doesn’t ensure that an adverse event
won't happen again with a different
provider. To strengthen system account-
ability, we need to learn what happened,
why it happened, what normally hap-
pens and what applicable procedure(s)
are required. Only then can we learn
why errors were made and how we can
implement policy, process and improve-
ment mechanisms to prevent the same
errors from happening again.

e Support education based on learn-

ing. All too often, we only learn about
preventable causes of medical harm
after the harm has occurred. Building

a robust education platform based on
analysis of adverse events will protect
the next patient from harm. The educa-
tion should be case-based and interac-
tive and involve all members of the
health care team. Debriefing following
near-misses is an example of case-based
education that protects the next patient
and improves outcomes.

Focus on meeting the patient’s needs
and expectations during the resolu-
tion process. Trust forms the basis of
the clinician-patient relationship. After
an adverse outcome, it is essential to
maintaining trust that there is an ex-
planation of what occurred and what
actions are being taken to prevent this
in the future as well as an apology when
appropriate. Although financial com-
pensation is not applicable in all situ-

ations, CANDOR does encourage fair

compensation to individuals harmed

in the process of receiving medical care

when it is a result of clinician or systems

error.

While CANDOR was designed as a
framework for hospitals, the principles it is
built upon can be applied to other medical
settings. The CANDOR toolkit training
modules can be adapted and customized
to meet the needs of different organiza-
tions. It is not a one-size-fits-all panacea
for medical harm and the stress that fol-
lows for patients, families, clinicians and
systems, but it can be an effective tool if
used correctly by a team that understands
it. Ultimately, the goals of this process are
to maintain the clinician-patient relation-
ship, increase patient satisfaction, improve
patient safety outcomes and have fewer
medical liability claims. MM
Alan Lembitz, MD, is the chief medical officer

of COPIC, which provides medical liability and
malpractice insurance.
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https://www.mnmed.org/recmarijuana
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Sign up now for recreational
marijuana forum on June 6
Registration is now open for the
MMA's policy forum on recreational
marijuana, taking place June 6, 5-8pm
at 317 on Rice Park, 317 Washington
St. in downtown St. Paul. Visit www.
mnmed.org/recmarijuana for more
information.

The forum, “A Physician’s Take on

Recreational Marijuana,” will provide
an opportunity to learn more about the
health effects of marijuana and what
legalizing recreational marijuana could
mean for Minnesota.
It will include a 45-minute panel
discussion, followed by table discussions in which attendees
will have the opportunity to dive deeper into the issue. Speakers
include Darin J. Erickson, PhD, associate professor, Division of
Epidemiology and Community Health, University of Minnesota;
former MMA President David Thorson, MD, Entira Family Clin-
ics; and Sheila Specker, MD, associate professor, Department of
Psychiatry and director of Addiction Medicine Fellowship, Uni-
versity of Minnesota.
Following the panel, attendees will split into group discussions
on the following topics:
® Youth Access to Marijuana: How does marijuana affect youth
health?
® Marijuana and Pregnancy: What are the potential health effects
of using marijuana during pregnancy?

On the calendar

Event Date Location
Doctors’ Lounge May 9 Rochester
Doctors’ Lounge May 21 Twin Cities
MMA Forum: A June 6 St. Paul
Physician’s Take on

Recreational Marijuana

Housing Insecurity and July 24 Facebook
Health Equity Live
Doctors’ Lounge September 18 Duluth
Hippocrates Café September 19 Duluth
2019 Annual Conference  September 20-21  Duluth
Doctors’ Lounge October 1 Mankato
Doctors’ Lounge October 24 Edina
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e Race and Marijuana: How does the criminalization of mari-
juana use disproportionately harm (health and social effects)
people of color?

e Marijuana and Mental Health: What are the effects of mari-
juana use on mental health?

® The Legalization Debate: What is the role of medicine and sci-
ence in this debate?

Nominations still open for MMA awards

MMA members are encouraged to nominate their fellow physi-

cians, medical trainees or advocacy champions for one of MMA’s

four annual awards by June 28.

Award categories include:

e Distinguished Service Award. A physician who has made out-
standing contributions in service to the MMA and on behalf
of medicine and the physicians of Minnesota during his or her
career.

® President’s Award. Individuals who have made outstanding con-
tributions in service to the goals of the MMA.

® Medical Student Leadership Award. A member of the MMA
Medical Student Section who demonstrates outstanding com-
mitment to the medical profession.

e James H. Sova Memorial Award for Advocacy. Someone who
has made a significant contribution to the advancement of pub-
lic policy, medical sciences, medical education, medical care or
the socio-economics of medical practice.

Awards will be given out at this year’s Annual Conference, Sep-
tember 20-21 in Duluth. Visit www.mnmed.org/awards to make
your nomination.

Dates set for MMA's book club

Planning continues on the MM A’ newest way to engage with

members: Author Rounds: the MMA’s Book Club. Each event will

include time to network, an introduction to the author and their
book and questions and answers
from the attendees. Former Min-

nesota Medicine editor Charles R.

Meyer, MD, will serve as host.

This year’s book clubs include:

e June 18 | The Good Doctor: A
Father, a Son and the Evolution of
Medical Ethics by Barron H. Le-
rner, MD, at the Edina Barnes &
Noble, 7-8:30pm. The book is a compelling story of one fam-
ily’s engagement with medicine over the last half century.

e July 23 | Nerve Damage by Tom Combs, MD, at Open Book,
Minneapolis, 7-8:30pm. This novel features fictional ER physi-

THE MMABOGKCLUB

cian and medical researcher Drake Cody as he tracks down a
depraved killer.

e October 11 | The third event will be a virtual event that will
take place from 7-8:30pm. Details with the author were being
finalized as we went to press. Stay tuned to future issues for
details.



Registration open for 2019 Doctors’ Lounges
Registration is now open for all of the 2019 Doctors’ Lounges tak-
ing place in Rochester, Minneapolis, Duluth, Mankato and Edina.
Since 2015, the MMA has hosted these free events, which
feature food and beverages. It’s a great opportunity for physi-
cians, residents and medical students to get together casually and
network. Significant others and children are welcome, too. Its a
celebration of medicine, a thank-you to members and a welcome
to new and prospective members.
e May 9: Rochester, 5-7pm at Bitter and Pour, 183rd St. SW,
Lower Level
© May 21: Minneapolis, 5-7pm at the Aster Cafe, 125 SE Main Street
e September 18: Duluth, 5-7pm at Vikre Distillery,
525 Lake Avenue South, Ste. 102
e October 1: Mankato, 5-7pm at Number 4,
124 East Walnut Street
e October 24: Edina, 5-7pm at Wooden Hill Brewery,
7421 Bush Lake Road
For more information, visit www.mnmed.org/socials.

MMA teams up with COPIC as liability insurance
provider

The MMA has partnered with Colorado-based COPIC (www.
callcopic.com) as the association’s endorsed medical professional
liability insurance (MPLI) provider for its members.

COPIC provides medical liability insurance that goes beyond
basic coverage to offer educational resources, expert guidance
and proven programs designed to address health care risks and
improve outcomes. COPIC is the preferred MPLI provider in
Colorado, Iowa, Nebraska, Utah and North and South Dakota.
COPIC’s network of insured entities includes more than 8,000
physicians and more than 160 hospitals and health care facilities.

“COPIC stands apart from other carriers in its commitment to
improving health care and providing support to help ensure the
best in patient care,” says MMA Board of Trustees Chair Randy
Rice, MD. “One of our primary goals is to make Minnesota the
best state to practice medicine, and we believe our partnership
with COPIC will help us achieve this while also offering our
members a better option for medical liability insurance”

“COPIC is honored to have been chosen as an MMA partner
and we look forward to demonstrating our commitment to health
care in Minnesota,” says Gerald Zarlengo, MD, CEO of COPIC.
“We focus on collaborating with state medical societies and their
members, and when we work together, we can generate new and
impactful ways to support improvements in patient safety and
risk management”

The MMA encourages members to contact their current MPLI
agent or Jerry O’Connell (joconnell@copic.com), COPIC’s direc-
tor, Regional Development, at 844-858-1411, ext. 6182, to learn
more about what COPIC offers and to receive a premium indica-
tion, which includes a 5 percent discount for MMA members.

MMA NEWS

State distributes opioid reports to Minnesota
prescribers

Minnesota physicians who treat Minnesota Health Care Program
(MHCP) members and prescribe opioids for pain management will
receive individualized Opioid Prescribing Reports this spring from
the Department of Human Services (DHS) as required by law.

DHS will send the first reports this spring to MN-ITS mail-
boxes. The reports compare each prescriber’s prescribing data
to their peers in their specialty. To access a report, a prescriber
must register for a MN-ITS account, which is a free, web-based
HIPAA-compliant system for electronic billing and communica-
tion with providers.

DHS sent out customized MN-ITS registration letters to all
opioid-prescribing providers who do not currently have a MN-
ITS account, via U.S. Postal Service, in late March. Prescribers
who are managed care only will not receive MN-ITS registration
letters. Their reports will be sent via the U.S. Postal Service for the
first year.

Training on how to access your report in the MN-ITS mailbox will
become available before the release of the reports. DHS will provide
alink to the training on the Opioid Prescribing Improvement Pro-
gram website and the Provider news and updates webpage.

The Opioid Prescribing Reports will support the DHS Opioid
Prescribing Quality Improvement Program. See the Opioid Pre-
scribing Improvement Program website for more information,
including the “Flip the Script” resources on talking with patients
about pain management and opioid use.

For more information, contact the MHCP Provider Call Cen-
ter at 651-431-2700 or 800-366-5411. Direct questions about the
Opioid Prescribing Reports to dhs.opioid@state.mn.us.

Judge rules against United Behavioral Health

In March, a federal judge ruled that United Behavioral

Health, UnitedHealth Group’s behavioral health insurer, breached
its duty to patients and made arbitrary and capricious coverage
denials by using restrictive coverage determination policies that
deviated from clinical guidelines.

The ruling stems from a class action lawsuit brought on behalf of
approximately 50,000 patients who were denied coverage for resi-
dential mental health and substance use disorder treatment. Under
federal law, self-insured health plans are obligated to administer
health plan benefits “solely in the interest of the participants and
beneficiaries ... [and with] care, skill, prudence, and diligence”

The court found that determining coverage using criteria that
deviated from established standards of care violated the fiduciary
duty that was owed to patients.

At issue in the recently decided case, Wit v. United Behavioral
Health, were internal United Behavioral Health coverage deter-
mination policies that were significantly more restrictive than
the standard of care. These guidelines, according to plaintiffs,
focused on acute symptoms rather than chronic conditions, inap-
propriately limiting coverage to treatment that would alleviate
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symptoms instead of treatment that would address an individual’s
underlying condition.

This “overemphasis on acuity; the court ruled, resulted in inap-
propriate denials of coverage for patients and violated federal law.
Although federal and state law generally require health plans to pro-
vide mental health and substance use disorder benefits at levels equal
to other medical or surgical benefits, patients continue to struggle
to obtain coverage for treatment of mental health and substance use
disorders. This decision, if upheld on appeal, could provide a legal
avenue for patients to ensure that they receive adequate coverage for
treatment of mental health and substance use disorders.

MMA staff to meet with physicians across the state
MMA staff will tour the state this summer to meet with physi-
cians, and to listen to what’s important to them, their clinics and
their patients. Here’s the schedule:
o Northwest Trustee District: June 10-12
e North Central Trustee District: June 17-19
e Southwest Trustee District: July 15-17
® Northeast Trustee District: July 29-31
e Southeast Trustee District: August 5-7
e Twin Cities Trustee District: Contact staff for availability

If the dates that staff will be in your Trustee District don’t work,
please let us know and we’ll find an alternative time. If you are
interested in scheduling a meeting or presentation, please contact
Elizabeth Anderson (eanderson@mnmed.org). MM

Congratulations to

George Lohmer

for his 40 years of service to the
Minnesota Medical Association

Best wishes

in your MINNESOTA
MEbicaL
retirement ASSOCIATION
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Juliana Milhofer

Elizabeth Anderson

MMA in Action

MMA CEO Janet Silversmith; Dave
Renner, MMA director of advocacy;
and Eric Dick, manager of state legisla-
tive affairs, met in early April with Cas-
sandra Moore, policy advisor to Gov.
Tim Walz, to discuss MM A’ provider
tax alternative proposal.

Silversmith, Renner, Dick and An-
drea Stoesz, health policy analyst, met
with Department of Human Services
Commissioner Tony Lourey and State
Medicaid Director Marie Zimmerman
in late March to discuss the governor’s
ONECare proposal.

Silversmith, Renner, Dick and Juli-
ana Milhofer, policy analyst, joined
several physicians in early March to
meet with Sen. Melissa Franzen to
discuss her recreational marijuana pro-
posal.

In early March, Silversmith met with
new University of Minnesota Physicians
CEO Badrinath Konety, MD, and, along
with Scott Wilson, membership out-
reach manager, met with David Herman,
MD, Essentia Health CEO.

Silversmith and Elizabeth Ander-
son, membership director, met with
representatives of Sanford Health in late
April.

MMA members Kim Tjaden, MD, and
Marilyn Peitso, MD, and Anderson met
with Tom Schrup, MD, at CentraCare in
mid-March.

In late March, Renner presented legis-
lative issues to the Minnesota Academy
of Family Physicians’ House of Delegates.
In late April, he also presented to the
Mankato Clinic Board of Directors.

Anderson and Wilson attended the
MAFP Spring Refresher in late March as
well as the MMGMA Winter Conference
in early March.
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It's time to take
T21 statewide

ike so many dominoes, cities and

counties across Minnesota are enact-

ing ordinances that raise the age to
purchase tobacco and nicotine products
from 18 to 21.

By the time of this writing, 26 cities and
five counties had passed Tobacco 21 laws.
Metro cities. Rural cities. Counties in the
north. Counties in the south. One after
another.

The MMA has been a strong supporter
of T21 efforts, at both the state and local
level. Physicians have played a key role in
supporting local initiatives and their great
work has set the table for the Legislature to
pass a statewide policy.

A T21 bill (SF 463/HF 331) has been
introduced this session, and it’s been very
well received, at least in the House of
Representatives. The bills, carried by Sen.
Carla Nelson (R-Rochester) and Rep. Lau-
rie Halvorson (DFL-Eagan), have strong
bipartisan co-authors, and the hearings
on the bills have been very positive. The
House has included the T21 provisions
in its HHS finance proposal, so the bill
remains alive. We hope that the Senate will
act to support this important proposal.
The resistance in the upper body is a re-
minder that tobacco companies, as well
as the retailers who sell these products,
continue to have significant influence at
the Capitol.

In early April, governors in Illinois and
Washington signed T21 legislation. As we
went to press, nine states plus the District
of Columbia had passed T21 legislation
with more on the horizon. Minnesota has
long been a leader on tobacco issues, but
we now appear to be falling behind.

Raising the age to purchase tobacco,
e-cigarettes and other products containing
nicotine makes perfect sense. It will reduce

use among young adults and, perhaps
even more markedly, adolescents. For
many 14- and 15-year-olds, tobacco prod-
ucts are readily available thanks to older
students in high schools.

Tobacco use remains Minnesota’s lead-
ing cause of preventable death and disease.
It costs an estimated $7 billion annually
and takes the lives of more than 6,300
Minnesotans every year.

Smoking rates in Minnesota had been
declining for decades, but the adult ciga-
rette smoking rate has stalled at 14 percent
and, for the first time in a generation,
youth tobacco use has increased.

While there are many strategies already
in place to reduce the use of tobacco, more
must be done to ensure that adolescents
and young adults do not start to smoke or
use e-cigarettes.

Raising the minimum legal sale age for
tobacco products would delay initiation
rates of tobacco use by adolescents and
lower prevalence in the overall popula-
tion. More than 95 percent of smokers
begin by the time they reach 18 years of
age. Restricting the sale of these danger-
ous products to those over the age of 21
will dramatically reduce the availability of
nicotine to younger people, as far fewer
14- and 15-year-olds have ready access to
adults over the age of 21.

In our efforts to help make Min-
nesotans the healthiest in the nation,
preventing death and disease caused by
tobacco and nicotine—and preserving
clean indoor air—has long been an MMA
goal. The MMA strongly supports pro-
hibiting the sale of tobacco products and
e-cigarettes to individuals under the age
of 21. It’s time for the Legislature to pass
T21 into law to safeguard the health of all

Minnesotans.

MMA NEWS |

Randy Rice, MD
MMA Board Chair

Tobacco 21 legislation
will reduce use among
young adults and,
perhaps even more

markedly, adolescents.
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What physicians cando
about climate change

It's already making our patients sick

BY VISHNU LAALITHA SURAPANENI, MD, MPH, AND NYASHA SPEARS, MD

limate change is the greatest health threat of the 21st cen-
Ctury. Surveys consistently show that more physicians than
the general public agree with the scientific consensus on
anthropogenic climate change. For physicians, the question isn’t
whether climate change is occurring, but “How do I address this
complex topic in an already short patient visit?”
Even as we struggle to answer that question, we are beginning
to see and treat the health impacts of climate change. Whether

it’s an elderly woman on diuretics with heart failure who comes

Heat and heatwaves kill. There were 18 million
more heatwave exposure events affecting
vulnerable people in 2017 than in 2016

Coastal areas of the Baltic and the US Northeast are
now over 25% more suitable for the pathogen that
transmits cholera than they were in the 1980s

INDICATOR 1 - 20118 LANCET COUNTDOWN REFORT

91% of global cities expect climate change to
seriously compromise public health
infrastructure

LANCET COUNTDOWN:
TRACKING PROGRESS
D)

Graphic used with permission of Lancet Countdown www.lancetcountdown.org.
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in with syncope and acute kidney injury while gardening on an
unusually warm day in June, or an asthmatic child with a severe
exacerbation after playing in his schoolyard next to a highway, we
are seeing a rise in diseases directly attributed to climate change.
Physicians all over America encounter families under stress due
to displacement by floods, fire and famine. The physical and men-
tal health implications of a warming planet are being felt in every
corner of the earth, including Minnesota.

The Lancet Countdown, a global monitoring system dedicated
to tracking the health impacts of climate change, reported in 2018
that 24 million more Americans were exposed to extreme heat in
2011 and 12.3 million more in 2016 when compared to the 1986—
2005 baseline. Climate-sensitive vector-borne illnesses transmit-
ted by mosquitoes, ticks and fleas, including Lyme disease and
West Nile virus, tripled between 2004 and 2016. The U.S. North-
east has had a 27 percent increase from the 1980s to the 2010s in
the area of coastline that’s suitable for the pathogenic waterborne
Vibrio bacteria. According to the Fourth National Climate As-
sessment, extreme heat and wildfire smoke, augmented by climate
change, are projected to worsen air quality, even as more than
100 million Americans live in communities where air pollution
already exceeds air quality standards. More people are likely to be
impacted by climate change—and health care infrastructure itself
is directly at risk during extreme weather events, as we've seen
during hurricanes Katrina and Maria.

Climate change is an existential crisis; thinking of the magni-
tude of the action we need to take can be paralyzing. This is pre-
cisely why physicians can and should take the lead in addressing
it. As health care professionals, we routinely work to help patients
tackle enormous challenges by encouraging action in small steps.

Individuals

Changing behavior

To limit global temperature rise to no more than 2 degrees Centi-
grade above pre-industrial levels, as outlined in the Paris Agree-
ment, individuals must collectively make lifestyle modifications
to promptly reduce carbon emissions. Three of the top four most
high-impact actions to reduce individuals’ greenhouse gas emis-
sions have clear links to improved health outcomes and so fall
under the purview of physician recommendations. In short, these
behaviors have climate and health co-benefits.



Nutrition. One of the most rapid and effective ways for an
individual to reduce his or her carbon footprint is to eat less meat.
A 2015 study by Hudenus demonstrated we can't stay below the
2-degree Centigrade limit expressed in the Paris Agreement with-
out a significant change in diet: eating less meat and generally
shifting away from reliance on animal sources of protein.

According to the United States Department of Agriculture
(USDA), Americans consume the equivalent of 223 pounds of
meat per person each year. Compared to the average American
diet, vegetarian and vegan diets reduce foodborne greenhouse gas
emissions by 32 percent and 67 percent respectively, reduce water
use by 70-75 percent and land occupation by 70-79 percent. Ac-
cording to the Centers for Disease Control (CDC), only one in
10 American adults gets enough fruit and vegetables. By helping
patients eat less meat and more vegetables, we can simultaneously
change the rising trajectory for chronic diseases such as vascular
disease, obesity and many cancers; reduce health care costs; and
reduce greenhouse gas emissions. This is a win-win-win.

There are several realistic strategies to move patients toward
more plant sources and fewer animal sources of protein. Incre-
mental changes such as Meatless Mondays, avoiding meat on
weeknights or weekends and even eating generally lower on the
food chain are good first steps. One excellent resource for patients
is the Meatless Monday Campaign (http://www.meatlessmonday.
com), which has recipes for patients and institutions and practical
suggestions to move people toward a more climate-friendly diet.
In our practices, we have found that meat-eating patients find this
resource informative and non-judgmental.

Exercise. The transportation sector now contributes up to
a third of greenhouse gas emissions, according the U.S. Envi-
ronmental Protection Agency. Recommendations to use public
transport and purchase an electric car don’t generally fall within
the purview of clinical practice, but increasing physical activity is
a lifestyle modification we can recommend in many clinically rel-
evant scenarios. Most Americans do not get the requisite physical
activity recommended by current guidelines. Exercise provides
mental and physical health benefits. Physical activity is vital for
healthy aging, prevention and control of chronic diseases and pre-
venting premature death.

Car-free living is one of the top four most effective ways to
reduce an individual carbon footprint while reducing obesity,
hyperglycemia and airborne pollutants. In addition to mitigating
the impacts of climate change, walking or biking as a mode of ac-
tive transportation coincides perfectly with the exercise needed
to help our patients live longer, healthier lives. Forty percent of all
car trips in America are less than 2 miles. Physicians can advise
patients to begin choosing active transportation for any trip that’s
less than 2 miles. Those in rural areas may reduce car mileage by
walking the last part of a trip or seeking ways to ride-share.

Reproductive choices. When women are given the ability to
avoid unplanned pregnancies, their health benefits. Having fewer
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active transportation
(walking, biking)
exercise benefits and reduced emissions

plant-based diet
nutritional benefits and reduced emissions

using renewable energy
cleaner air and water and reduced
emissions

energy efficiency
improved air quality and reduced
emissions

green spaces
psychological, civic and health benefits
and trapped emissions

children is also the largest impact one can make on an individual
level in cutting emissions. According to one research paper, a
family choosing to have one less child provides the same level of
emission reduction as 684 teenagers who adopt comprehensive
recycling habits for the rest of their lives. Physicians should rou-
tinely provide a full range of reproductive health counseling and
services to both male and female patients.

Adapting to a changed environment

In addition to encouraging behavior changes that help mitigate
the damage to our climate, physicians need to counsel patients

on how they can protect themselves from climate change that is
already impacting health.

Extreme heat. Minnesota is one of the fastest warming states
in America. Unfortunately, Minnesotans tend to underestimate
their susceptibility to extreme heat, putting themselves at a higher
risk for heat-related illnesses. We need to identify and educate
vulnerable groups such as the elderly, outdoor workers, the home-
less and athletes—those more likely to suffer heat-related illness.
This includes education on tracking extreme-heat alerts and
recognizing the signs of heat illness. Physicians can help develop
extreme-heat plans to check on elderly people living alone and
identify access to air-conditioning or community cooling centers.
Documenting heat as a risk factor for hospitalization when appro-
priate will also help accurately track the burden of heat illness.

Air quality, allergies and asthma. Patients with heart and
lung disease are particularly vulnerable when air quality wors-
ens. Warmer temperatures worsen air quality, and studies show
increased ER visits with asthma on hot days. Our allergy season
in Minnesota has increased by 18-21 days, which compounds the
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problem of allergic asthma attacks. Physicians should counsel pa-
tients to check air quality before outside activities and help them

prepare asthma contingency plans for hot and poor air quality days.

Mental health. Extreme weather events, including extreme
heat, have been linked to increased rates of suicide. People im-
pacted by extreme weather events, such as flooding or tornadoes
or extended frigid temperatures, may face the loss of their homes,
jobs and communities. Health care professionals can help patients
prepare a mental health plan and assist with the burden of dis-
placement, whether temporary or permanent.

Realistically, patients will rarely bring up climate change in a
time-limited office visit. They do, however talk about their con-
cerns regarding obesity, mental health, cancer risk, diabetes, heart
disease and stroke risks. Physicians are in a unique and powerful
position to help patients make lifestyle changes to improve their
own health outcomes, keep our climate cooler and manage the
negative impacts of a warming planet.

Health careinstitutions

Changing behavior

In the United States, health care institutions contribute 10 percent
of greenhouse gas emissions. As a profession that practices “First,
do no harm,” we have a moral obligation to reduce our contribu-

American College of Physicians Climate
Change Toolkit
https://www.acponline.org/advocacy/
advocacy-in-action/climate-change-toolkit

Practice Greenhealth. Greening the OR
Toolkit
https://practicegreenhealth.org/initiatives/
greening-operating-room

U.S. Climate Resilience Toolkit
https://toolkit.climate.gov/topics/human-
health/building-climate-resilience-health-
sector

Medical Society Consortium
https://medsocietiesforclimatehealth.org/
take-action/

Health Professionals for a Healthy Climate,
including a Minnesota-specific Action
Toolkit

https://www.hpforhc.org/

Climate and Health Resources for Patients
http://climatehealthconnect.org/resources/
posters/
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tion to climate damage that adversely impacts the health of our
most vulnerable patients.

The health care system can become more environmentally sus-
tainable in many areas, including energy use and efficiency; man-
aging food, water and transportation needs of patients and staff;
and the unique challenges of the use and disposal of chemicals
and waste. Many resources now exist to help guide hospitals and
offices through this transition including Practice Greenhealth,
Healthcare Without Harm and My Green Doctor. Hospitals all
over the country are already making major changes to deliver
health care sustainably.

For example, Gundersen Health System (Wisconsin, Minne-
sota, [owa) was the first U.S. health system to target (2008) and
reach energy independence (2014), saving millions of dollars a
year. Minnesota hospitals have made sustainability leadership
a priority and rank in the top 25 hospitals nationwide (Practice
Greenhealth 2018 Environmental Excellence Awards). HCMC’s
Whittier Clinic received a LEED Silver Certification for sustain-
able building, Stillwater’s Lakeview Hospital energy usage was
57 percent carbon-free in in 2017 and Mayo Clinic retrofitted its
parking ramps with LED lights and is saving $300,000 dollars an-
nually as a result.

In 2017, the St. Cloud VA hospital reduced its water use by
30 percent, Park Nicollet Hospital in St. Louis Park decreased its
food waste by 40 percent and the Minneapolis VA reduced its
meat consumption by 33 percent. Regions Hospital in St. Paul
achieved a 20 percent reduction in its paper usage in 2017, com-
pared to the 2014 baseline, and is planning on adding electric
vehicles to its fleet.

According to Practice Green Health, the operating room pro-
duces 20-30 percent of hospital waste, is the largest consumer
of hospital supplies and uses anesthetic gases, like halogenated
ethers, that are powerful greenhouses gases. Interdisciplinary
“greening” of operating room teams including surgeons, nurses
and anesthetists, are diverting waste from landfills, reducing
emissions and saving hospitals tens of thousands of dollars, add-
ing to the triple bottom-line of “people, profits and planet” Fair-
view was the first health system locally to recycle blue wrap from
the surgical ORs, and received a Greening the Operating Room
Recognition Award in 2018. As a first step, physicians can create
or join a green team in their hospitals.

Organizations can amplify individual employee behaviors by
implementing systems that make planet-friendly behaviors easier.
For example, hospital cafeterias can endorse Meatless Mondays.
Hospitals can provide bike racks and showers for employees who
choose active transport (walking, running or biking) to work.

Adapting to a changed environment

Health care systems also need to develop resiliency in their in-
frastructure and staff operations as part of climate adaptation.
This is evident when we recall extreme weather events like hur-



ricanes Katrina and Maria, which disrupted delivery of health
care services. In response, based on specific regional threats,
hospitals across the country have built first-floor elevations above
predicted flood levels, created underground hospital floors where
tornado risk is high and installed air scrubbers to protect air qual-
ity during wildfires.

Hospitals need to develop emergency plans for an influx of
patients who will present in large numbers during critical weather
events, including heat waves, or disasters.

Hospitals need health care and ancillary staff in order to func-
tion effectively. During superstorm Sandy, disruptions to care
resulted in staff not able to reach the hospital. Increases in precip-
itation and tornadoes are predicted for Minnesota, meaning road
closures and electricity outages that can disrupt delivery of care.
Health care professionals need to be involved in developing an
extreme weather event emergency response plan specific to their
institutional needs and the populations they serve.

Communities

It is our ethical duty as physicians to help prevent what we cannot
treat. From the days of John Snow, who discovered that a cholera
outbreak was caused by an infected water pump, to the recent ef-
forts of Mona Hanna-Attisha, MD, who exposed the Flint water
crisis in Michigan, physicians have been advocating for patients
outside of their clinics and hospital rooms. Today, our role as phy-
sicians is expanding, with some advocating for policies around
affordable health care, gun violence, drug use, smoking and more.
Some are even running for public office themselves. More medi-
cal schools and residencies are including advocacy tracks.

Health care professionals are in the frontlines, caring for vic-
tims of extreme weather events, treating children with asthma re-
admissions from air pollution and serving immigrant populations
displaced by climate change. We need tell our patients’ stories and
advocate for environmental policies that protect human health. In
the Climate Change Toolkit, the American College of Physicians
outlines steps we can all take.

Physicians can write letters to the editor in local newspapers,
author opinion editorials, use social media and meet with leg-
islators to report our observations from caring for patients in a
warming climate. Expert testimonies by physicians to city, county
and state legislators help communicate the impacts of pollution
and climate change on patient health.

For collective action to be effective, joining a group that is
already working on climate issues is a good place to start. In Min-
nesota, Health Professionals for a Healthy Climate is a multi-dis-
ciplinary group of health professionals, including doctors, nurses
and public health professionals who work on advocacy issues at
institutional and policy levels.

To tackle an issue as complex and multi-faceted as climate
change, we need to break down our traditional practice silos and
work in an inter-professional team-based manner. At the Uni-
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versity of Minnesota Academic Health Center, we are tackling
climate change in a team that spans medicine, nursing, dentistry,
physical therapy, pharmacy and veterinary medicine.

Climate action is primary prevention. Physicians are well
suited to act on climate. We are agents of change; this is what we
do. As trusted voices, we can lead individuals and communities
by using evidence-based data to foster behavior changes and pub-
lic policy changes that will positively affect human health and the
health of the planet. MM

Vishnu Laalitha Surapaneni, MD, MPH, is assistant professor of General
Internal Medicine at the University of Minnesota. Nyasha Spears, MD, is
a family physician at P.S. Rudie Clinic and St. Luke’s Hospital in Duluth.
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Outdoor air
quality and
health

Physicians can help
protect and treat patients
by understanding the
connection

BY KRISTEN KELLOCK, PHD; EMILY ONELLO,
MD; AND KRISTIN RAAB, MLA, MPH

PATIENT SCENARIO 1: A Minnesota family physi-
cian notices a sudden increase in walk-in visits for
asthma exacerbations. Could distant wildfires in the
western United States be playing a role in this up-
tick of asthma activity?

PATIENT SCENARIO 2: A 56-year-old male patient
returns to his primary care physician to discuss

FIGURE1

recent unexpected findings on his coronary angio-
gram. Atherosclerotic narrowing was noted and
several stents were placed. The patient is puzzled
because he lacks any of the classic risk factors for
coronary artery disease. His physician wonders if
past exposure to diesel exhaust and other air pollut-
ants could have contributed to the patient’s disease.

Understanding Minnesota's air quality

Following the inception of the Clean Air Act in 1970 and amend-
ments in 1977 and 1990, air quality has dramatically improved in
the United States. The term “air quality” broadly describes either
indoor or outdoor air in relation to potential adverse human
health effects, visibility, odors or possible deterioration of man-
made or natural structures from air exposure. Physicians are
likely familiar with the acute health effects of impaired outdoor
air quality but may not fully appreciate the more insidious chronic
health impacts of outdoor air pollution. Understanding the ad-
verse health effects of both acute and chronic exposure to air pol-
lution helps physicians diagnosis and treat their patients.

The American Lung Association scores Minnesota’s outdoor air
quality good with respect to high ozone days and particle pollu-
tion, as well as in comparison to other states. For example, Min-
nesota counties (where monitoring data existed) scored As and Bs
for high ozone days, which equates to 0-0.9 high ozone days from
2014 to 2016, while data for numerous California counties scored
Ds and Fs for the same period.

Minnesota annual count of days in each Air Quality Index (AQI) category for ozone
and fine particle matter 2.5 microns. Source: Minnesota Pollution Control Agency.
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Air pollution emission sources in Minnesota from 2017.

Source: Minnesota Pollution Control Agency.

On-road vehicles 24%
Cars, trucks

24%
2 O Non-permitted sources 33%

Construction and agricultural

Permitted sources 22%
Power plants, factories

Even though Minnesota has overall better air quality than
many states, areas of Minnesota still experience unhealthy air
quality days throughout a year that can adversely affect human
health (Figure 1). Medical professionals can help protect their
patients and communities by understanding the drivers of air
pollution, the potential acute and chronic health effects of poor
air quality, the populations that are most sensitive to air pollution
and the tools that can help prevent negative health impacts.

Air quality influences

Air pollutants are emitted from a wide range of sources. The
pollution emissions in Minnesota generally come from what are
known as permitted and non-permitted sources and on- and
off-road vehicles, as defined by the Minnesota Pollution Control
Agency (MPCA) (Figure 2). Permitted sources typically are large
industrial facilities like power plants, factories and refineries.
Non-permitted sources are generally smaller stationary sources
of emissions that do not require an MPCA permit to emit. Gas
stations, dry cleaners, residential wood combustion, prescribed
burning and intentional or inadvertent agricultural burning

are all examples of non-permitted sources. Mobile sources en-
compass vehicles, off-road and construction-related equipment
powered by internal combustion engines, landscaping equipment,
aircraft and trains. Local jurisdictions can require permits for
MPCA’s non-permitted sources, such as a city requiring a permit
for backyard burning.

In addition to permitted and non-permitted pollution sources,
other environmental factors can contribute substantially to air
quality. Weather conditions, such as wind speed and direction,
temperature, humidity and sunlight and presence of impediments
(i.e., buildings, landscape topography) can influence air quality.
For example, strong winds can carry pollutants long distances or
disperse a pollutant, lowering concentrations near a source, but
stagnant air and tall buildings can essentially trap pollutants, re-
sulting in more unhealthy air quality days. In August 2018, wild-
fire smoke traveled from western Canada, prompting MPCA to
issue an air quality alert for the entire state of Minnesota.

Small businesses, heating, woodsmoke

@ Off-road vehicles and equipment 21%
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Air Quality Standards

The Clean Air Act requires the United States Environ-
mental Protection Agency (EPA) to establish National
Ambient Air Quality Standards (NAAQS) for pollut-
ants considered adverse to the public and environ-
mental health. The NAAQS apply to six principal pol-
lutants: particulate matter 2.5-10 microns in diameter,
ozone (O3), carbon monoxide (CO), sulfur dioxide
(SO5,), nitrogen dioxide (NO,) and lead. The NAAQS
include primary and secondary standards. Primary
standards provide health protection to populations
that are particularly sensitive to air pollution. Second-
ary standards provide general public protection and
consider factors such as compromised visibility and
damage to animals, crops and buildings.

Of special interest for human health is particulate matter less
than 2.5 microns in diameter (PM2.5). These particulates can be
emitted directly from a source (i.e., wildfires or backyard burn-
ing) or can occur as the result of chemical reactions with sulfur
dioxide and nitrogen dioxide, which are emitted from various in-
dustrial sources and automobiles. These smaller particles remain
suspended in air longer than larger particles, thus lengthening
the potential human exposure time. PM2.5 materials rival small
bacteria in size, and are easily inhaled deep into human lungs.
Scientific inquiry continues into the potential harms of PM2.5.

A recent study suggested that the EPA’s current standards for
acceptable levels of exposure to PM2.5 (35 micrograms (pg)/
cubic meter (m?) per 24-hour averaging time or 12 pg /m3 an-
nual mean averaged over three years) could be more stringent to
better protect public health. The study asserted that both acute
and chronic health effects of PM2.5 exposure could be reduced
by improving air quality even lower than the current U.S. EPA
standards.

Acute health effects and vulnerable populations
During a poor air quality event, people with existing respiratory
conditions or those who are otherwise healthy may experience
symptoms like difficulty breathing deeply, shortness of breath,
throat soreness, wheezing, coughing or unusual fatigue (see Fig-
ure 3 for more detail). In Patient Scenario 1, a physician observes
an increase in acute patient visits for asthma symptomatology
during the community’s exposure to air pollution from a wildfire.
Acute adverse health events associated with air pollution are well
documented and include a wide range of disorders, including
cardiovascular events (angina, myocardial infarction, heart fail-
ure, abnormal heart rhythms), cerebrovascular events (strokes),
asthma and COPD exacerbations.

The MPCA and the Minnesota Department of Health’s (MDH)
joint 2015 Life and Breath Report estimated that each year PM2.5
causes more than 2,100 deaths, more than 200 respiratory hos-
pitalizations, 91 cardiovascular hospitalizations and about 400
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emergency department (ED) visits for asthma in the Twin Cit-
ies. A 10 percent reduction in PM2.5 concentrations from 2008
baseline levels could prevent more than 200 deaths, more than

30 hospital admissions and more than 40 ED visits every year.
Baseline ground-level ozone pollution is estimated to cause about
20 deaths, 47 hospitalizations for asthma and 185 ED visits for
asthma. Ozone pollution causes an estimated 5 percent of all
asthma hospitalizations and 3 percent of all asthma ED visits. A
10 percent reduction in ozone concentrations could prevent an

Health effects associated with fine particle pollution and ozone.

Source: Minnesota Pollution Control Air Quality and Health.
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- Asthma and COPD

estimated seven deaths, 14 hospital admissions and 57 ED visits
in the Twin Cities. The MPCA and MDH are currently updating
the Life and Breath Report to better understand and describe hos-
pitalizations and ED visits attributable to air pollution in greater
Minnesota.

People with preexisting respiratory ailments, like asthma,
chronic obstructive pulmonary disease (COPD), cardiovascular
disease or other related conditions, are more likely to be affected
when ozone and/or particulate matter reach unhealthy levels.
Young children, the elderly and people of all ages who are ac-
tive outside are also at risk during poor air quality days. In 2016,
MDH reported that the asthma hospitalization rate for children
living in the Twin Cities-metro area was 67 percent higher than
for children living in Greater Minnesota. Patient education on air
pollution and health, especially among urban and sensitive popu-
lations, may help to minimize emergency medical care.

Chronic Health Effects

Air pollution can also cause chronic health effects through similar
pathophysiologic mechanisms as tobacco smoke. Physicians easily
conceptualize the deleterious health effects of tobacco smoking.
Cigarette smoke passes through the lining of the respiratory tree,
the lung alveoli, the vascular interface and spreads systemically
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Ground-level ozone
pollution can cause:

- Difficulty breathing deeply.
» Shortness of breath

» Sore throat

» Wheezing, coughing

as toxins are absorbed into general circulation. Yet during patient
care encounters, physicians may not routinely consider the harms
of air pollution. The 56-year-old patient in Patient Scenario 2 has
developed atherosclerotic coronary artery disease in the absence
of recognized risk factors, but he had experienced chronic expo-
sure to ambient levels of outdoor air pollutants, which may have
played a role in disease development.

Mechanistically, air pollution’s combustion-driven nanopar-
ticles are inhaled and result in pulmonary inflammation and
subsequent translocation from the lung into the
systemic circulation with subsequent direct car-
diovascular effects. Pro-inflammatory pathways
are activated and tissues experience cellular oxi-
dative stress. Particulate matter augments the
development and progression of atherosclerosis
via detrimental effects on platelets, vascular
tissue and the myocardium. Current modeling
extends the pathologic impact of particulate
matter inhalation to include amplified systemic
inflammatory and oxidative stress responses,
induced autonomic nervous system imbalances
and increased thrombosis risk.

Ozone can make these
conditions worse:

» Asthma and COPD
» Emphysema

Atherosclerosis, coronary and
cerebrovascular concerns

Given that air pollution and tobacco smoke are
similar in pathophysiologic mechanisms, it is
not a surprise that exposure to air pollution has
been associated with an increase in stroke and heart attack, as well
as other cardiovascular events, such as abnormal cardiac rhythms
and congestive heart failure. Studies have shown that PM2.5 expo-
sure can result in vasoconstriction and impaired endothelial func-
tion. A 2015 publication from the Multi-Ethnic Study of Athero-
sclerosis (MESA) and Air Pollution revealed that both short- and
long-term exposure to ambient PM2.5 levels were independently
related to reductions in retinal arteriole diameter. In a subsequent
2016 report, the MESA Air study revealed that long-term expo-
sure to PM2.5 at ambient urban levels of six metropolitan areas in
the United States showed a significant increase in coronary artery
calcification. Compounding the effects, epidemiologic studies
provide some evidence that PM2.5 air pollution may contribute

to the development of cardio-metabolic conditions. There is good
evidence that exposure to outdoor air pollution should be in-
cluded among the important modifiable risk factors for cardiovas-
cular disease (smoking, diabetes, high cholesterol, hypertension,
sedentary lifestyle).

Pulmonary and other effects

Chronic exposure to air pollutants has been shown to increase
risk of lung cancer and can make asthma worse. Air pollution has
also been linked to a variety of other conditions, including preg-
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Useful links for further information

4+ Air Now Guide to Air Quality and Your Health. www.airnow.gov/index.cfm?action=aqi_brochure.index

4+ EPA air quality research areas. www.epa.gov/air-research

EPA Air Quality and Climate Change research

4+ EPA's History of the Clean Air Act. www.epa.gov/clean-air-act-overview

4+ MDH Asthma Program. www.health.state.mn.us/diseases/asthma/about/whoweare.html

4+ MDH Cardiovascular Health Unit. https://www.health.state.mn.us/diseases/cardiovascular/cvhunit/
4+ MDH Minnesota Public Health Data Access Portal. https://data.web.health.state.mn.us/web/mndata

4+ MPCA emissions source categories. www.pca.state.mn.us/air/sources-air-pollution

4+ MPCA reports on NAAQS. www.pca.state.mn.us/air/current-condition-details

nancy-related disorders, neurological disorders, rheumatologic
and mental health conditions. The systemic inflammatory events
that occur in response to air pollution exposure affect diverse
organs, suggesting that exposure to air pollution should be con-
sidered when reviewing a patient’s medical history.

Health protection tool
The EPA developed the Air Quality Index (AQI) to provide a ho-
mogenous way to report on daily air quality conditions incorpo-
rating the NAAQS pollutants previously mentioned. The MPCA
created a Minnesota-specific AQI tool to report on air quality,
based on hourly measurements from approximately 30 individual
monitoring sites throughout the state. Through the use of moni-
tor data, artificial intelligence, automated weather predictions
and in-house meteorological expertise, MPCA now forecasts air
quality conditions for 18 locations across the state and releases
customized AQI Alerts for anywhere in Minnesota.

The categories of air
quality (Figure 4) are easy FIGURE 4
to understand and are
accompanied with a cor-
responding color to denote
the level of potential health
impact. Green indicates

Air Quality Index
(AQI) values

clean air that is safe for When the AQI is in this range:
everyone, and progressively
warmer colors indicate
higher levels of pollution
5110 100
and levels of health con-
cern, as seen in Figure 4.
Patients can track the daily
AQI on MPCA’s website

(www.pca.state.mn.us/

201 to 300
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air/current-air-quality) or
by downloading the MN
Air Mobile App through

Android, Apple or Windows app stores. Providing patients in-
formation on how to track and interpret the MPCA’s AQI could
help them better prepare for poor air quality days and implement
strategies to protect their health.

While some individuals may be affected by air pollution more
than others, everyone should take precautions when the air qual-
ity is unhealthy. On air quality alert days, it is advised that people
avoid strenuous outdoor activity and stay away from local sources
of air pollution, like busy roads and wood fires. People with
breathing problems should also have their relief/rescue inhaler
with them.

Patients may have questions about the value of commercially
available, sometimes costly, indoor air filters or personal/wear-
able air purifiers.A recent study of senior citizens in Detroit
demonstrated significant reduction in PM2.5 exposure using com-
mercially available portable air filters, but the long-term health
benefits of such devices have not been adequately studied. In some

Minnesota Pollution Control Agency's Air Quality Index (AQI) categories. Each
color represents an AQI range and corresponding level of human health concern.

Levels of Health Concern Colors

..air quality conditions are: ...as symbolized by this color:

Moderate Yellow

s

Very Unhealthy
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(continued from page 37)

circumstances, N95 (filters at least 95 percent

of airborne particles) and N99 (filters at least 99
percent of airborne particles) National Institute
for Occupational Safety and Health-approved
particulate-filtering face-piece respirators can
filter out PM pollution of 0.1-0.3 pm and larger
(but are not effective against ozone and other
gases such SO2). These devices may be options
for vulnerable patients during known exposures,
such as smoke from wildfires, but need to be fit-
ted correctly to be health-protective. Discussing
these strategies can help patients find ways to stay
healthy on poor air quality days.

é;'r_l and health

summary

Physicians and state agencies can work together to improve Minnesota’s air quality
and protect the health of Minnesota’s citizens. While air quality throughout Minne-
sota generally meets EPAs NAAQS and there are fewer unhealthy air days compared
to other states, those who are sensitive to air pollution know it only takes one day
with unhealthy air to feel an impact. Air pollution is associated with acute as well as
chronic health effects, including stroke, heart attack, other cardiovascular events and
cardio-metabolic conditions and cancer. The new MPCA AQI forecasting program
puts Minnesota ahead of the curve by providing easy to understand air quality and
health information at our fingertips. Patients and their physicians can use this pro-
gram to educate themselves and their communities to reduce exposure to unhealthy
air and protect their health. Exposure to outdoor air pollution is a modifiable risk fac-
tor for cardiovascular and other diseases. MM

Kristen Kellock, PhD, is a research scientist in the Environmental Impacts Analysis Unit of the

Minnesota Department of Health. Emily Onello, MD, is assistant professor in the Department
of Family Medicine and Biobehavioral Health at the University of Minnesota Medical School-

Extreme heat

Who's at highest risk?

This project is a collaboration of the Minnesota Department of Health

2015 was included in the analysis. Veteran’s Administration and
Indian Health Services hospitals were not included in the analysis.

Risk factor data. Staff pulled data on known risk factors for
heat-related illness, such as being an older adult or living in pov-
erty. In total, we assessed 17 county-level variables linked to heat-
related illness.

and Wisconsin Department of Health Services. Lead investigators
were Tess Konen, MPH, Minnesota Department of Health, and Paul D.
Cresswell, PhD, Wisconsin Department of Health Services.

Extreme heat events in Minnesota and Wisconsin are already oc-
curring and are expected to become more common, more severe,
and longer lasting as our climate changes. Extreme heat causes

entirely preventable illness and death.

For years, staff in the Minnesota and Wisconsin Environmental
Public Health Tracking programs used similar messaging about
how older adults, infants and people with chronic health condi-
tions—particularly in urban areas—were more likely to suffer

HEAT-RELATED
ILLNESS
EMERGENCY
DEPARTMENT
VISITS

Minnesota and Wisconsin
by County, 2006-2015

Age-adjusted rates
per 100,000 people

[ _Joo-1a3
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7/ Unstable rate
m Data not shown

from heat-related illness. Anecdotally, our programs started notic-
ing more cases of heat-related illness outside of these populations.

Our states teamed up to build a more robust dataset to better
understand who is most impacted by extreme heat. Because Min-
nesota and Wisconsin have similar climates, populations and pat-
terns of heat-related illness, we decided to combine our data and
work together to assess current trends and patterns.

What we did

In 2017, our state Environmental Public Health Tracking pro-

grams began discussing heat-related illness and how to frame an

analysis. We decided to base the analysis on the following data:
Emergency department data. Any Minnesota or Wisconsin

resident who went to the emergency department for heat-related

illness during warm weather months (May-September) 2006-
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Duluth. Kristin Raad, MLA, MPH, is Minnesota Climate and Health
Program director for the Minnesota Department of Health.
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With the emergency department
data, we ran several statistical tests to
measure differences among age, sex,
insurance status, county and month
and year of admission. We assessed
patterns of correlation to see which
risk factors were associated with heat-
related illnesses.

These county-level risk factors in-
cluded urban and rural designations,

Extreme heat toolkit
https://www.health.
state.mn.us/communities/
environment/climate/docs/
mnextremeheattoolkit.pdf

Counties with a higher heat index
generally had more cases of heat-re-
lated illness. When we looked at the av-
erage maximum heat index in a county,
we found more cases of heat-related ill-
ness. It makes sense that the hotter it is,
the more people get sick from the heat.

For counties as a whole, heat-related
illness rates are significantly higher in
rural areas than in metropolitan areas.

climate regions, percent of elderly
population living alone, people below
the 185-percent poverty threshold,
percent of population with limited
English proficiency and occupation.

Whatwelearned

People ages 15-34 are most likely to
visit the emergency department for
heat-related illness. While messaging
often focuses on the very young and
the very old, in our states, a younger
age group was more likely to report to
the emergency department for being
sick from the heat.

Heat-related illness data
https://data.web.health.state.
mn.us/heat

Health and Climate Change
training module series https://
www.youtube.com/watch?v=I3
LmhJdF2cM&feature=youtu.be
&list=PLnv1INVkmxmvgeSWcb
XwlWJarnAqx5GAw

Extreme heat tips https://
www.health.state.mn.us/
communities/environment/
climate/docs/heattips_eng.
pdfHeat

In the past, we have specifically men-
tioned urban areas as areas at increased
risk due in part to the urban heat island
effect, when concrete and asphalt in cit-
ies absorb and hold heat and can increase
temperatures. While age-adjusted rates
were lower for urban counties in both
states, sub-county data (e.g., zip code
data) were not included in our analysis;
pockets within a county could have more
cases of heat-related illness.

What's next?
Together, the Minnesota and Wiscon-
sin Tracking programs will work with our

Men are more likely to visit the emergency department for
heat-related illness than women. Men were about twice as likely
as women to report to the emergency department with heat-related
illness. We don’t know precisely why this is, but it could be related
to specific occupations. In Wisconsin, heat illness was related to
workers’ compensation payments, but this wasn't true for Minne-
sota. This is likely related to differences in reporting by health care
providers in each state, but more research is needed.

Climate and Health Programs to build on our understanding of
extreme heat. We will use these findings to tailor messages for
specific audiences on websites, in videos, at festivals and in print
materials. We still have to be concerned about the elderly and the
very young during intense periods of heat, but our data show that
there are other populations that may need to be informed of their
risk. Our programs will continue to find new ways to proactively
protect the health of these at-risk groups. MM
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networking events
Join us for several!

Enjoy networking with your colleagues at a free, casual
event for physicians, residents and medical students.
The Doctors’ Lounge is designed to thank MMA members, and
welcome new and potential members.

These networking events, now in their fifth year, include free
food and beverages.

In 2019, the Doctors’ Lounge is open from 5 to 7pm on the
following dates:

ST.CLOUD TWIN CITIES MANKATO
Thursday, Tuesday, Tuesday,
April 25 May 21 October 1

ROCHESTER DULUTH EDINA -
Thursday, Wednesday, Thursday,
May 9 Sept. 18 October 24

VISIT WWW.MNMED.ORG/SOCIALS for more details.

MINNESOTA
MEebpicaL
ASSOCIATION
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Impact of patients’ primary language on
stage of cancer at diagnosis

BY MARIYA E. SKUBE, MD, MPH; BRUCE H. ALEXANDER, PHD; GREG J. BEILMAN, MD; AND TODD M. TUTTLE, MD, MS

Non-English language (NEL) patients have been identified to have worse health outcomes and care utilization
patterns compared to English-speaking patients. The objective of this study was to investigate if a patient’s
primary language impacts the stage of cancer at the time of diagnosis. A retrospective review of the Minnesota
Cancer Surveillance System'’s database was conducted with incorporation of language data from an integrated
health system’s data repository. Adult patients with cancer of the breast, colon and rectum, female genital
system, male genital system, or respiratory system were included, and cancer stage at diagnosis was grouped as
early (stages 0-2) or advanced (stages 3-4). Statistical analysis involved two-sided chi square tests of independence
and multiple logistic regression modeling. From a cohort of 13,245 cancer patients spanning the years 1991-2017,
311 (2.3%) were NEL. Thirty-six percent of NEL individuals were diagnosed at an advanced stage compared to
25.8% of English speakers (P <0.001; OR 1.62 [95% Cl 1.27-2.04]). Analysis by site of cancer revealed that NEL
patients with a male genital system cancer were 2.58 times more likely to be diagnosed at an advanced stage
(95% Cl 1.03-5.60; P =0.022). NEL, male gender, and more recent year of diagnosis were significant predictors of
advanced stage diagnosis in the logistic regression model. NEL patients are at risk of being diagnosed with cancer
at a more advanced stage compared to English speakers. The NEL population warrants unique attention when it
comes to cancer detection initiatives, and further study is warranted to delineate associated factors.

Introduction

In the United States, approximately 8.5%
of the population or 25 million individu-
als have limited English proficiency." This
population faces unique challenges in
many aspects of daily life, and success-
fully interfacing with the American health
care system can be a particular struggle.
This reality demands that the health care
community seek to better understand how
health equity is affected by language pref-
erence.

Patients with a non-English language
(NEL) preference have been identified to
fall behind their English-speaking coun-
terparts in a number of measures of health,
including asthma control, diabetes care,
and hypertension management.-* NEL
preference has been implicated in con-

cerning health utilization patterns such as
higher risk of readmission to the hospital
and early emergency department return
visits.6-8

Cancer care is not immune to the ef-
fect of language preference on the provi-
sion and use of key services. NEL patients
have been found to have decreased rates
of cancer screening compared to English-
speaking patients.>%-1° The diagnosis of
cancer at later stages generally portends
a worse prognosis, so these findings may
have troubling repercussions on cancer
mortality for NEL individuals in the
United States.

Previous studies have demonstrated that
demographic characteristics such as race
and socioeconomic characteristics can lead
to delayed cancer diagnosis, but the impact

of language preference has not been well
studied.!*-** The objective of this study
was to investigate the impact of a patient’s
primary spoken language on the stage of
cancer at the time of initial diagnosis. We
hypothesized that the cancer stage would
be more advanced in patients with an NEL
preference.

Methods

After approval by the University of Min-
nesotas Institutional Review Board, a
retrospective observational study was
performed involving secondary analysis
of existing data. Data were obtained from
the Minnesota Cancer Surveillance System
(MCSS). The State of Minnesota has man-
dated the reporting of new cancer diagno-
ses to the MCSS since 1988, in accordance
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TABLE 1

Characteristics of all patients including non-English and English

subgroups

Total (n=13,245)

Age at diagnosis 61.5+12.9
Young adult (18-24 years) 42(0.3)
Adult (25-64 years) 7492 (56.6)
Mature adult (>65 years) 5711 (43.1)
Cancer site

Breast 3974 (30.0)
Colon and rectum 1280 (9.7)
Female genital system 2193 (16.6)
Male genital system 3391 (25.6)
Respiratory system 2407 (18.2)
Gender

Female 7974 (60.2)
Male 5271 (39.8)
Year of diagnosis

1990s 824 (6.2)
2000s 3465 (25.8)
2010s 8956 (67.6)

Non-English (h=311) English (n=12,934)

58.4+ 144 61.6+129
3(1.0) 39(0.3)
192 (61.7) 7300 (55.1)
116 (37.3) 5595 (42.2)
79 (25.4) 3895 (30.1)
41(13.2) 1239 (9.6)
87(28.0) 2106 (16.3)
39(12.5) 3352 (25.9)
65 (20.9) 2342 (18.1)
205 (65.9) 7769 (60.1)
106 (34.1) 5165 (39.9)
3(1.0) 821(6.3)
60(19.3) 3405 (26.3)
248 (79.7) 8708 (67.3)

Data presented as mean + standard deviation or n (%).

with standards set forth by the North
American Association of Central Cancer
Registries. Variables acquired from the
MCSS included 1) age at diagnosis, 2) gen-
der, 3) year of diagnosis, 4) site of cancer,
and 5) clinical stage at diagnosis. As MCSS
does not include a patient language vari-
able, language data were acquired by inter-
facing the MCSS patients with the Clinical
Data Repository (CDR) of an integrated
health care system (Fairview Health Ser-
vices), which includes both community
and academic institutions. The patients’
self-reported primary languages were ab-
stracted from the CDR.

The study’s primary outcome, or de-
pendent variable, was the stage of cancer
at the time of diagnosis. Stage of cancer
was grouped into “early” (stages 0 through
2) and “advanced” (stages 3 and 4) based
on clinical staging. Adult patients (over
17 years old) with one of the following
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sites of cancer were included: breast, colon
and rectum, female genital system, male
genital system, and respiratory system.
These five sites were selected because they
represent the most common cancers in
the United States and because most have
established screening recommendations
in place. Patients were excluded if data
were incomplete (i.e. no language data
available, inadequate staging entries) and
if the primary language was not a spoken
language (i.e. American Sign Language).
If the patient had multiple entries in the
MCSS for more than one cancer diagnosis,
data only from the first cancer diagnosis
were utilized.

Statistical analysis

For descriptive statistics, normally distrib-
uted data were summarized using mean
and standard deviation (SD). Two-sided
chi square test of independence was ap-
plied to compare characteristics of NEL
and English language patients as well as
stage of cancer (early versus advanced)
based on language preference, and odds
ratios (OR) with 95% confidence intervals

(CI) were calculated. Multiple logistic
regression was employed to assess the im-
pact of other demographic and situational
variables—namely age, gender, and year
of diagnosis—in addition to language on
the stage of cancer at the time of diagno-
sis. Statistical significance was considered
with an alpha level less than 0.05. Data
analysis was conducted using SPSS Statis-
tics 23 (IBM, Inc., Somers, NY) and the

R statistical software package (R Founda-
tion for Statistical Computing, Vienna,
Austria).

Results

Demographics

A total of 13,245 individuals met the
inclusion criteria: 7,924 women (60.2%)
and 5,271 men (39.8%) with a mean age
of 61.5 years + 12.9 (Figure 1, Table 1).
Years of diagnosis ranged from 1991 to
2017 with the greatest representation in
the studied cohort being diagnosed in the
current decade. Of the five included can-
cer sites, breast (n=3,974; 30.0%) and male
genital system (n=3391; 25.6%) were the
most common in the total cohort. For all
five cancers, 72.9% (n=9,790) had an early
stage diagnosis while 26.1% (n=3455)
were diagnosed at an advanced stage.

Language and cancer stage
Three hundred and eleven patients (2.3%)
had a non-English primary language com-
pared to 12,934 (97.7%) with English as
the primary language (Table 1). Women
represented a greater proportion of the
NEL population (n=205; 65.9%) compared
to English-speaking patients (n=7769;
60.0%), and NEL patients were slightly
younger on average (58.4 years + 14.4)
than English language patients (61.6 years
+12.9). Thirty-one unique non-English
languages were represented (Table 2) with
the most common non-English languages
being Spanish (n=60), Russian (n=44),
and Vietnamese (n=37).

Thirty-six percent of NEL individuals
were diagnosed at an advanced stage com-
pared to 25.8% of English speakers (Table



3). This result was statistically significant
(P < 0.0001) with NEL patients being 1.62
times more likely than English-speaking
patients to be diagnosed at an advanced
stage (95% CI 1.27-2.04). Examining

the specific cancer sites included in this
study, NEL patients with a male genital
system cancer were 2.58 times more likely
to be diagnosed at an advanced stage (P
=0.02231; 95% CI 1.03-5.60) (Figure 2).
NEL patients with cancers of the breast,
female genital system, and respiratory sys-
tem were also more likely to be diagnosed
at an advanced stage compared to their
English language counterparts; however,
the differences did not reach statistical sig-
nificance. The only cancer site that showed
increased odds—albeit not statistically
significant—of advanced stage diagnosis in
the English-speaking group compared to
the NEL population was colon and rectal
cancer.

Multiple logistic regression

The logistic regression model—with stage
at diagnosis as the binary dependent vari-
able (early versus advanced) and age, gen-
der, language, and year of diagnosis as the
independent variables—was statistically
significant (x2(6) = 400.35, P < 0.001).
The regression analysis revealed that in
addition to language, patient gender and
year of diagnosis (categorized by decade)
contributed significantly to the model in
predicting advanced stage at diagnosis
(Table 4). NEL patients were more likely (P
=0.002; OR 1.47 [1.16-1.86]) to be diag-
nosed at an advanced stage. Furthermore,
men were more likely than women to be
diagnosed at an advanced stage (P = 0.024;
OR 1.10 [1.01-1.19]), and more recent
year of diagnosis was associated with an
increased likelihood of advanced stage di-
agnosis. Patients diagnosed in the 2000s (P
< 0.001; OR 1.86 [1.46-2.38]) and 2010s (P
=0.001; OR 3.98 [3.16-5.01]) were more
likely to be diagnosed at an advanced stage
than patients diagnosed in the 1990s.

The overall age variable (categorized
as young adult [18-24 years], adult [25-64
years], and mature adult [>65 years]) did
not contribute significantly to the regres-

TABLE 2

Specific primary languages

N %

English 12934 97.7%
Non-English 311 23%
Amharic 6 1.9%
Arabic* 16 5.1%
Bengali 1 0.3%
Bosnian 1 0.3%
Bulgarian 1 0.3%
Central 13 4.2%
Khmer

Chinese* 26 8.4%
Gujarati 3 1.0%
Hmong* 16 5.1%
Indonesian 1 0.3%
Italian 1 0.3%
Japanese 3 1.0%
Javanese 1 0.3%
Karen 1 0.3%
languages

Korean 8 2.6%
Lao 10 3.2%
Lithuanian 1 0.3%
Nepali 2 0.6%
Oromo 5 1.6%
Other 14 4.5%
Panjabi; 1 0.3%
Punjabi

Persian 3 1.0%
Polish 1 0.3%
Portuguese 1 0.3%
Romanian 1 0.3%
Russian* 44 14.1%
Somali* 30 9.6%
Spanish; 60 19.3%
Castilian™

Tagalog 1 0.3%
Tigrinya 1 0.3%
Turkish 1 0.3%
Vietnamese* 37 11.9%

*Languages spoken by at least 5% of the non-
English language population.

Clinical ano Health Affairs

sion model (P = 0.063) however there was
a significant intra-category comparison.
Adults (P = 0.05; OR 0.53 [0.28-1.0]) and
mature adults (P = 0.074; OR 0.56 [0.29-
1.06]) were less likely than young adults to
be diagnosed with cancer at an advanced
stage.

Discussion

This retrospective analysis of the diagnosis
of cancer in Minnesota yielded a few key
findings. Overall, for the five examined
cancers, NEL patients were diagnosed at
an advanced stage more frequently than
English language patients. Language re-
mained a significant factor in regression
analysis as well. This finding adds to the
growing body of literature highlighting
the importance of a patient’s preferred
language on health outcomes. In regard

to cancer diagnosis, the association of ad-
vanced stage diagnosis with worse progno-
sis is particularly disconcerting in light of
our study’s main finding. Both patient care
and public health initiatives must incor-
porate strategies to address the disparities
present secondary to the socioeconomic
determinants of healthcare, including a
patient’s language. A recent publication

by Genoff et al. (2016) reviewed studies
involving interventions related to cancer
screening for NEL patients based on the
“patient navigator” model and found that
targeted interventions were able to in-
crease screening rates in this patient popu-
lation. Such models should be considered
when planning and providing care for NEL
patients. It must be acknowledged that the
health outcomes of the various language
groups (i.e. Spanish versus Somali) are
impacted to varying degrees. For example,
Minnesota’s annual Health Equity of Care
Report reveals that patients with a NEL
preference frequently fall behind on vari-
ous measures of adequate healthcare, such
as optimal diabetes care and colorectal
cancer screening.? The trends, however,
vary by preferred language. Although our
study is not powered to analyze each lan-
guage independently, it will be important
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TABLE 3

Comparison of early and advanced cancer diagnosis by primary

language category

EARLY STAGE
(N=9790)
All cancers
Non-English (n=311) 199 (64.0)
English (n=12934) 9591 (74.2)
Cancer site
Breast (n=3974) 3537 (89.0)
Non-English 66 (83.5)
English 3471 (89.1)
(Cn(iﬁnzgg)d rectum 600 (46.9)
Non-English 22 (53.7)
English 578 (46.7)
(F:iwzazzg)emtal system 1579 (72.0)
Non-English 60 (69.0)
English 1519 (72.1)
(Mni|§399e1r1)|ta| system 3118 (91.9)
Non-English 32(82.1)
English 3086 (92.1)
2eigzgt%ry system 956 (39.7)
Non-English 19(29.2)
English 937 (40.0)

ADVANCED
STAGE
(N=3455) P OR

<0.001 1.62

95% Cl
1.27-2.04
112 (36.0)

3343 (25.8)

437 (11.0)
13 (16.5)
424.(10.9)

0.117 1.63 0.85-2.88

680 (53.1) 0.376 0.76 0.40-1.42

19 (46.3)
661 (53.3)

614 (28.0) 0.519 1.17 0.72-1.84

27 (31.0)
587 (27.9)

273 (8.1) 0.022 2.58 1.03-5.60

7(17.9)
266 (7.9)

1451 (60.3) 0.080 1.61 0.95-2.83

46 (70.8)
1405 (60.0)

Data presented as n (%). OR, odds ratio. Cl, confidence interval.

for future work to appreciate and to inves-
tigate differences among the various non-
English languages.

Secondly, our data show that stage at
diagnosis stratified by language preference
varies based on the site of cancer. For ex-
ample, we found that 18% of NEL patients
diagnosed with a male genital system
cancer had an advanced stage at diagnosis
compared to 8% of English speakers. This
is a particularly interesting finding in light
of the significance of gender in the regres-
sion model with male patients having an
increased likelihood of advanced diagno-
sis. NEL male patients may be especially
at-risk of a late cancer diagnosis.
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A surprising finding in our study was
that cancer was more likely to be diag-
nosed at an advanced stage in more recent
years. Advanced stage diagnoses increased
from 10% of the cohort in the 1990s to
18% in the 2000s to 31% in the 2010s. A
closer examination of our patient cohort
reveals that English language patients fol-
lowed a nearly identical trajectory (10% to
17% to 31%) while NEL patients displayed
greater variation (33% to 27% to 38%)
with each subsequent decade. A potential
contributor to this finding is that clinical
staging in more recent years may actually
be better able to identify regionalized and
metastatic disease compared to earlier
decades due to improved diagnostic tools
such as positron emission tomography
and computed tomography. The full ex-

planation for this finding of increasing
advanced stage diagnoses warrants further
investigation.

Finally, our regression analysis found
that other factors contribute to disparities
in cancer diagnosis, namely gender and
year of diagnosis. Factors not included in
our analysis have been also implicated,
including race, socioeconomic status, and
insurance status.!'-'¢ Determining the
most crucial factors remains challenging,
however are a variety of patient character-
istics play key roles. Addressing language
inequity is a reasonable approach as there
are a number of interventions that can po-
tentially modify patient and clinician be-
havior (i.e. ensuring adequate interpreter
services, providing NEL patients with
patient navigators, marketing screening
campaigns to NEL populations).

This study is subject to a number of
limitations. Although reporting of new
cancer diagnosis to the MCCS is manda-
tory, some new cancer diagnoses will
inevitably be missed. Also, as MCCS does
not include a primary language variable,
patient language had to be acquired from
a secondary source (Fairview Health Ser-
vices CDR). This limits the patient cohort
to those with contact with this health
system; the entire Minnesota population is
not represented. Fairview Health Services
serves a wide variety of patients includ-
ing rural and urban populations across
the state in both community-based and
academic-affiliated centers, providing a
reasonable cross-section of the popula-
tion at large. The Minnesota experience
may not be reflective of national trends;
similar studies should be carried out at the
national level. Additionally, defining a pa-
tient’s language preference can be elusive.
The variable within the CDR is based on
patient self-reporting, but comprehen-
sion of English even with a self-reported
preferred NEL population is wide-ranging.



Language preference or reported primary
language is not necessarily equivalent to
facility with English. Given that just over
2% of our patient cohort was categorized
as NEL, some of the subgroup analyses
have low sample sizes and so may be un-
derpowered to detect true differences.
There also are patient characteristics not
able to be assessed in the current study
that also play a role in health-seeking be-
haviors and may contribute to advanced
stage diagnosis, such as income and insur-
ance status.

Conclusions

NEL patients are at risk of being diagnosed
with cancer at a more advanced stage than
are English speakers, which can impact ul-
timate disease prognosis. The NEL popu-
lation warrants unique attention when it
comes to cancer detection initiatives. A
number of overlapping patient character-
istics also may influence advanced stage
diagnosis, so further study is warranted

to delineate associated and contributing
factors. Health disparities secondary to
language preference must be accounted for
while planning and implementing the care
of patients. MM
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TABLE 4

Multiple logistic regression model

Clinical ano Health Affairs

EARLY STAGE ADVANCED P OR 95% Cl
(N=9790) STAGE (N=3455)

Age at diagnosis
:::2? adult (18-24 26 (61.9) 16(38.1) 0063 Reference -
Adult (25-64 years) 5592 (74.6) 1900 (25.4) 0.050 0.53 0.28-1.00
D/'eztr;’)re adut>65 4175731 1539(269)  0.074 056  0.29-1.06
Gender
Female 5886 (73.8) 2088 (26.2) - Reference --
Male 3904 (74.1) 1367 (25.9) 0.024 1.10 1.01-1.19
Language
English 9591 (74.2) 3343 (25.8) -- Reference -
Non-English 199 (64.0) 112 (36.0) 0.002 1.47 1.16-1.86
Year of diagnosis
1990s 740 (89.8) 84 (10.2) <0.001 Reference -
2000s 2860 (82.5) 605 (17.5) <0.001 1.86 1.46-2.38
2010s 6190 (69.1) 2766 (30.9) <0.001 3.98 3.16-5.01

Data presented as n (%). OR, odds ratio. Cl, confidence interval.
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GET GOVERNMENT FUNDING

TO STUDY THE EFFECTS OF ADRENALINE. .
U.S.AIR FORCE

©2009 Paid for by the U.S. Air Force
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AsaU.S. Air Force flightsurgeon, blasting off in a jet is just part of the job.
When you use your talents to care for the heroes who fly for our country,
it's more than an honor. It's a thrill. AIRFORCE.COM

TSgt James E. Simpkins (402)-200-8670 james.simpkins.1@us.af.mil

Minneapolis VA Health Care System

Opportunities are available in the following specialties:

VA Defining « Chief of Neurology
uearrd | EXCELLENCE * Lead MD - VISN Call Center
CARE | in the 21st Century .

Cardiovascular Surgeon
* Dermatologist
* Emergency Medicine
» Gastroenterology
* Hematology/Oncology
* Neurologist(Epileptologist)
* Primary Care Provider TeleHealth Hub VISN
» Tele-ICU
* Urologist
« CBOC:
- Chippewa Falls,WI
R A - Rochester, MN
o | - Rice Lake,WI

Minneapolis VA Health Care System (MVAHCS) is a US citizenship or proper work authorization required. Candidates should be BE/BC. Must
teaching hospital providing a full range of patient care have a valid medical license anywhere in US. Background check required. EEO Employer
services wiith state-of=¢he-art technology, as wellias Possible Education Loan Repayment ® Competitive Salary o
education and research. Comprehensive health care is

Excellent Benefits o Liability Protection with tail coverage

provided through primary care, tertiary care and long-
term care in areas of medicine, surgery, psychiatry,
physical medicine and rehabilitation, and most other
specialty areas inpatient and outpatient care.

One Veterans Drive, Minneapolis, MN 55417 www.minneapolis.va.gov

46 | MINNESOTA MEDICINE | MAY/JUNE 2019



EMPLOYMENT OPPORTUNITIES

Carris Health

is the perfect match

Carris Health is a multi-specialty health network located in
west central and southwest Minnesota. Carris Health is the
perfect match for healthcare providers who are looking for
an exceptional practice opportunity and a high quality of life.
Current opportunities available for BE/ BC physicians in the
following specialties:

+ Dermatology - Internal Medicine + Psychiatry
- ENT - Nephrology - Pulmonary/
+ Family Medicine + Neurology Critical Care
- Gastroenterology - OB/GYN - Rheumatology
+ General Surgery + Oncology - Urology
- Hospitalist - Orthopedic
Surgery

Loan repayment assistance available.

FOR MORE INFORMATION:

Shana Zahrbock, Physician Recruitment
Shana.Zahrbock®@carrishealth.com | (320) 231-6353 | acmc.com

Carris Health Carris Health is an innovative health care system

committed to serving rural communities and addressing
CENTRACARE  the health care needs of people at all stages of life. Carris

Health is a wholly owned subsidiary of CentraCare Health.

For more information visit CarrisHealth.com

At HealthPartners, we are focused on health as it could be,
affordability as it must be, and relationships built on trust.
Recognized once again in Minnesota Physician Publishing’s 100
Influential Health Care Leaders, we are proud of our extraordinary
physicians and their contribution to the care and service of the
people of the Minneapolis/St. Paul area and beyond.

As an Urgent Care Physician with HealthPartners, you'll enjoy:

Being part of a large, integrated organization that includes
many specialties; if you have a question, simply pick up the
phone and speak directly with a specialty physician

Flexibility to suit your lifestyle that includes expanded day
and evening hours, full day options providing more hours for
FTE and less days on service

An updated competitive salary and benefits package,
including paid malpractice

HealthPartners Medical Group continues to receive nationally
recognized clinical performance and quality awards. Find an
exciting, rewarding practice to complement all the passions in your
life. Apply online at healthpartners.com/careers or contact Diane
at 952-883-5453 or diane.m.collins@healthpartners.com. EOE

‘0’ HealthPartners

Defining
Mﬁ EXCELLENCE

CARE | in the 21st Century

Physician-Ely VA CBOC

Come explore the heartbeat of the Iron Range!isis
a great destination for outdoor recreational activities, including snow-
mobiling, cross-country skiing, camping, fishing, hiking and biking.

The Ely Community Based Outpatient Clinic (CBOC) has an opening
for a part-time Staff Physician. CBOCs within the Minneapolis VA Health
Care System provide care to Veterans near their home town and serve
over 18,000 Veterans throughout Minnesota and Western Wisconsin.

Comprehensive health care is provided through primary care. Focus
on care include the chronic disease initiative areas of CHF, COPD and
DM, mental health collaboration in the PC setting, MOVE program
focusing on weight loss, diet and activity as well as health promotion/
disease management.

Work Schedule: Mondays, Wednesdays and Thursdays,
8:00AM-4:30PM; No Emergency, nights, holidays, weekends or after
clinic hours calls.

For additional information please see the
full description on the usajobs website:
https://www.usajobs.gov/GetJob/ViewDetails/529929000
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N\
Sioux Falls VA Health Care System
‘A Hospital for Heroes”

Working with and for America’s Veterans is a privilege and
we pride ourselves on the quality of care we provide. In return
for your commitment to quality health care for our nation’s
Veterans, the VA offers an incomparable benefits package.

The Sioux Falls VAHCS is currently recruiting for the
following healthcare positions.

« Cardiologist « PACT
o Emergency Medicine (part-time)  Psychiatrist

o ENT (part-time) « Psychologist
« Gastroenterologist (part-time) « Pulmonologist
» Neurologist « Women’s Health (PACT)

«  Oncologist

Applicants can apply online at www.USAJOBS.gov

They all come together at the Sioux Falls VA Health Care System.
To be a part of our proud tradition, contact:

Human Resources Mgmt. Service
2501 W. 22nd Street | Sioux Falls, SD 57105 | (605) 333-6852

VA

U.S. Department
of Veterans Affairs

* x * www.siouxfalls.va.gov * x x
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MEET MMA PHYSICIANS €

e Veterans traumatic brain injury evaluator.

e |HI, Eagan.

e Assistant professor of Medicine at the University of Minnesota and the University of
Hawaii.

e World Championship Ringside Physician, physician for the U.S. Olympic Training Center
and for the Winter Olympics and Paralympics.

* MMA member since 2016.

e Hometown is Honolulu. Studied nutrition at the University of Hawaii, biology and
religious studies at the University of California and physiology at San Jose State
University in California. Graduated from University of California-Davis Medical School.
Interned in surgery at Santa Barbara Cottage Hospital. Residency at University of
California-Davis. Has worked at Kaiser Hospital in Sacramento, Calif., every hospital
on every island in Hawaii, Palm Springs Desert Regional Hospital, Hennepin County
Medical Center and LHI.

e Wife Misako, three daughters, four sons, three grandchildren and Milo the dog.

e Member of the Waikiki Acrobatic Troupe for 40 years, where he also enjoyed tandem
surfing—"and I still miss it.”

Became a physician because ...

After studies in nutrition and physiology, | knew that I needed more tools to help people

with their health needs. Medicine was the next logical step. IfI weren’t a physician ...

I'd be a wilderness tour guide and inter-

Greatest challenge facing medicine today ...
preter because | love nature.

The cost of medical care.

Favorite fictional physician ...
Marcus Welby, MD, a caring, competent, experienced general practitioner who provided
whole patient care.

kitchen table with a candle and a paper
clip, writing notes back and forth with a
deaf young man.

e Internal medicine and certified diabetes
educator.

e Central Lakes Physicians, Crosby.

o MMA member since 2012.

e Grew up in Waverly, lowa, where her father Greatest challenge facing

and grandfather practiced medicine and her
brother and sister practice today. Her mother
was Waverly’s first female mayor. Graduated
from Wartburg College, graduate studies in
biochemistry at the University of Minnesota,
then University of Minnesota Medical School.
Residency in internal medicine at Emanuel

medicine today ...

We have stopped focusing on things

that make people’s lives and health bet-
ter (food, safety, education, a living wage,
social services); much of what we do is
focused on money and billing. The major-

Hospital in Portland, Ore. Had a solo practice ity of a primary care physician's day feels
in Craig, Colo. for 11 years, then worked at _ like it is spent clicking boxes and filling out
the Billings Clinic in Billings, Mont. Moved to ] ~ paper work in an attempt to get things
Minnesota in 2012. . o . paid for for people and trying to figure
e Daughter is a paralegal and an artist. Son died in 2018 of a drug overdose, leaving two
sons (one shown biking with Rathe). (?UI why they are not. It seems we do yery
little of what we wanted and were trained
Became a physician because ... to do.
I grew up in the clinic of my father and grandfather (founded by the physician that was
my grandfather’s childhood mentor and eventually partner—for a great read, see his
autobiography gmd.rathe.org), going on house calls and nursing home visits and watch-
ing my father interact with people on the street on a daily basis. | initially did not want IfI weren’t a physician ...
to practice medicine but loved science and interacting with people so after a while it I might be a physical, occupational or
seemed the obvious thing to do. Some of my most satisfying moments in practice have speech therapist. They do things every day
been doing things that I recall watching my father do: removing a fish hook with needle-  that improve people’s lives in very con-
nosed pliers on a neighbor’s front steps, drilling a friend’s subungual hematoma at my crete ways.

Favorite fictional physician ...
Dr. Leonard H. McCoy, right?
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1,000 TO 28,000 Square Feet

MEDICAL SPACE
FOR LEASE

New Location. Efficient Space. Medical Neighborhood. Optimal Care.

2800/2828 MEDICAL BUILDINGS RIVERSIDE MEDICAL BUILDING
Minneapolis, MN Minneapolis, MN

1,000 to 28,000 square feet AVAILABLE
CUSTOM BUILD your space

Various locations to EXPAND your practice
On- and off-campus LOCATIONS
COMPETITIVE rental rates
GENEROUS Tenant Improvement allowance

RIDGEVIEW MEDICAL BUILDINGS SOUTHDALE MEDICAL CAMPUS
Burnsville, MN Edina, MN

Leased By: Owned By:

*‘, MIKE FLEETHAM JOLENE LUDVIGSEN HARRISON STREET
« MedCraft  (957)767.2842  (952) 838-7126 Real Estate Capital

Healthcare Real Estate
MFleetham@MedCraft.com JLudvigsen@MedCraft.com

medcraft.com/leasing
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