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Rural Needs to Get the Lead Out

Having more older houses means, all things being
equal, more children with lead poisoning. Rural coun-

* The most effective way to eliminate childhood

lead poisoning is to repair older homes where lead
is likely to be found.

Did You Know... About Childhood Lead Poisoning?

ties in Wisconsin have a slightly

1. In 2005, there were 2782 chil-

higher rate of houses built before RWHC Eye On Health dren with lead poisoning living
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lead poisoning at well less than
half of the urban average (1.4%
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kids are being tested. In addition
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to doing a better job of discover-
ing children with lead poisoning,
it is better and cheaper to pre-
vent it in the first place. To learn
more about what you can do in
your local community, contact:
George Carns, Lead Poisoning
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in Wisconsin. Since 2000,
more than 19,000 children
have been poisoned statewide.

@ 2. Most lead poisoned children
live in homes built before
1950.

Harris €24

3. Children get lead poisoned
from hand to mouth in homes
where lead-based paint chips
and paint dust have fallen onto

s » floors and windows.
= 4. Even tiny amounts of lead

from lead-based paint chips

Prevention, Children’s Health | “Why would I want to know something and dust ingested by a child
Alliance of Wisconsin at: that costs me time and money to fix?” can reduce IQ levels and in-

crease the likelihood for de-

mailto:GCarns@chw.org or 414-390-2180.
Key Points About Childhood Lead Poisoning:

* Almost 3000 Wisconsin kids under 6 years old are
found each year with lead poisoning.

* Lead impacts the development of young children.

* The only way to determine childhood lead poison-
ing is thru blood testing.

veloping attention deficit hyperactivity disorder
and violent behavior as adults.

5. About 466,000 Wisconsin homes contain lead

hazards. At any given time, about 80,000 of these
unhealthy homes are occupied by families with
vulnerable young children.

. Window surfaces are a major source of lead paint

chips and dust in Wisconsin homes. Replacing
windows in older homes with new efficient Energy

“Common sense and a sense of humor are the same thing, moving at different speeds. A sense of humor is just common sense, dancing.”

by William James
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Star windows reduces home heating bills AND
improves our children’s health.

7. The rate of lead poisoning among Wisconsin chil-
dren is nearly three times higher than the national
average. Children from low income families and
from racial and ethnic minorities are dispropor-
tionately affected by lead poisoning.

8. Wisconsin ranks sixth among the U.S. states for
the most children reported with lead poisoning.
Lead poisoned children have been identified in
every one of Wisconsin’s 72 counties.

9. Wisconsin Blood Lead Screening Guidelines:
a) Test all children who meet one of the follow-
ing risk criteria at 12 months and at 24 months,
and one test between 3 to 5 years of age if
child has never been tested for lead poisoning:
* Enrolled in Medicaid or WIC
* Lives in or visits a home or building built
before 1950

* Lives in or visits a home or building built
before 1978 with recent or ongoing reno-
vations

* Has a sibling/playmate with lead poisoning

b) Test all Milwaukee and Racine children at 12
months, 18 months, and 24 months. All chil-
dren who meet one of the risk criteria listed
above should also be tested annually between
the ages of 3-5 years.

c) Universal testing of new immigrant children.

The Rural Wisconsin Health Cooperative (RWHC)
was begun in 1979 as a catalyst for regional collabora-
tion, an aggressive and creative force on behalf of ru-
ral health and communities. RWHC promotes the
preservation and furthers the development of a coordi-
nated system of health care, which provides both qual-
ity and efficient care in settings that best meet the
needs of rural residents in a manner consistent with
their community values.

Eye On Health Editor:

Tim Size, RWHC

880 Independence Lane, PO Box 490
Sauk City, WI 53583
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For a free electronic subscription, send us an email
with “subscribe” on the subject line.
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“The National Conference on Small Numbers”
A Unique Conference on a Critical Rural Issue
March 28 & 29"‘, Dallas Fort Worth Marriott

Rural hospitals are increasingly dealing with the issue of
small numbers as regards both public reporting of quality
measures and “pay for performance” contracts.

This is a rare opportunity to better understand this critically
important rural challenge. A brochure and registration is
available at <http://rchitexas.org/>.

Job Not Done Until Prevention is Mainstream

The following is from “The Prevention of Cardiovas-
cular Disease: Have We Really Made Progress?” by
Thomas A. Pearson in Health Affairs, Jan/Feb, 2007:

“Despite reductions in cardiovascular disease (CVD)
mortality, current evidence suggests that CVD is not
being prevented but, rather, is being made less lethal.
Evidence-based guidelines have been developed for
secondary, primary, and  community-based
prevention. To improve compliance with secondary
prevention guidelines, programs must better organize
and monitor care. Primary prevention requires
assessment of risk in asymptomatic people, to yield
cost-effective benefits. CVD prevention at the
societal level should target deleterious behavior in
community settings, using effective public health
interventions. Policy options that involve multiple
preventive approaches offer the best opportunity to
minimize the economic and social burdens of CVD.”

“Cardiovascular disease (CVD) is largely preventable,
based on several lines of evidence. First, heart disease
and stroke mortality rates vary greatly among coun-
tries. Second, several studies of people without estab-
lished CVD risk factors (cigarette smoking, diabetes
mellitus, elevated blood pressure, elevated blood cho-
lesterol, and so forth) demonstrate exceptionally low
rates of CVD incidence. Third, studies of people with-
out deleterious health behavior (tobacco use, sedentary
lifestyle, high saturated fat and cholesterol in the diet,
and excess body weight) suggest that a large propor-
tion of CVD incidence could be prevented by lifestyle
modifications alone. Therefore, nihilistic assumptions
of the inevitability of CVD development in individuals
or societies are unwarranted.
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“The American Heart Association’s (AHA) “Guide
for Improving Cardiovascular Health at the Commu-
nity Level” is directed at the social and physical envi-
ronment, rather than the medical care system or even
public health agencies. Indeed, the targets for these
guidelines are policymakers, community leaders, em-
ployers, teachers, and social service agencies. The
origins of the targeted behavior are within society;
therefore, the solutions for removing these risks are
likely to be social and economic. The clear distinc-
tion between primordial and primary prevention
relates to primordial prevention activities lying
outside the doctor-patient relationship and the
medical model. The social/ecologic model moreover
carries economic and social benefits outside the
health arena, as well as extending cost reduction to
diseases other than CVD.”

“The AHA community guide organizes these efforts

One Set of Definitions for Types of Prevention

“Secondary prevention has been classically defined as the pre-
vention of disease recurrence and death after the onset of symp-
tomatic disease.”

“Primary prevention traditionally has been prevention of the
onset of symptomatic disease through the treatment of risk fac-
tors for CVD, such as treating hypertension to prevent stroke.”

“Primordial prevention describes efforts to reduce the onset
of the risk factors known to predispose people to CVD. For
example, lifestyle modifications to maintain ideal body weight
and to limit sodium consumption are means of preventing the
development of high blood pressure.”

provide a strong rationale for a population approach,
even in the setting of large expenditures for primary
and specialty cardiovascular care. The National
Conference on CVD Prevention documented diffi-
culty in reducing national rates of tobacco use below
25 percent; no change in physical activity, with 40

along three dimensions: (1)
behavior targeted for change;
(2) community settings in
which intervention might be
implemented; and (3) inter-
ventions themselves, usually

A $1,000 Prize for the Best Rural Health Paper by a
University of Wisconsin student is given annually by
RWHC’s Hermes Monato, Jr. Memorial Fund. Write
on a rural health topic for a regular class and submit a
copy by April 15th. Info re submission is available at
http://www.rwhc.com/Awards/MonatoPrize.aspx

percent of U.S. adults being
sedentary; and dietary in-
creases in carbohydrates and
calories. These are major
population health issues as
well as clinical ones.”

organized along the lines of
essential public health services. Some behavior needs
to be targeted, including diet, sedentary lifestyle, to-
bacco use, behavior dealing with seeking screening
and treatment for blood pressure and cholesterol, as
well as the early recognition of symptoms of heart at-
tack and stroke. The evidence base has tested interven-
tions in specific community settings (such as schools,
health care settings, worksites, and religious organiza-
tions). The essential public health services specifically
deal with interventions at the community level, includ-
ing assessment of burden of disease (surveillance),
public health education involving mass media, the or-
ganization and mobilization of communities, the as-
surance of essential health services, and environmental
change through legislation and policy change. The re-
sulting three-dimensional matrix identifies discrete
opportunities for intervention by behavior, community
setting, and public health strategy.”

Policy Issues in Primordial Prevention

“Is a community approach needed in the presence of
clinical programs for primary and secondary preven-
tion? Risk-factor trends over the past fifteen years
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“Policies to encourage healthy lifestyles. The AHA
community guide contains fifty-nine recommenda-
tions to attain nineteen goals for policy change. For
example, policy recommendations for changes in one
risk behavior (physical activity) with the use of one
essential public health service (environmental
change) include five recommendations for improving
access to physical-activity opportunities in schools,
worksites, and whole communities. One area with
major success from policy formulation has been the
reduced initiation of tobacco use by adolescents and
young adults. Policies related to taxation, elimination
of tobacco advertising to young people, and restric-
tion of tobacco sales to minors are examples of poli-
cies that have successfully targeted risk behavior.”

“Adequate reimbursement for clinical preventive and
rehabilitative services. Advocacy positions must em-
phasize the empirical evidence supportive of primary
and secondary prevention services, including behav-
ior modification programs, nutritional counseling,
tobacco-use cessation, physical activity regimens, and
cardiac rehabilitation. The current reimbursement for
diabetic counseling services but not for other CVD
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the best and most enduring health outcomes.”

may arrive at universal coverage but have no one to lead it.”

University of Wisconsin School of Medicine and Public Health.

Letter to Editor in the New York Times, February 12, 2007

“Serious proposals for universal coverage for all citizens, be it by
presidential candidates or state governments, have largely ignored the
most important rate-limiting factor in creating any system that is both
high quality and cost-effective: generalist physicians who would pro-
vide community-based medical care for 48 million more people.”

“Decades of studies comparing national health systems have demon-
strated that those places—Britain, Scandinavia, Canada—that have
the best ratio of primary care to specialty physicians are the ones with

“At a time in our country’s history when career choices of medical
students have almost killed primary care and where we are importing
over 50 percent of the new family doctors from other countries, we

John J. Frey III, M.D. The writer is a professor of family medicine,

ment of individual risk factors. A balanced ap-
proach by policymakers should create a compre-
hensive program across the risk spectrum, rather
than focusing on one risk factor, one segment of
risk, or one type of intervention.”

Nap—Life You Save May Be Your Own

From “Napping May Be Good for Your Heart”
from <http://scientificamerican.com/>, 2/12/07:

“Like to kick back for an afternoon siesta? Good
news: A new study shows that regular napping
may cut your risk of dying of a heart attack or

risk factors appears inconsistent with the overall goals
of the program—namely, the reduction in disease pro-
gression leading to disability, poor quality of life, and
additional health care spending. Such reimbursement
needs to be extended universally for control of all es-
tablished CVD risk factors.”

“Further reductions in CVD mortality will likely need
to involve the entire range of opportunities to prevent
CVD. Secondary prevention programs have driven
case-fatality rates to extremely low levels, which
suggests that there are relatively limited opportunities
to make inroads on mortality through this approach
alone. However, persistent treatment gaps should be
removed. Primary prevention will require expansion
of risk-factor assessments

other heart problems.”

“In the largest study to date on the effects of midday
snoozing, researchers from the Harvard School of
Public Health (HSPH) and the University of Athens
Medical School in Greece, tracked 23,681 apparently
healthy men and women, ages 20 to 86, for more than
six years. Their findings, published in today’s Ar-
chives of Internal Medicine: those who took after-
noon siestas of 30 minutes or more at least three
times a week had a 37 percent lower risk of dying
from heart disease than those who did not.”

“Even more impressive: researchers found that work-
ing men who took regular or occasional naps had a
64 percent lower risk of death from heart attacks or
other heart-related ills than

and global-risk scoring,
with prioritization of cost-
effective interventions in J
moderate- and high-risk
individuals.”

“The best opportunity to D A
reduce CVD may be at the | = )
community and societal | 3 -

levels, where improve- | - ) —
ments in diet, exercise, and | ©

tobacco use have recently | ° =
been elusive and where an > Y,

obesity epidemic threatens
to overwhelm progress
made on the clinical treat-
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their nonnapping peers.”

“Trichopoulos, a cancer
prevention and epidemiol-
ogy professor at HSPH,
says researchers decided to
look into this issue, be-
cause coronary mortality

“George always was ahead of the research.”

tends to be low in popula-
tions in which the preva-
lence of siestas tends to be
high. ‘Our working hy-
pothesis has been that nap-
ping may have stress-
releasing properties,” he
says. Researchers specu-

(ﬁoazuﬂw\
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late that the extra shut-eye may help reduce chronic
stress—which has been implicated in heart disease—
by giving workers a break from angst-ridden jobs.”

“Trichopoulos says that if further studies net similar
results, ‘then lifestyle changes that would allow af-
ternoon napping might have to be considered.” Of
course, that’s easier said than done, especially in the
United States, where employers are not exactly
known to encourage workers to nap. ‘I am fully
aware that the lifestyle in the U.S. does not leave
much room for changes of this type,” he says.

“But afternoon siestas have long been a part of daily
life in Greece, where the study took place, as well as
in other Mediterranean and some Latin American
countries, which tend to have low mortality rates
from coronary disease. The Mediterranean diet, rich
in fruits, vegetables, beans and olive oil,
has also been credited for keeping a lid
on heart disease. Trichopoulos says the
study controlled for diet, physical activ-
ity and other factors that are predictive
of coronary mortality.”

“ “‘No firm conclusions can be drawn on the basis of
this study alone, except that the issue is worth further
investigation,” Trichopoulos says. ‘Right now, we
would only reassure those who take a siesta that this
may actually be not simply pleasant and relaxing, but
also a healthy habit.” His advice: ‘For those whose
lifestyle allows having a nap, go ahead and do so.’
No doubt your boss will be thrilled.”

Pharmacist Shortage, an Inconvenient Truth

From “U.S. Pharmacist Shortage Looms: Many are
over 55, and new recruits are drawn to part-time work”
by Alan Mozes, HealthDay Reporter, 3/17/06:

“U.S. pharmacists could be become a rare breed over
the coming decade, as aging male practitioners retire
and workers of both genders choose part-time work
over a full-time work week, a new survey reveals.”

“The shortage looms even as the demand for pre-
scription services rises, and pharmacists themselves
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call for more time to focus on patient care beyond
dispensing medications.”

“ ‘The key message is that there is a shortage of phar-
macists,” said survey project director David A. Mott,
an associate professor in the school of pharmacy at
the University of Wisconsin. And certainly, pharma-
cists are busier than ever, and they may not have
enough time to spend with patients answering
questions about how to take their medications.”

“Mott and his colleagues reviewed written question-
naires completed in 2004 by 1,470 pharmacists ran-
domly sampled from across the United States. The
surveys collected information on the pharmacists’
demographic and employment status, hours worked
per week, type and quality of work environment, and
his or her future work plans.”

“The portrait that emerges is one of a shrink-
ing workforce and the potential for a real
shortage over the coming decade. Almost 46
percent of practicing pharmacists are now
female, the survey revealed—up from 31 per-
cent in 1990 and rising slightly since 2000. More than
a quarter of these women are working part-time.”

“Just over 15 percent of male pharmacists were also
found to be working similarly shortened hours. Phar-
macists are also an aging group, particularly men.
More than 40 percent of male pharmacists are over 55,
compared with just 10 percent of female pharmacists.
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“Maybe if we give out more pill splitters we
can make up for retiring pharmacists.”
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The researchers also found that, overall, both full- and
part-time pharmacists—whether stationed in a chain,
supermarket, independent business, or hospital—are
working less than they did four years ago, while earn-
ing an average 38 percent more for their time.”

“Yet, despite a cutback in their work week, pharma-
cists are actually handling more prescriptions now
than in the past—presumably taking advantage of a
rise in the number of non-pharmacist technicians who
now assist drugstore customers.”

“Technology may also figure in pharmacists’ ability
to maintain service levels more efficiently. More than
60 percent of those surveyed said new equipment—
such as refill phone systems, bar coding, and medica-
tion counters—have improved both productivity and
quality of care, while boosting job satisfaction.”

“However, as technology improves service, it appears
to be geared more toward enabling the faster dispens-
ing of drugs, rather than expanding patient-care serv-
ices such as face-to-face consultations.”

“In this respect, Mott and his team found that as phar-
macies change, pharmacists still spend most of their
time doing what they’ve always done: dispensing
medications. In fact, pharmacists indicated that
nearly half of their time is spent filling prescriptions,
much as it was in 2000. Patient consultation takes up
19 percent of their time, followed by business man-
agement (16 percent) and drug-use management (13
percent).”

“In general, the pharmacists said this emphasis on
filling prescriptions takes away from consultation and
drug-use management. More than one out of every
two pharmacists said their workload was high or ex-
cessively high, with 58 percent stating that their
workload had increased (sometimes greatly) over the
prior year.”

“Stress also figured into the work mix. Pharmacists
often complained of inadequate staff, workloads that
may hamper the level of service they can provide,
difficulties with hard-to-handle patients, and being
interrupted by people and phone calls. Yet, despite
these reservations, the survey did uncover several
positive indicators. The pharmacist’s attitude toward
his or her job, for example, has become a more rosy
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one since 2000, particularly among those employed
by independent stores.”

“More than 77 percent said they have a high level of
job satisfaction, up from 66 percent in 2000. Mott’s
team believes the nation’s pharmacy schools need to
emphasize this good news, while acknowledging that
the industry is changing.”

“We’re looking 10 or 15 years down the road at a real
change in our pool of pharmacists,” said Mott. ‘There
are only about 100 pharmacy schools in the country
that graduate about 80 to 100 students [each] per
year, so there’s a limit to how we can deal with a
shortage.” ”

“Sharlea Leatherwood, a past president of the Na-
tional Community Pharmacists Association and a
pharmacy owner in Kansas City, MO., agreed that the
problem is real and looming. ‘We are experiencing a
very large growth in the boomer population, and they
are the ones who are taking a very large number of
the meds,” she noted. ‘So, the need for filling pre-
scriptions grows just as we are losing pharmacists.
This makes for a very serious situation.” ”

Rural America at a Glance

The U.S. Department of Agriculture Information Bul-
letin No. (EIB-18), “Rural America at a Glance,
2006 highlights the most recent indicators of social
and economic conditions in rural areas for use in de-
veloping policies and programs to assist rural areas.
The six page brochure provides information on key
rural conditions and trends for use by public and pri-
vate decision-makers and others in efforts to enhance
the economic opportunities and quality of life for ru-
ral people and their communities. Available online at:
<http://www.ers.usda.gov/Publications/EIB18/>

(The map on the next page is best in its original color.)

“From 2000 to 2005, the nonmetro population in the
United States grew by 2.2 percent. International mi-
gration supplied nearly a third of the growth in non-
metro areas, and accounted for all nonmetro popula-
tion growth in the Midwest. Growth was concentrated
in nonmetro (rural) counties adjacent to metro areas.”
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“The nonmetro population is aging,
like the U.S. population as a whole,
with implications for health care,
housing, and transportation. Be-
tween 2000 and 2005, the nonmetro
population 40-59 years old grew by
8 percent, while the nonmetro
population under 20 years of age
declined by 5 percent.”

“Following a short recession in
2001, and a subsequent period of
economic growth without employ-
ment growth, the United States has
undergone a broad-based
economic expansion since 2003,
with employment growth
occurring in sectors representing

Nonmetro population change, 2003-04

- No growth

or decline

Modest growth

(0.9% or less)
Above-average
growth

Metro

more than eighty percent of total

U.S. employment. As a result, U.S. employment grew
between 2004 and 2005, particularly in the West and
the metro South, and unemployment rates were the
lowest since the 2001 recession. However, forty-six
percent of nonmetro counties were still below their
2000 employment levels in 2005. After a decline of
more than fifteen percent between 2000 and 2003 in
both metro and nonmetro areas, manufacturing em-
ployment in early 2006 remained relatively stable for
the third year in a row.”

WI Rural RN Program National Best Practice

The Rural Wisconsin Health Cooperative (RWHC)
has enjoyed a two-year partnership with the Advisory
Board Company, a health research organization based
in Washington, DC. The Advisory Board provides best
practice resources and analysis to the health care in-
dustry, focusing on business strategy, operations and
general management. Currently, various subsets of
RWHC members take advantage of the Health Care
Advisory Board, the Nursing Executive Center, and/or
the Human Resource (HR) Investment Center.”

“This is a unique situation: the RWHC arrangement
is the only membership agreement the Advisory
Board maintains with a network of independent, rural
hospitals. As such, all parties have done what they
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can to infuse more rural-relevant research into the
Advisory Board’s findings.

RWHC is extremely proud of its partnership with the
Wisconsin Nurse Residency Program and that it was
recently featured in a Nursing Executive Center Prac-
tice Brief by the Advisory Board Company.

The Wisconsin Nurse Residency Program (WNRP) is
an innovative, structured learning experience for new
registered nurses designed to promote effective tran-
sition into professional practice. It is a federally
funded statewide collaboration between Marquette
University and rural and urban acute care health care
partners in Wisconsin. This innovative program
builds on undergraduate education and clinical com-
petencies through several key components:

Professional Development Plan—In order to address
the unique needs of new practitioners, WNRP helps
the new nurse create an individualized plan to build
skills and develop competency. Tailored to individual
learning styles and learning needs, the plan outlines
specific activities and strategies to achieve profes-
sional career goals.

Facilitated Learning Sessions—Every month, a six-
hour learning session is provided that engages partici-
pants in an enriching learning process to encourage
critical reflection on nursing practice. Facilitated by
advanced practice nurses and healthcare experts, par-
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Fill ‘er up

(“Asides & Insides,” Modern Healthcare, 1/29/07) “Slips and
falls inside hospitals frequently cause preventable injuries. But
it was the potential for falls in the hospital parking lot that
steered Ripon (Wis.) Medical Center to a classic American
solution: the drive-through blood draw. Hospital phlebotomist
Sharon Schlueter ‘noticed patients were having problems,’ says
the facility’s laboratory director, Connie Sina.”

“The critical-access hospital, located nearly 80 miles north-
east of Madison, lets the emergency bay double as a stop for
those with scheduled phlebotomy appointments. Donations
helped Ripon Medical Center buy a mobile blood-draw cart
that can be wheeled up next to the passenger-side window.”

“Stroke survivor Bob Levonowicz became the first to test the
service in December. Levonowicz lost the use of an arm and
leg and relies on his wife, Judy, to help him move from car to
wheelchair and back again during monthly visits to the medi-
cal center for blood work. ‘I roll down the window in the car
and stick my arm out,” he says. Schlueter ‘comes over and
draws the blood. And that’s it. It’s convenient and safe.” ”

ticipants are guided in the application of knowledge to
stimulate critical thinking, advance clinical judgment
skills and ability to effectively problem solve. Curricu-
lum is designed to build capacity as an acute care

medical-surgical practitioner, and ability to function
within the healthcare team, the organization, and the
profession.

Clinical Coaches—When nurses enter the program,
they are partnered with an experienced nurse desig-
nated as a clinical coach. Focused on guiding the new
nurse’s learning and professional development, the
coach focuses on making the new nurse succeed. The
coach is a nurse who understands the new nurse’s job,
unit, strengths, and is committed to helping her or him
become a competent practitioner. Through regular
touch-points the coach provides ongoing support, en-
couragement, and valuable feedback to help the new
practitioner reach his or her fullest potential.

Web-based Learning and Discussions—Providing en-
richment for these monthly sessions is a web-based
learning management system Desire2Learn. A variety
of resources are included on the specially designed
residency “course” including articles, websites, best
practices, and learning activities through discussion
forums and “chat rooms” that connect to participating
nurse residents across Wisconsin. Additional informa-
tion is available at: <http://www.wnrp.org/>.
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