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Objectives

ÁHelp improve your organizations planning by 

using low or zero cost resources and techniques

ÁDiscuss selected models and techniques and how 

they support your planning activities

ÁHelp match tools and data sources to your 

planning issues
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Presenter Bias

ÁBias towards and interest in rural communities and health 

care organizations

ÁEconomic Geographer by training

ÁIntelligence Experience

ÁVP Corporate Planning for a Fortune 50 Company

ÁTwo decades of management consulting in health care

ÁConstantly uses research and planning techniques for 

clients but doesnôt do ñplanningò per se
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How an Economic Geographer Thinks

ÁWhere is economic activity occurring?

ïThink in at least two dimensions

ÁWhy is it happening ñthereò?

ÁSo whaté

ïCan we increase it? Decrease it?

ïMove it?

ïChange our relative access to it?

ÁFirst Law of Geography: All things are connected, but near 

things are more important than far things

ÁPlannerôs Collary of the First Law: Know you local market
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Key Model and Tools Weôll Discuss

ÁPorterôs Competitive Structure Model

ÁCensus Reporting areas

ÁDartmouth Health Atlas

ÁAHRQ tools

ÁHCAHPS tools

ÁIMPLAN

ÁNolanôs Hospital Planning Framework

ÁOther Specific Tools

ÁñRoll Your Ownò Tools
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Porter Diagram
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Geographic Models

ÁñCensusò Model (Bottom up)

ïCore Based Statistical Areas: Micro and Metro

ïCombined Statistical Areas

ïPrimary Census Statistical Areas

ÁDartmouth Health Atlas (Top Down)

ïState

ïHospital Referral Areas

ïHospital Service Areas

ïHospitals 
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The National Census Reporting Model

ÁMulti-tier method for reporting standardized data that has a ñplaceò 

component

ÁTiers and examples are:

ïMicropolitan Areas between 10,000 and 49,000 with a single identifiable ñcore.ò 

There are 185 of these. Example Pecos, Texas with 11,000 people

ïMetropolitan Areas above 50,000 with a single core. There are 408 of these areas. 

Example: El Paso, Texas with 735,000 people

ïCombined Stasticial Areas. 124 areas that are combinations of micro / metro 

reporting areas that have a moderate degree of employment interchange. They also 

represent regions of overlapping labor/media markets. Example: Dallas/Fort Worth 

with 6.7 million people consisting of two Metropolitan Areas (Dallas/Fort Worth & 

Sherman/Dennison) and 5 micropolitan areas

ïPrimary Census Stasticial Areas. There are 717 of these and they represent the 

totals of all of the above. They cover 95% of the US population
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Micropolitan Areas

ÁA micropolitan area is:

ïCentered on a single town or city

ïHas a population in the core town of between 10,000 and 49,999

ïPopulation in the micropolitan area may be larger than 50,000

ÁThey are important because:

ïEconomic hot spots

ïAreas of rapid cultural change

ïFrequently politically important

ïRural hospitals may be located in one but serve several 

micropolitan areas
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Dartmouth Health Atlas

ÁThe Atlas is the key output of a 20+ year project at The Dartmouth Institute for 

Health Policy and Clinical Practice to study regional variation in use of 

medical resources 

ÁA key method used in the Atlas is to study end-of-life spending as a means of 

mapping medical resources and spending to a three-tier hierarchy of hospitals 

ÁThe methods developed in end-of-life analysis have been extended to other 

medical economic work

ÁñEmerging Conclusionsò of Dartmouth work:

ïIntensity ïquality relationship may be inverse

ïIntensity is a rough measure of ñsystemness,ò and it may be inverse  to cost

ÁDartmouth is being used for national policy planning and increasingly by 

health plans for network contracting

ÁAgree or not with their work, it helps you to understand their thinking and 

methods
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Dartmouth Medical Atlas
Hospital Intensity Scores by State

Texas ranks 12th. This means that the intensity of 

care provided over the last 2 years of life is higher 

in 11 states than it is in Texas. 
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Texas Hospital Intensity by Hospital Referral Region
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Hospital Intensity Scores ïEl Paso Region

This tool helps hospitals 

quickly determine where 

they are on the intensity 

scale compared to their 

competitors in their 

region, the state, or 

nationally.
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Selected Hospitals ïMedicare Spending Report

Note: These reports can be downloaded to Excel
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Selected Hospitals ïResource Utilization Report

Note: These reports can be downloaded to Excel
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Selected Hospitals ïPatient Experience

Note: These reports can be downloaded to Excel
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Dartmouth Atlas Includes Benchmarking Data

Hospital bed inputs per 1,000 decedents during the last two years of life

Hospital Level Rates (2001-2005) 

Area Population Rates Ratio to Surplus/

Benchmark Deficit

Texas 300,712 64.67 - -

El Paso , TX 1,062 78.62 1.22 15

El Paso , TX 2,802 77.67 1.2 36

El Paso , TX 2,366 69.56 1.08 12

El Paso , TX 2,409 64.36 1 -1

RNs required under proposed federal standards per 1,000 decedents during the last two years of life

Hospital Level Rates (2001-2005) 

Area Population Rates Ratio to Surplus/

Benchmark Deficit

Texas 289,596 59.74 - -

El Paso , TX 1,062 70.48 1.18 11

El Paso , TX 2,802 69.38 1.16 27

El Paso , TX 2,409 63.5 1.06 9

El Paso , TX 2,366 62.62 1.05 7
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Distribution Graphs from Dartmouth Data
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Medical Cost Equation for Hospitals 
Volume x Cost Per Unit

Hospital Location # of deaths
Rates during the last two years of 

life Ratios to U.S. Average 

Inpatient 
pmt.

Hosp. 
days

Inpatient pmt.
Inpatient 

pmt. = Hosp. days x

Inpatient pmt.

per day per day

El Paso, TX 1,062 33,538 28.7 1,169 1.3 = 1.22 x 1.07

El Paso, TX 2,802 32,213 28.3 1,136 1.25 = 1.2 x 1.04

El Paso, TX 392 29,407 17.8 1,656 1.14 = 0.75 x 1.51

El Paso, TX 2,366 29,321 25.4 1,155 1.13 = 1.08 x 1.05

El Paso, TX 118 27,913 21.8 1,278 1.08 = 0.93 x 1.17

El Paso, TX 2,409 26,465 23.5 1,127 1.02 = 1 x 1.03

United States 4,732,448 25,860 23.6 1,096 1 = 1 x 1

*When hospitals are compared to HRR or state averages in the Medical Care Cost Equation and Benchmarking tools, the geographic measures

are represented by weighted averages of the included hospitals in the region. They are not the regional population-based measures used in the 

other Data Tools, which include members of the chronically ill population who were not hospitalized during the last two years of life and could 

not be reliably assigned to hospitals. This was done in order to provide comparable measures that use the same patient populations

Hospitals with fewer than 80 deaths among their assigned populations were not included in the weighted average calculations for Part A events; 

hospitals with fewer than 400 deaths among their assigned populations were not included in the weighted average calculations for Part B 

events.
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Comparing the El Paso HRR to the US
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Key Point

ÁYou operate in several ñgeographies.ò Examples: 

ïService Areas

ïHRR HSA

ïCounties

ïCongressional Districts

ïDevelopment Authority areas

ÁBe able to see yourself in these geographies

ÁDevelop an understanding of how these geographies 

impact you
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AHRQ

ÁThe Agency for Healthcare Research and Quality is a HHS affiliate which acts 

as a think tank and research entity

ÁTheir key project is Healthcare Cost and Utilization Project (HCUP) which 

holds all payer data for 90% of hospital patients in the US

ÁKey Tools

ïHCUP Data Base

ïNational and State Interactive Modeling Capability

Å Inpatient

Å Emergency

ïAHRQ quality indicators or QIs to report clinical activities and comparative 

outcomes. This is the Hospital Compare tool

ÁDesign of tools are inherently comparative across groups of hospitals rather 

than for one hospital. Quality information is generally available at the hospital 

level; utilization data is generally for groups of hospitals
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Hospital Compare
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HCUP Data is published by AHRQ



Page 26November 2009

HCUP Data is generally reported for regions not hospitals
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HCUP Data Example Criteria
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HCUP data is assessed from the concept of 
ñHospitals Like Mineò




