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Launching SRCI policy discussion –
 lessons from a literature review

Update to SRCI and RHDC by Tim Size’s Project Assistant

Stacey Lindenau

October 31, 2006
Certainly, there is no lack of information on collaborations.  From best practices to cost/benefit analysis plenty of material can be accessed to support local efforts. Academic articles reflective of SRCI goals began to appear in 1978 and continued in a strictly upward trend until 1990. Since 1990, the growth rate of this trend has increased substantially.  The noticeable trend line documents a pattern of repetitive recessions amidst growth which may reflect funding cycles.  Since 2000 the subject matter and tone of the writings have shifted to reflect a greater emphasis on cost-benefit analyses, quantitative factors and outcome measurements which is why a new focus on evaluation methods and measurement tools is also noticeable. Finally, a broader acceptance of the role of local, non-health care industry businesses as partners and an expectation that benefits to these partners be quantifiable are clear.  

To open the policy discussion and to provide a concrete direction for policy efforts, some of the most often cited policy ideas are presented here in a format designed to stimulate discussion, and not to offer solutions. Reviewing policy options from academic work it is important to keep some basic facts in mind.  Some of these facts include:

1. Collaborations built around governmental public health, small rural hospitals or academic outreach programming, remain the norm.  

2. Though calling for community wide involvement, most studies involve limited partnerships instead of developing broad based, sustainable collaborations.  
3. Most research continues to leave out the critical role of the non-medical business community.  
4. Policy development efforts to effectively enhance preventive services and knowledge uptake remain limited.  Almost all researchers mention the need for policy in support of preventive services, collaboration, or both.  Unfortunately only a select few make concrete policy recommendations. 
5. Community groups and private medicine continue to face barriers when they attempt to cross the territorial divide that embodies the concept of “population health”.  

6. Although the value of collaborative working is promoted at national and local levels of government, it is rarely realized in its optimal form. Community wide, multi-sector participation models tend not to be well sustained practice models. One key reason mentioned repeatedly for this is that funding cycles do not last long enough to reflect the long term effects of such community collaborative development processes.
The “policy ideas” presented here should not be considered the sum total of all resources reviewed but rather as a representation of the most directly related  sources from over nine hundred actually reviewed.  Since only eleven articles passed the strict inclusion criteria of the academic search methodology an additional thirty three peer review articles and nine unpublished works have also been included.  These works were identified from an extensive web based search of reputable research centers such as the University of Minnesota Rural Health Research Center, and the Kellogg Foundation.
Primary areas for policy action

Research lauds the necessity to develop policy supportive of multi sector collaboration. Amazingly, even after 30 years of academic exploration into collaboration, the vast majority of work still fails to offer specific recommendations.  “Public health policy coupled with considerable funding” are the most oft cited, though uselessly vague prescriptions most often stated. (Nestle and Jacobson) Calls for “policy reform”, “policy development”, or some other ambiguous action are then norm, specific recommendations are scarce. In general the public sector’s role in fostering collaborative efforts is well accepted and potential supportive actions abound.  Davies lists these well known actions as “supportive policies, fiscal incentives, ease of registration and active encouragement of partnership organizations” and the expansion of senior official roles to familiarize themselves with real community programs.”  Policies supportive of collective efforts and conducive to development of collaboratives should be normative.  However to be normative it needs to be based on more than sweeping statements, it needs to be founded on specifics.  
Government Action
Communities continue to call for independence in their ability to launch initiatives yet most researchers look to governmental action for remedy.  Specifically there are calls for monetary incentives and disincentives, mostly in the form of taxes or tax relief to encourage agents to participate in collaborative efforts and prevention programming.  Yancy et al are part of a small group offering aggressive, specific ideas.  They make a strong case for launching a campaign against obesity and overweight similar to that of tobacco control.  Perhaps the most innovative recommendations are for changes to the structure of oversight bodies like local boards of health (Baxter) or the creation of “public health trusts” within communities. (Kindig)

Private medicine
Initiatives such as the California Medicine-Public Health Initiative have been active for over ten years yet historic barriers remain (Beitsh).  The concept of population level health care / universal prevention has finally come into general acceptance because of the tremendous burden rising costs and services usage patterns are now having on private practice.  Percentages of general practitioners trained in traditional public health remain very low though studies show physician recommendations toward preventive action are significant factors in the individual’s decision to engage in or obtain preventive services.(Casey)  A fact which makes the engagement of this sector all the more critical. Private medicine has historically raised its voice against universal level programs and solutions. This animosity could give way to collaboration as health industry executives, in the interest of strengthening their financial positions, advocate for public policy changes. (Olden and Szydlowski)
Business Action
Positive regional economic effects can results from small business empowerment. Proactively working toward lower health care expenses employers will be protecting the security of their workforce.  Natural leadership skills, of business leaders, once affectively tapped can help establish healthy behavior not only as culturally normative but also as imperative to workforce stability.  Maximization of the existing structure of the Chamber of Commerce, instead of creating something new, can address the problem of sustainability, community involvement and time constraints. 

Community / neighborhood 

Community need, as assessed by the communities themselves, rather than solely by public health departments should be the cornerstone of the movement away from health department prescriptions to communities.  Participation of local residents should be insisted upon prior to the implementation or mandate of any government reforms. (Dabson).  Neighborhood planning teams should be at the forefront of community action. (Baxter)  Similar to David Kindig’s calls for “public health trusts” nearly twenty years ago Broussard’s  more recent ideas to establish local area “single parish health planning bodies”, also known as Chambers of Health” reaffirm the need to enable community members to initiate and execute community wide planning. (Broussard).  Finally, to make all of these steps feasible, a focus on leadership development would help ensure sustainability and foreword momentum. (Molinari et al)

Governmental Public Health 
The Turning Point Initiative may have opened the dialogue between governmental public health, communities, academia and private medicine but barriers to efficient collaboration remain daunting.  Traditional vocabularies and jargon remain in wide spread use.  A transition to a more common vocabulary, focusing on “population health” instead of public health, would help remove these barriers and overcoming turf battles. Baxter and Hann recommend “teaching public health workers …to see their role as “supportive [of] community-based decisions”.  Shifting traditional public health training to a focus on community leader empowerment and the avoidance of large scale, governmental intervention campaigns would further the change the casting of public health from a governmental concern to a population level one.
Academia: research and professional training
Given the terrible lack of suggested concrete action steps it may be advisable to tie academic rewards to the level of “real world” application.  This can be made from the conclusions of publicly funded research projects. The halls of academe overflow with knowledge while communities struggle.  Changes to academic reward systems would greatly encourage the success and extent of information dissemination and uptake.  Changes such as academic funding and publication policy to reward the transfer of knowledge and uptake of research are some examples (Nutbeam).   IRB regulations, another common source of small community frustration, may be better tools for progress if more leniency and speed of procedures were offered to projects involving population level community improvement.    
Prevention programming and Evaluation 
An exciting development in the literature is the growing emphasis on sound evaluation.  Researchers are now stressing the need for evaluation tools and standardized methodology, especially in relation to quantifying the value of collaboration as means to improve health status.  
Technical services and Access to Information 
Citizens in rural areas do not have full access to the information urban dwellers take for granted.  Towns of less than 2,500 residents have less than 1% odds of having broadband access (Drabenscott).  With such limitations to telecommunication networks the ability of residents, businesses, and communities to help themselves is greatly reduced.
Individual Behavior
Ultimately it is the individual who is responsible to take action on behalf of their own health.  One major barrier is the extent of time and economic demands on the average American today.  Monetary and/or time benefits could enable more individuals to utilize the programming and extensive knowledge base that already exists.

Funding and Grants for projects


Funding cycles and grant requirements which align with the long term goals of community collaboration efforts would generate more accurate evidence on the real effectiveness of collaboration.  Traditionally, funding sources dry up before measurable results are in.  Funding cycles not matched to program life are significant factors in community programming implementation and sustainability making it extremely difficult to quantify the value of collaboration as a mechanism for change. 

Conclusion

Riedel and Lynch said in their 2001 American Journal of Health Promotion article The Effect of Disease Prevention and Health Promotion on Workplace Productivity, “the exercise of organizing and synthesizing large volumes of material [can] spark new thinking and new structures.”  This work can serve as a user friendly document, enriched with the ideas of over fifty authors, to inform creative discussion. The articles reviewed demonstrate that the discussion is not new, has been ongoing, and been relatively fruitless.  

“Policy”, is a word which unnecessarily confuses and alienates though it is nothing more than “the rules we play by”.  Policies do not have to be formal statues, regulations, or tax levies. They can be simply made and creatively implemented.  Communities need assistance in breaking down existing perceptions of “policy reform” as out of reach and highly political.  Communities (especially rural communities) need leadership unafraid to articulate specific action steps and empowered to establish collaborative models in support of rural health improvements. Efforts of the Strong Rural Communities Initiative and Rural Health and Development Council are poised to explicitly define and drive policy development efforts in this realm.   

An Overview:

Topic Areas and Action Steps from a Systematic Literature Review
Primary Topic Rankings: Focus areas for policy development most often mentioned in identified resources listed in rank order by frequency and reflective of ties.
1.  General “policy” comments

2.  Government action 

     Private medicine
3. Business action

     Community / neighborhood  

4.  Governmental public health 
     Academia: research and professional training 
     Prevention programming and program/ process evaluation 
     Technical services and access to information 
5.  Individual behavior
     Funding and grants mechanisms
Policy “Action Steps” Ranking: Specific action steps most often mentioned within these primary topic areas listed in rank order by frequency and reflective of ties.
1. Evaluation and measurement tool development
2. Tax incentives – disincentives

      Mandates on industry

3. Formal recognition for participants who make investment in public health
4. Duplicate tobacco action history
5. Change existing methodology and terminology 

      Creation of new public health bodies/trusts/ boards 

      Advocacy, lobbying and development of political voice
6. Maximize role of Chamber of Commerce
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Strong Rural Communities Initiative (SRCI): Sample Topics for Policy Development 


11/10/06 by Tim Size, SRCI Chair and Stacey Lindenau

The following objective has been included in the Rural Health Development Council (RHDC) applications as the community partner to Healthier Wisconsin Partnership Program and to The Wisconsin Partnership Fund For a Healthy Future, one funded and one pending.
SRCI Policy Development Objective: RHDC will identify and promote statewide public and private sector policies to support collaboration among rural medical, public health, and business partners.
SRCI Policy Development Outcome Measure: New, relevant policy recommendations from RHDC.
Relevant Findings From SRCI Literature Review (from Stacey Lindenau’s summer preceptorship)
7. Collaborations built around governmental public health, small rural hospitals or academic outreach programming, remain the norm.  
8. Though calling for community wide involvement, most studies involve limited partnerships instead of developing broad based, sustainable collaborations.  
9. Although the value of collaborative working is promoted at national and local levels of government, it is rarely realized in its optimal form. Community wide, multi-sector participation models tend not to be well sustained practice models.
10. One key reason mentioned repeatedly for failure to sustain is that funding cycles do not last long enough to reflect the long term effects of such community collaborative development processes.
11. Most research continues to leave out the critical role of the non-medical business community.  
12. Policy development efforts to effectively enhance preventive services and knowledge uptake remain limited.  Almost all researchers mention the need for policy in support of preventive services, collaboration, or both.  Unfortunately only a select few make concrete policy recommendations. 

13. Community groups and private medicine continue to face barriers when they attempt to cross the territorial divide that embodies the concept of “population health”.  

Sample Topics of Policy Recommendations
1. Encourage policies to go beyond generalized calls for “policy change” by:

a. Rewarding researchers whose work offers concrete recommendations for change.

b. Rewarding program managers who participate in “policy” discussions.

2. Encourage policies that explicitly link workforce health status and economic development by: 

a. Sponsoring monetary incentives and disincentives, mostly in the form of taxes or tax relief to encourage agents to participate in collaborative efforts and prevention programming.

b. Framing the issues of population health and prevention as critical to workforce security.  

3. Encourage policies that lead more private medicine to engage in population level discussion and services by:

a. Encouraging changes to medical training programs.

b. Demonstrating the financial benefit to private medicine of population level efforts.

4. Encourage policies that maximize the involvement of the business community by: 

a. Tapping into the natural leadership of the business sector to help establish healthy behavior as not only culturally normative but as imperative to workforce security.

b. Maximizing the existing structure of Chambers of Commerce, vs creating something new.

c. Allowing for tax incentives so employers can better afford to offer programming.  

5. Encourage policies that maximize community voice and participation by:   

a. Encouraging the development of neighborhood planning teams through the empowerment of community members to initiate, execute and sustain community wide planning.
6. Encourage policies that support a collaborative focus by governmental public health departments.
a. Continue/expand training of public health workers as agents of change through collaboration with other community leaders.
b. Avoiding large scale intervention campaigns generated from outside local communities.

7. Encourage policies that lead academic partners to facilitate multi-sector collaboration by:

a. Easing IRB requirements for community programming aimed at population level improvement.

b. Creating lexicon easily adopted by multi-sector agents.

c. Rewarding researchers who focus on knowledge dissemination, uptake and sustainability of “best practices”.

8. Encourage policies in collaborative program evaluation and project oversight by:

a. Disseminating evaluation models and methods developed shown to work through successful community-academic partnerships.

9. Encourage policies that work to drastically improve rural community access to technical services and information by:

a. Assuring telecommunication networks offer service to all areas of the state at the same level of technology and capability.

10. Encourage policies that encourage personal responsibility for health by:

a. Creating monetary and/or time benefits to enable more individuals to utilize the programming and extensive knowledge base that already exists

11. Encourage policies that support changes to funding for community collaboration and prevention projects by:


a. Aligning funding cycles and grant requirements with the long term goals of community programs. 

Lessons from Key Informant Interviews

SRCI: RHDC Policy Discussion & Development

by Stacey Lindenau with Tim Size

Rural Wisconsin Health Cooperative

March 31st, 2007

The state of Wisconsin has an amazing array of intellects interested in the expanding access and usage of health promotion and disease prevention services.  From private practice physicians to corporate executives there exists an electric understanding of both the value of wellness and the importance of a categorical shift from treatment centered medical care to prevention focused health care.

Beginning in January, we launched our interview phase by reaching out to recognized leaders across the state. There were nearly one hundred key informants identified and contacted.  Today sixty six names remain active with sixty percent of those considered “completed”. Physicians, insurers, representatives of small business owners, corporate executives, academics, hospital administrators, and public health officials have all graciously given of their time to share experiences while subjecting new ideas to a healthy intellectual debate.  No set survey tool was used.  Our preferred technique is to ask each informant questions specific to their field, current projects and professional position.   In addition to amazing insights, good will, and praise for our efforts both interviewees and our project gained tremendously from bringing the conversation to the forefront. 

Before reviewing the primary themes, it is helpful to keep the following in mind:

In early January, the Rural Health Development Council was polled to pick three from eleven issue clusters found in the literature for policy development in 2007 by the RHDC:

1. Encourage policies that explicitly link workforce health status and economic development.

2. Encourage policies that maximize the involvement of the business community in creating healthy communities.
3. Encourage policies that encourage personal responsibility.

Relevant Data & Context

14. Close to 60% of the 41 million uninsured Americans are sole proprietors or are owners/employees of businesses with fewer than 50 employees.  (NFIB statistic)

15. Nearly 90% of these employers strongly oppose and sort of mandated insurance coverage. (NFIB statistic)

16. Each year the number of small businesses able to offer health coverage declines by yet another 15%.  (Major insurer)
17. Tax breaks are of little use to small businesses because their income bases are so small.
18. The discussion of health promotion and disease prevention (HPDP) is not new, but the urgency felt to use HPDP as a means to control cost is.  Though the evidence in support of HPDP efforts is not considered rigorous enough to effect critical changes in underwriting regulations or other forms of mass change; the practicality and common sense of prevention oriented services seems sufficient to initiate changes on at the institutional level.

19. Many sectors are working on community collaboration for health improvements and/or economic development concurrently.  To maximize resources and share developing knowledge these efforts should be linked in some manner.
20. Each professional group has its own vocabulary but most have similar concepts that are being represented.  To increase cross profession understanding similarities need to be the focus rather than the differences.

The primary themes presented here should not be considered the sum total of all responses from key informants but rather a representation of the most frequently mentioned across all interviewees.  Key informants were identified from web searches, Tim Size and as recommended contacts from interviewees themselves.  Every effort was made to reach a broad and representative group of all agents of interest.  As of this time only one sector, insurers, is considered under represented and will be targeted for additional participation in the coming weeks. 
Three Primary Themes From The Interviews

1. Focus on the smallest of businesses:
i. Where: Isolated, small communities

ii. Who: Single proprietors, or businesses up to 20 employees

iii. Why: Time crunched, cash poor, but passionate

iv. Frame HPDP in terms of workforce safety and workers comp claims.  Consider the Grant Regional Center example of contractual services to support workforce health.  This product is not an insurance product it focuses exclusively on HPDP.

v. Large firms can open the doors of their HPDP programs to small local firms or community organizations for a fee that covers only program cost.  Big firms would benefit from tax incentives to do this because have larger incomes in general.

vi. Society as a whole tends to need crisis to affect change BUT small business owners have independence to make fast action change when they want to. Consider the case of the early adopters.

vii. Need to decrease discussion time and increase action!! 

viii. Mandates and legislative solutions should be avoided wherever possible! Anything set into legislation tends to be too static to effectively respond to the dynamics of small business.  

2. Consider resources that already exist (hospitals, insurers, extension agents):
i. Maximize the current efforts of not-for-profit hospitals to prove community benefit provide a great opportunity to redefine community need and max value for dollar invested in community.

ii. Within the existing finance structure (insurers) need to structure products that meet social demand (need financers to develop products that allow for increased HPDP program usage).  Critical NOT to do this via special programs, grant funding or short term commitments.

iii. Use experiences of public health services to model programs for HPDP
· Look to what come communities have already done around issues of child care as means to get women into local workforce

· Look to the discussion surrounding link between education and quality of workforce!

3. Personal responsibility and demand for HPDP programming:

i. In USA today the most valuable luxury good is TIME!  Any solution will need to address this, need to make it easier to make healthy choice given the culture that we have.  This is especially critical for lower wage workers who have an exaggerated time/money value ratio. Need to turn this vague concept of HPDP into a product.  People will exchange TIME for another valuable product – health.
ii. Realize that unhealthy behaviors are mostly rooted in society (work life, cheap calories with long shelf life, city design) and unless acknowledge this and work toward systematic social change the blaming of individuals will only worsen the situation

iii. Need to make participation easy.
Where to go from here:

Recommendations from the graduating Project Assistant for continued work
 by     Stacey Lindenau,   July 2007

1. Develop policy ideas and information for statewide dissemination.

Deliverables:
White paper, or papers, as detailed in accompanying document titled White Paper Topic Suggestions, Developed by 2006-2007 Project Assistant, Stacey Lindenau. Topics include:
· Benefits and barriers of using tax based incentives as tools to encourage inter-disciplinary, community wide, collaboration for the promotion of wellness programming.  

· Benefits and barriers of mandates on insurance providers as a means to improve access and financing of prevention/wellness programming.

· Can new insurance products be developed to shift our national focus from illness treatment to prevention, wellness behaviors?

· Develop the connection between occupational health and safety and worksite wellness.  (This should include the connection between HRAs and workers compensation claims.)

· Barriers and benefits of legislated “liability” and costs limits for large firms who open their wellness programs to local, small businesses.

· Explore the means for social change – obesity and inactivity – in terms of the marginal utility of a dollar compared to the marginal utility of a unit of time.

· Redefine the concept of “small business” and draw attention to its economic and social relevance.  

· The social cost of barriers for communities seeking to access university programs and expertise (IE – How the scourge of IRB bureaucracy and publication seeking academics can reduce citizen benefit from the public educational institutions).

· Importance of changing what we can with what we already have
2. Identification of current and past local/state/federal policies which relate to rural health and economic development. (There will be a lot regarding the importance of local hospitals and health services to local economies but not on the link between healthy populations/workforces and economics)

Deliverables: 

a. Outline style document listing all such policies. Each listing would have up to three sub points:

· Opening paragraph description of policy as written, clarification of its original intent, all known consequences/results/changes as result of individual policy.

· Secondary paragraph stating how this policy is relevant to RHDC/SRCI objectives.

· Finally, bibliographic detail so those interested in learning more regarding this specific policy can locate the information with ease.

b. Consolidate knowledge gained into short piece (1 pg max) for Eye on Health.

c. Post link to Eye on Health articles on WORH –SRCI website.
3. Conduct a small, WI, retrospective study to see if there is evidence to substantiate Abby’s professional observations at Beaver Damn Hospital.  Abby mentioned that she can predict with over 90% accuracy which HRA files will result in workers comp claims within a year.  Idea would be to use information from George at WHA regarding hospitals that run programs like Beaver Damn so the data pool would be larger.  If the findings are as compelling as I suspect this could be the opportunity necessary to find full funding for Abby!!

Deliverables: 

a. Listing from WHA of rural WI hospitals that link their occupational health departments with worksite wellness outreach.

b. Eye on Health article describing Abby’s observations from Beaver Damn Hospital.

c. Post link to Eye on Health articles on WORH –SRCI website.

d. Grant proposal to fund Abby as a full time project assistant to Tim until she completes the MPH program.  

4. Use resources of WHA-Wisconsin Hospital Association, SBA-Small Business Association and WMC-Wisconsin Manufacturers and Commerce to conduct surveys on usefulness of WI Wellness Kit to businesses. Where ever possible try to focus on firms of 25 employees or less.

Deliverables:

a. Verbal report of findings to committee that originated the WI Wellness Kit.  Provide this committee with a list of suggested improvements to this tool that better suit our target audience.

b. Eye on Health article briefly describing survey results.  Main focus of article should be on:

· how very small, isolated firms can effectively use the WI Wellness Kit in its existing form

· make specific recommendations on ways to improve the tool kit

c. Post link to Eye on Health articles on WORH –SRCI website.

5. Conduct additional field interviews focusing exclusively on medium and large firms that use wellness programs in rural areas. Identify barriers, means to overcome barriers, and strategies necessary to enable these work sites to open their doors to small, local businesses.

Deliverables:

a. Strategy meeting with Department of Workforce Development to design statewide dissemination of findings.

b. Eye on Health article discussing findings.  Possible series of short articles (less than ¼ page) to highlight firms and communities identified.

c. Post link to Eye on Health articles on WORH –SRCI website.

6. Work with existing SRCI communities to maximize community wide involvement in programming. Identify means to expand initiatives to more residents, include more workers.  Focus on how to run programming long term WITHOUT grant $$ support, focus on long term sustainability of programming. 
Deliverables:

a. Short written report (1 – 2 max) with accompanying oral presentation of findings to RHDC-SRCI.

b. Report reworked for distribution to all SRCI sites.

c. Post report on SRCI section of WORH web site.

White Paper Topic Suggestions

Developed by 2006-2007 Project Assistant

Stacey Lindenau
July 2007

As a final task in my position as Project Assistant to Tim Size I have gathered together a number of suggestions to inform your future policy work.  Both the knowledge gained from our extensive literature review and the wisdom tapped through dozens of field interviews has provided a substantial base from these ideas where drawn.     

1. Benefits and barriers of using tax based incentives as tools to encourage inter-disciplinary, community wide, collaboration for the promotion of wellness programming.  

2. Benefits and barriers of mandates on insurance providers as a means to improve access and financing of prevention/wellness programming.

3. Can new insurance products be developed to shift our national focus from illness treatment to prevention, wellness behaviors?

4. Develop the connection between occupational health and safety and worksite wellness.  (This should include the connection between HRAs and workers compensation claims.)

5. Barriers and benefits of legislated “liability” and costs limits for large firms who open their wellness programs to local, small businesses.

6. Explore the means for social change – obesity and inactivity – in terms of the marginal utility of a dollar compared to the marginal utility of a unit of time.

7. Redefine the concept of “small business” and draw attention to its economic and social relevance.  

8. The social cost of barriers for communities seeking to access university programs and expertise (IE – How the scourge of IRB bureaucracy and publication seeking academics can reduce citizen benefit from the public educational institutions).

9. Importance of changing what we can with what we already have

* * * 

1. Benefits and barriers of using tax based incentives as tools to encourage inter-disciplinary, community wide, collaboration for the promotion of wellness programming.  

DISCUSSION:  Many individuals believe that tax incentives are a magical solution to influencing public behaviors.  Unfortunately the nature of actual consequence is too often an after thought, even for well intentioned public policy. Tax incentives are designed as a financial incentive to entice the beneficiary into the socially desired action.  In the case of small businesses most tax based incentive packages fail.  Too often the primary beneficiaries are not those targeted but the medium and large size firms who would engage in the desired behavior out of self interest without the financial benefit.  

There are many definitions of small business, most of which include companies as large as 200 employees  In relation to our targeted rural population such an employer would be considered “major” therefore we make it clear that by “small” we refer to truly small firms, such as those with twenty-five or fewer employees, or sole proprietorships, or family owned businesses.  

Blanket tax incentives tend to have minimal if any “real” benefit for small firms for a number of reasons which include the following:  First, small firms to tend have very low profits which mean that any tax based incentive will be based off of and result in only modest financial gains especially compared to the potential benefit to larger firms.  Secondly, small firms tend to have a greater need for financial resources in real time versus retrospectively as associated with tax incentives.

2. Benefits and barriers of mandates on insurance providers as a means to improve access and financing of prevention/wellness programming.

DISCUSSION:  “If only insurance companies would……..” seems to be a common phrase.  Considered an effective prescription to force social consciousness on insurers, mandatory coverage levels and conditions have limitations.  

Many medium and large firms self insure making them exempt from federal or state regulations on insurance policy mandates.  The only policies affected by a mandate are those purchased from insurance companies on the open market. Smaller, younger firms then face even more costly product options in a market already plagued by cost restricted entry.

3. Can new insurance products be developed to shift our national focus from illness treatment to prevention, wellness behaviors?

DISCUSSION:  Significant levels of non-insurance and disparities in access to health care have long been noted yet remain dismal.  Instead of having the same discussions over and over again it seems logical to explore new options.  What about the development of some new insurance products; products that target existing and emerging social need.  What would encourage insurance groups to develop products that address the changing health and prevention needs of the current US population?    

4. Develop the connection between occupational health and safety and worksite wellness.  (This should include the connection between HRAs and workers compensation claims.)

RECOMMENDED DIRECTIONS:
a. Engage the Bureau of Workforce Development to identify current and proposed WI activities in this area.

b. Abby Keller, new Project Assistant to Tim Size and Physician Assistant employed with Beaver Damn Hospital’s Occupational Health Services, has personally noted a direct relationship between HRAs and workers compensation claims. I recommend engaging the Beaver Damn Hospital to engage in an informal survey to provide “evidence” for our work with businesses that may not otherwise see the financial benefit of wellness programs.

5. Barriers and benefits of legislated “liability” and costs limits for large firms who open their wellness programs to local, small businesses.

RECOMMENDED DIRECTIONS: 

a. Underwriting rules: how to make “community ratings” more beneficial for businesses that are collaborating with local businesses to improve population health; how could such changes benefit small employers.

b. Caps on liability for firms who allow “others” into their wellness programming.

6. Explore the means for social change – obesity and inactivity – in terms of the marginal utility of a dollar compared to the marginal utility of a unit of time.

DISCUSSISON:  Continual blaming and shaming of the American people for their level of fitness is not solving the societal issue –nor will it.  A frank economic discussion needs to be held on the social contributors to why health and fitness levels of Americans are declining so rapidly.  Though many people say it is as simple as “properly aligning priorities” this phrase has no universal meaning. 

The marginal utility of a dollar compared to the marginal utility of unit of time (unit measurement needs to be specified: minute or quarter hour or hour) varies greatly between individuals. This is especially true for marginalized workers who need two or three low wage jobs just to make ends meet.  Marginalized workers suffer not only from a disabling lack of disposable income but also from a severe shortage of time itself.
7. Redefine the concept of “small business” and draw attention to its economic and social relevance.  

DISCUSSION:  Need to frame the discussion in terms of SMALL, particularly RURAL businesses and communities.  Most discussion about “small business” continues to refer to firms of 200 or fewer employees, truly large in terms of our target population areas.  We need to draw attention to the types of small employers such as those typically found in rural communities (self employed, family businesses, and firms with less than 25 employees).  

Most people have a vision of what “small business” means to them, a vision that is strikingly different than that considered in most policy development work. Even organizations like the SBA, COC, NFIB all classify “small” as much larger than is relevant to our communities.  

8. The social cost of barriers for communities seeking to access university programs and expertise (IE – How the scourge of IRB bureaucracy and publication seeking academics can reduce citizen benefit from the public educational institutions).

DISCUSSION: Develop concrete guidelines applicable to all institutions receiving state funds.  Make clear not only the differences and similarities between research, community development and outreach; but also, the line by which they are divided by definition and function.  Work together with UW-Extension Services to determine the level of existing outreach and the feasibility of extending services.

9. Importance of changing what we can with what we already have!  

DISCUSSION: Waiting for the system to get fixed will only result in another generation of failed “health policy”.  We must find a way to shift the sands of our social climate to enable the population to take action on their own behalf, understand their responsibility for their decisions and then; accept the consequences of their actions.  
Too much talk is spent on what is needed to facilitate change and not nearly enough on doing what we can with what we already have.  A focus on how to use what we already have is more necessary than lessons on how to write grants to support programs with suspect sustainability. 

Doing the doable while idealists idle.
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