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Objective

> Review and compare public hospitals in the context of
city hospital tends in numbers, capacity and utilization

» Identify hospital trends in suburban hospitals
surrounding the largest US cities

» Consider what findings mean for the utrban and
suburban safety net
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Design

» Obtain and format AHA data for the 100 largest cities
and their suburbs (MSAs surrounding these cities ) for
1996, 1999 and 2002

» Trisect cities and suburbs into high, medium and low
poverty using 2000 Census data

» Develop a socio-demographic profile of these poverty

arcas
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1. Hospital Ownership

a) Public Hospital Losses

» Morte public hospitals were lost between
1996 and 2002 in both cities (16%) and
suburbs (27%) than any other ownership
group.

» The 27% loss in suburban areas continues a

sharp decline of 47% that occurred between
1980 and 1996.
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Hospital Ownership (continued)

b) The city public hospital proportion of care

declines

» Although they continue to have the highest rates of per
hospital use, on average public hospitals were responsible for
fewer admissions, days and ED visits.

» For profit hospitals in cities saw double digit growth in these
measures

c) Service proportions generally increase in
remaining suburban public hospitals

d) And yet urban and suburban public

hospitals continue to report the highest
average lengths of stay
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City Hospital Statistics by Type of Ownership, 1996, 1999, 2002
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Hospital
Crevnership

TABLE 18
Suburban Hospital Statistice by Type of Ownership, 1996, 1999,
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2. City-suburban Poverty

» For Cities: The proportion of hospital
care tracked closely with the proportions
of populations in high, medium and low
poverty cities.
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2. City-suburban Poverty con’t

» However, the proportions of hospital services
and utilization relative to the population in
suburban areas identified as high poverty
(greater than 10% of MSA population living in
poverty during 2000) were, in the aggregate,
universally and significantly lower than rates in
medium and low poverty areas, suggesting
potentially significant underservice.
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3. Implications for city and suburban
public hospitals

a) Prominence of public hospital closures or
conversions in cities will most likely demand
attention

» Greater likelihood of organized advocacy for affected
populations

» Role as employer
» Political Issues
» Volume

Likely outcomes will include alternative strategies for
continuing safety net for vulnerable residents
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3. Implications for city and suburban
public hospitals con’t

b) Future for suburban safety net murkier

» Findings suggest market forces, geography, demographics
and poverty/insurance combine to create sharp distinctions

in availability and access to hospital based services in at
least three ways.

Hospital system may be subdividing suburbs into those with
greater potential to attract a more desirable clientele (e.g.,
insured, more homogeneity), versus less desirable areas with
lower rates of insurance, greater poverty, and perhaps other
issues such as greater proportions of individuals with limited
English proficiency and greater diversity
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3. Implications for city and suburban
public hospitals con’t

» Greater diffusion of especially poorer
populations over broader geographic areas may
encumber efforts by hospitals to attract a
“critical mass” of paying, insured patients in a
desirable catchment area.

Hospital systems tracking suburban growth are

likely to be drawn to areas with higher incomes
to build a better system “bottom line”.
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Questions for future consideration
for Public Hospitals

» Have some cities and suburbs fared better than others
after the loss of their public hospitals? Why? What
lessons learned from these changes may be valuable to
other communities contemplating divesting or closing
their public hospitals?

» With the loss of almost half of the suburban public
hospitals between 1980 and 1996, and with significant
closures into 2002, what changes are occurring in the
suburban safety net and how adequate are they for

meeting the needs of vulnerable populations in those
areasr

Copyright 2007, Dennis Paul Andrulis, dpa28@drexel.edu



Questions for future consideration
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New York Times Article 10/17/07

In Shift, 40% of Immigrants
Move Directly to Suburbs

By SAM ROBEHRTS

The Magarine. Swndays.

Copyright 2007, Dennis Paul Andrulis, dpa28@drexel.edu




Scope of the suburban poor problem

» Given the presence and movement of lower
income, diverse residents to suburbs, how extensive
are the problems of accessing primary, acute,

specialty and trauma/emergency care for suburban

poor? Are they growing?

Racially and ethnically diverse residents appear
likely to experience the greatest gaps in availability
of and access to care in poorer suburban areas as
are individuals requiring language assistance. What
are the implications for efforts to reduce disparities
in health care and how might related strategies
differ from those proposed or pursued in urban
areasr
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3. Local, State and National issues

» What national, state and local policy and program
recommendations might be made to lower barriers to
access/and availability in these areas?

» Are there existing or new models such as regionalization
of care, creating networks of care or use of health
centers that might provide guidance for redressing in
equities in low income suburban areas? How might
hospitals otherwise share responsibility for these
underserved areas?

at actions mi e encourage suburban coun

» What act ght b ged by suburb ty
governments and constituency representatives for
addressing need?
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