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Vision Quest #4 Summary from February 8, 2010

1.
Topic Questions from Ed O’Neil
1. What elements of the changing environment of health care offer the most opportunity to Athletic Trainers? 

2. What elements of the changing environment of health care offer the most risk to Athletic Trainers? 

3. Where is strategic advantage in the changing environment? 

4. What should the profession do to position itself for this change? 

2. Welcome

Marje Albohm opened the call with her thanks, a recap of the VQ process and the role of VQ team members.  They are as follows:
· The VQ team is not responsible for writing reports, plans, etc. You are advising Ed O’Neil on these Webinars.

· The June meeting will complete the process so Dr. O’Neil can write his report and recommendations.

· Dr. O’Neil is the consultant to the stakeholders, who are NATA, BOC, CAATE, Foundation – all have contributed financially.

· Dr. O’Neil will write and deliver a report with recommendations to the VQ team.  The report will synthesize the consensus (or lack of consensus) of the VQ Team.  This report will be delivered in July 2010.

· The report’s recommendations will be Dr. O’Neil’s not the recommendations of the VQ Team.  

· The O’Neil recommendations may include specific goals, reference points for reviewing progress/success/failure, assignment of issues/tasks, timeline, major milestones, etc.

· Each of the stakeholder Boards will determine the fate of the recommendations and how (or if) to incorporate into their strategic plans.

** Separate from the VQ process, Dr. O’Neil has permission to write and publish a white paper on the athletic training profession. 
3.
O’Neil Wrap-up
Regardless how national h.c. reform moves forward, there will still be change.  It can be market-based, government-based or a combination. The question is what will the future practice model(s)?  Will the current model adapt to the changing environment and if so, how?  (see Macro Reform slide #11).
4.
VQ Team Homework and Questions for next Webinar
(partial list); Send your questions to Lisak and she will forward to O’Neil 
1. Where are the good practice and market opportunities in prevention?  Is this where the money is?

2. Also see slide #13 “tomorrow” – This system is built for the AT profession? How can ATs fit into this model? Where will we be in the next 5-10-15 years?

3. What would it take to get the profession to understand and embrace these concepts and move forward in this manner?

4. Are responsiveness and access key traits of ATs and of benefit to patients?  How can we get patients/others to value them?

5.
Closing from Albohm

She would like your comments on whether this format worked well.  Please email her and Lisak (as appropriate).
Next call:  Monday, March 8, 2010 at 3-4:30pm CST (1-2:30pm PST, 2-3:30pm MST, 3-4:30pm CST, 4-5:30pm EST)
6.
Detailed discussion

O’Neil said the discussion would focus on the topic questions.  He presented a topic and then asked for questions and reactions from the VQ team. Lisak facilitated the call, and called on selected individuals to comment.  
O’Neil Question/Comments:  Are or how are ATs poised to capitalize on health care reform?  Why and how are are ATs cost-effective?  This is important because the cost of health care is an enormous driver in the commercial and public insurance markets.
VQ Answers/Comments:
Gibson:  ATs are on a salary and do not bill (generally); patients do not pay

Doyle:  ATs provide care in a capitated system and payment; from an overall model perspective, ATs work in a medical home and services are typically bundled; ability and tradition of working within an institution; ATs are ideal h.c. providers within an accountable care organization.
Sauers:  Many members working for athletic teams do not think of themselves in h.c. system and they are paid on salary for results; secondary school ATs don’t care about cost of services information
Albohm:  outcome achieved in fewer # patients

Thompson:  Unsure if ATs are academically prepared to work with elderly/seniors; prevention is the specialty
Starkey:  He is not convinced we have educated our (athletic department) employers about value of ATs; ATs are not recognized by NCAA and ADs don’t value ATs; ATs are not immune to economic downturn
Thornton:  ATs are seen as a necessary evil; sports/athletics people don’t see or understand that ATs are health care professionals.
O’Neil Q/C: In the future, cost/reimbursement data will be tied to outcomes; this is increasing in importance by all stakeholders in the h.c. system.  The cost-effective h.c. professional will be in favor and thrive, no matter where h.c. reform goes. What cost data is available for AT profession?  What evidence of effective outcomes is available on AT services? What is the state of science related to AT?

VQ Answers/Comments:
Albohm:  NATA has made some progress but does not currently have the data or studies to withstand CMS critique.  ATs have been focused on providing h.c. to younger patients (i.e. not Medicare age).

Albohm wants to know what level of research is needed so the profession can clearly demonstrate effectiveness to CMS, physicians, employer and others? Peer-review research? Level 1? Soft/anecdotal data?

Turocy: How ATs will serve the aging population should be an important part of this VQ process.  We need to examine where ATs fit with older, more active patient. Yes, currently education of ATs does include factors related to older patients.  ATs might need more instruction on general care, however.
Sauers:  Need more diversity in clinical rotations since the majority of ATs never see patients over 25 years of age during clinicals.
Dieringer:  Re: trend for ATs serving older patients?  Clinical and Emerging Practices (CEPAT) committee is addressing two types of ATs: 1) new grads who want to work in a non-athletic setting; and 2) 10-year-career member who is ready to go into new setting.  CEPAT is experimenting with short-term exposures (employer-based) to those settings.  Current scope of practice is acceptable to employers with some minor tweaks.  CEPAT is working with Competencies writing group on establishing “elective competencies.”
O’Neil Q/C: Do the state practice acts allow expansion and change to the practice model? Does reimbursement and payment system currently exist for ATs? Do the current skills/education support what ATs want to do?
VQ Answers/Comments:
Albohm: Treating Baby Boomers is a trend already there—it happens when ATs work in physician offices.  Many physicians don’t charge for AT services, they consider ATs a value-added service to the patient and a convenience to the physician, i.e. increased productivity and satisfaction. Generally education prepares ATs but may need additional tweaking.  Third-party payers do not understand the issues, and some practice acts are problematic.

Gibson:  Statutory definitions and language related to specific settings, populations and injury types need to be removed from state practice acts to improve reimbursement issues.
O’Neil Q/C:  Are diversity issues on the professions’ radar? Has any work been done in this area? Answer:  no
O’Neil Q/C:  Most of the h.c. system and focus is on management of chronic disease but the AT profession focuses on acute care.  How is the profession addressing?
VQ Answers/Comments:
Mazzoli:  The profession does not focus on chronic disease management; it focuses on risk management
Doyle:  ATs are generally prepared to work with co-morbidities as they affect the musculoskeletal system; we need a paradigm shift of how we address co-morbidities.

Dieringer:  definitely an area for growth; will become huge issue

Brown:   Chronic disease management is embedded in competencies; it is unknown how much emphasis is placed on this coursework.  She believes there are big opportunities to prevent chronic diseases, and this could be an opportunity for the profession.
O’Neil Q/C:  Talked about “Compression of Morbidity” slide – how aging people lose ability to be active.  How does maintenance of health work for ATs?
VQ Answers/Comments:
Brown:  ATs, like all other h.c. providers, need to be focusing on chronic diseases (heart disease, obesity) at lower ages.  Researchers try to put these two issues into all grant requests.
Turosey:  many patients looking for guidance in physical activity and nutrition (opportunity)
Dieringer:  profession should look at expanding nutrition/wellness business

Lisak:  is there a model/opportunity for cash business?

O’Neil Q/C:  There are some companies that are beginning to redefine health benefits more ‘richly’ (non-traditional medicine, CAM, wellness, etc.); also individual consumers making decisions about health and are willing to pay cash, as is demonstrated by growth in naturopathic physicians.  Consumers are willing to keep themselves healthy at a price they can afford.  Evidence:  there are 12 million consumer self-help groups—people who want to maintain physical health.

VQ Answers/Comments:
Q to O’Neil:  Can ATs be defined as “public health care providers”? What are advantages/disadvantages?  Is there reimbursement for clinical care?
Q to O’Neil:  Should ATs become part of Complimentary and Alternative Medicine cadre? What are advantages/disadvantages?  Cash business?
Sauers:  We should frame AT as ‘public health provider’; promoting wellness is difficult because people don’t want to pay cash for anything they see as ‘health care.’  Insurance should pay.
O’Neil Q/C:  Consumer Trends: He expects to see more consumers demanding services that actually work; consumers may not trust health care system; consumers may make their own system (i.e. off-the-grid concept); not everyone can afford this, however.  Data on outcomes is essential and important but the consumer doesn’t care about research (in general). Consumers want h.c. services that work for them as individuals.
VQ Answers/Comments:
Fandel:  People talking about ATs staying with the things we do best; this future trends slide helps us think outside of the box but demonstrates that current skill set can serve other people.
Doyle:  education at bachelor’s should help us remain price competitive; outline for future health system make sense and would fit with ATs.

Chisar:  some of my students are already working in the wellness area helping to save money on worker’s comp (market-driven)

Lisak:  ATs are unique in that they provide h.c. onsite—the patient/consumer doesn’t need to travel to go to the provider, like them must do with physicians, PTs, PAs, NPs, etc. Consumer demand and satisfaction fits with onsite model that is embraced by ATs. 

7.
Other Notes

Lisak noted that in individual calls to VQ team members prior to this Webinar some themes emerged.  They were:

· The AT scope of practice does not need to change nor has it changed simply because there are more ATs in the emerging markets. This belief/fact is contrary to some member and public perception.
· We need to understand that the sports/athletics industry will always misunderstand ATs because ATs are medical people working in the sports industry. 
· The capabilities and skills of ATs are better understood and accepted in the health care industry – ironically, building awareness, acceptance and respect among other h.c. professionals may be easier. 
· If education is to change its entry level from bachelor’s to master’s, it will be because more content is needed and more time is needed to go deeper into subjects (not broader). If the NATA Board decides to move to a master’s as an entry point for the profession, the change will likely affect specialty practice concentrations/certifications, entry-level programs, recruitment, cost of education, retention of those who go into the profession, Note:  A master’s degree is not required for legislation or employment.
Past resources are located here: http://www.nata.org/members1/committees/VisionQuest/index.cfm 
Draft Feb. 16, 2010, Respectfully submitted, Cate Brennan Lisak
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