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INTRODUCTION AND UPDATE

The First Biennial Report: Health Issues for the State of North Dakota was
prepared in the fall of 2010 by the University of North Dakota School of Medicine
and Health Sciences (SMHS) Advisory Council, a legislatively mandated group of 15
stakeholders in the North Dakota healthcare enterprise. It was published in 2011 to
coincide with the 62nd Legislative Assembly of North Dakota and was produced with
the cooperation of the senior leadership team of the SMHS. The primary stimulus for
the preparation of the Report was a revision in the North Dakota Century Code
(NDCC) that was instituted in 2009 by the 61st Legislative Assembly in which the
duties of the SMHS Advisory Council were modified. The modified duties included a
requirement to submit a report biennially. The duties of the SMHS Advisory Council
as specified in NDCC Section 15-52-04 are as follows:

1. The advisory council, in consultation with the school of medicine and health
sciences and the other agencies, associations, and institutions represented on the
advisory council, shall study and make recommendations regarding the strategic
plan, programs, and facilities of the school of medicine and health sciences.
2. Biennially, the advisory council shall submit a report, together with its
recommendations, to the agencies, associations, and institutions represented on the
advisory council, to the University of North Dakota, and to the legislative council.
3.a. The report must describe the advisory council’s recommendations regarding the
strategic plan, programs, and facilities of the school of medicine and health sciences
as developed under subsection 1. The recommendations for implementing
strategies through the school of medicine and health sciences or other agencies and
institutions must:

(1) Address the healthcare needs of the people of the state

(2) Provide information regarding the state’s healthcare workforce needs
b. The recommendations required under subdivision 3a may
address:

(1) Medical education and training

(2) The recruitment and retention of physicians and other healthcare

professionals
(3) Factors influencing the practice environment for physicians and other
healthcare professionals

(4) Access to healthcare

(5) Patient safety

(6) The quality of healthcare and the efficiency of its delivery

(7) Financial challenges in the delivery of healthcare
4. The council may consult with any individual or entity in performing its duties under
this section.

The First Biennial Report provided the first comprehensive analysis of the
existing state of health in North Dakota and its healthcare delivery enterprise. The
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Report found that rural depopulation, out-migration of the young from the state, an
increasingly older adult population, low population density, and localized population
growth in the maijor cities and in the Oil Patch would result in an increasing
imbalance between the demand for healthcare and the supply of providers that
would necessitate the need for more physician and nonphysician providers in North
Dakota and better healthcare delivery systems.

The Report concluded that North Dakota had a paradox regarding its healthcare
workforce, characterized as shortages amid plenty. The size of the physician
workforce in North Dakota was found to be at or better than national norms for most
specialties, including all the primary-care disciplines. Despite this, there was a
significant distribution problem, with the greatest number of providers located in the
urban regions of the state and a shortage (especially primary-care providers) in the
rural areas.

The Report also offered an analysis of what the future was likely to hold, and
concluded that the current shortage of physicians was only going to increase as the
population aged and grew in the future. It also found that the shortage of workers in
the healthcare field over the next 15 years would not be limited to physicians. The
Report determined that an entire cadre of additional healthcare providers - from
nurses to physician assistants to occupational and physical therapists to medical
laboratory specialists and others - would be needed to ensure that effective,
efficient, and appropriate healthcare would be available to all North Dakotans.

The Report concluded with a proposal for a multifaceted plan to address the
healthcare needs of North Dakota, emphasizing necessary steps to reduce disease
burden, increase the healthcare workforce through enhanced retention of graduates
as well as expansion of class sizes, and improve the state’s healthcare delivery
system through more cooperation and coordination of the various healthcare
delivery facilities.

Coincident with the release of the Report, the SMHS Advisory Council
prepared and released its plan for addressing the identified healthcare workforce
needs of North Dakota. Called the Healthcare Workforce Initiative (HWI), the plan
identified specific steps to reduce disease burden and increase the provider
workforce through programs designed to increase provider retention for practice
within the state as well as expand the provider network through class size increases.
The HWI received strong support from University of North Dakota leaders, the
SMHS Advisory Council, and a wide variety of constituencies around the state.
During the subsequent 62nd session of the North Dakota Legislative Assembly, it
was determined that the HWI would be implemented in two phases. The first phase
was implemented immediately following the end of the 62nd Legislative Assembly in
the summer of 2011, and consisted of a variety of programs to reduce disease
burden (including the initiation of a Master of Public Health training program as a
joint undertaking by the University of North Dakota and North Dakota State
University, and a program to address geriatric patient needs), increase retention of
healthcare professional graduates,
and partially increase class sizes.
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The Second Biennial Report: Health Issues for the State of North Dakota was
an update on the developments and changes that occurred between 2011 and 2013.
It reanalyzed the health of the citizens of North Dakota and the status of our
healthcare delivery systems, utilizing updated data and more refined projection
tools. The Report was similar to the first report in its organizational approach—
analysis of the current state of affairs, projections for the future, and proposed plans
to deal with the identified healthcare delivery challenges. The Report summarized
the most up-to-date statewide healthcare data available, and it carefully analyzed
the data to extract the most salient and informative implications regarding healthcare
and healthcare delivery within the state. The Report contained a more robust
analysis of the healthcare challenges associated with the oil boom, and proposed
approaches to ensure that adequate healthcare was available not only in the Red
River Valley but particularly in the rapidly growing and challenging areas in the
western part of the state that were most affected by the oil boom. The Report
contained a more complete analysis of the status of nonphysician healthcare
workers, and a greatly expanded section analyzing quality and value indicators in
the state. The Report concluded with a reemphasis of the importance of fully
adopting the HWI by the 63rd Legislative Assembly, along with a call to adequately
address the associated physical plant needs of the SMHS to accommodate the
attendant growth in the number of healthcare students.

Following the release of the Second Biennial Report, North Dakota’s 63rd
Legislative Assembly endorsed full implementation of the second phase of the HWI.
Authorization and funding were forthcoming to permit complete implementation of
the four core strategies of the HWI: reduce disease burden, retain more graduates
for direct patient care in North Dakota, increase class sizes, and improve the
efficiency of healthcare delivery in the state. Accordingly, medical student class size
subsequently was increased by 16 students per year, health sciences students by
30 students per year, and a variety of rural-focused residencies added. Coincident
with the growth in class sizes, construction began on a new SMHS building
designed to accommodate the increased class sizes. The building was completed
on time and on budget, and opened during the summer of 2016 to welcome the
incoming medical school Class of 2020 and the health sciences classes that started
later that fall.

The Third Biennial Report: Health Issues for the State of North Dakota,
released in 2015, used updated data to assess the status of health and healthcare
delivery throughout North Dakota. It incorporated the results of a statewide survey of
all major healthcare providers that was completed during 2014 to assess healthcare
workforce needs. The Report provided updated information on healthcare needs and
delivery in the Oil Patch in particular. It also analyzed in greater depth the use of
nonphysician providers throughout the state. And it looked in greater detail than prior
reports at a variety of related healthcare challenges, including oral health, and
behavioral and mental health needs.

The Fourth Biennial Report: Health Issues for the State of North Dakota,
released in 2017, updated the previous three editions with the latest available
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demographic and census data and incorporated the results of several healthcare
workforce surveys, especially a comprehensive study of nursing facility workforce in
North Dakota that was compiled and completed in September 2016. The study
analyzed the responses obtained from 81 rural and urban nursing facilities and
assessed such issues as vacancy rates, recruitment issues, and retention
strategies. Along with a study of the hospital workforce in North Dakota

that was completed in September 2014, the two studies provide a comprehensive
overview of the status of the nonphysician healthcare workforce throughout the state
that complements the updated data available in the latest Report regarding the
physician workforce.

The Fifth Biennial Report: Health Issues for the State of North Dakota,
released in 2019, updated the previous four editions with a comprehensive
examination of healthcare workforce licensure data. Data were gathered in January
2018 and examined number of licensed professionals, locations, specialties, and
demographics. The result of this informed two new chapters including a
comprehensive chapter on nursing workforce in North Dakota and a second chapter
on psychiatrists, behavioral health, and non-physician workforce. A second study of
hospital workforce in North Dakota was completed in July 2018, this study updated
the previous 2014 study and is presented alongside the nursing facility study of 2016
to provide an updated comprehensive overview of health facility workforce in North
Dakota.

The latest version, the Sixth Biennial Report: Health Issues for the State of
North Dakota, updates the previous five editions with a comprehensive examination
of healthcare workforce licensure data. Data were gathered in January 2020 and
examined number of licensed professionals, locations, specialties, and
demographics. The result of this informed a new chapter on social determinants of
health which serves to tie the population and socioeconomic influences of the state
on health outcomes.
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EXECUTIVE SUMMARY

Preface — This Executive Summary and the full Biennial Report are based on
data largely collected before the SARS-CoV-2 (COVID-19) pandemic emerged in the
United States. As such, the data represented here reflect what one would consider a
“normal” biennium for the state of North Dakota and do not reflect changes that are a
result of the public health crisis. The resulting effect that may be seen likely will be fully
represented in the data over at least the next biennium and will require careful
consideration. The current information represents a good-faith effort of the contributors
to provide the most representative data at the time collected.

North Dakota, like the rest of the country, is facing a major healthcare delivery
challenge—how to meet a burgeoning need for healthcare services now and especially
in the future with a supply of physicians and other healthcare providers that has not
always kept pace with the growing demand. The problem is particularly important in
rural and western parts of North Dakota, where there has been a chronic shortage
especially of primary care providers dating back many decades. The data reviewed for
this report illustrate two major problems in North Dakota. One problem is an inadequate
number of healthcare providers. The second and larger problem, however, is a
maldistribution of providers. The data show that healthcare providers are
disproportionately located in the larger urbanized areas of the state, leaving many rural
areas with a healthcare workforce shortage. Without direct intervention, the difficulty of
providing adequate healthcare in North Dakota will worsen over the coming decades,
due primarily to the aging of the population (including aging and eventual retirement of
the healthcare workforce), which will increase the demand for healthcare services.

However, unlike much of the rest of the country, North Dakota is directly
addressing its healthcare delivery challenges through the implementation of a well-
vetted plan for healthcare workforce development and improved healthcare delivery.
That plan, the Healthcare Workforce Initiative (HWI), was an outgrowth of the First and
Second Biennial Report on Health Issues for the State of North Dakota. The HWI, which
began by increasing medical and health sciences class sizes along with increasing
residency (post- MD degree training) slots, has been fully implemented. The HWI
should, in the future, decrease North Dakota’s healthcare delivery challenges through
attainment of its four goals: 1) reducing disease burden, 2) retaining more healthcare
provider graduates for care delivery within the state, 3) training more healthcare
providers, and 4) improving the efficiency of the state’s healthcare delivery system
through an emphasis on team-based care delivery approaches. To accommodate the
substantial class size expansions associated with the HWI, a new University of North
Dakota (UND) School of Medicine and Health Sciences (SMHS) facility was completed
in 2016 and is fully functional on UND’s Grand Forks campus. The largest government-
funded building construction project in the state’s history, it was completed on time and
on budget.
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In accordance with the expectations specified in the North Dakota Century Code
(NDCC 15-52-04), this Sixth Biennial Report on Health Issues for the State of North
Dakota (Report) updates the first five Reports with an assessment of the current state of
health of North Dakotans and their healthcare delivery system, along with an analysis of
the steps that need to be taken to ensure that all North Dakotans have access to high-
quality healthcare at an affordable cost now and in the future.

The Population of North Dakota: The Report begins with an updated analysis of the
population demographics in North Dakota, utilizing the most recently available data.
Standardized definitions are used to define the state’s population—metropolitan to
denote areas with a core population of 50,000 or more; micropolitan (or large rural) to
denote areas with core populations of 10,000 to 49,999; and rural to denote areas with
a population of less than 10,000. Half of North Dakota’s current population resides in
metropolitan areas, with a little more than a quarter (26%) located in rural areas. This
represents a dramatic change compared with a few decades ago when more than half
of the state’s population was located in rural areas. North Dakota is one of the least
densely populated states in the country, ranking 48th in population density and tied for
fourth in the country in the percentage of its state population that is 85 years of age or
older. Because demand for healthcare increases proportionally with age, demand for
healthcare services is especially pronounced in North Dakota. Such needs will only
increase as the state’s citizens grow older. People in rural regions of North Dakota are
generally older, poorer, and have less or no insurance coverage than people in non-
rural areas, all of which are challenges to providing adequate healthcare. Rural regions
continue to experience depopulation, which will only exacerbate the current problem of
healthcare access and delivery.

Social Determinants of Health in North Dakota: Various external factors, referred to
as social determinants of health (SDOH), can affect health status and explain why some
Americans are generally healthier than others are. SDOH include conditions where
people live, work, learn, and socialize. SDOH consider the various circumstances in
which people are born, live, learn, work, socialize, play, and age that affect a range of
health outcomes. Circumstances that may affect health outcomes of individuals include
the current social structure, economic factors, and physical aspects of a person’s
environment. Environments include home, school, workplace, neighborhood, city, and
other community settings where a person spends a significant amount of time.
Resources that contribute to an enhanced quality of life for a given population are likely
to have a significant influence on positive health outcomes of that population. Examples
of quality of life enhancing resources include safe and affordable housing, access to
education, public safety, availability of healthy foods, local health services, and
environments free from life-threatening toxins. Six factors are recognized as core social
determinants of health. They are individuals’ economic circumstances, their education,
food access, the physical infrastructure of their environment, the social and community
context in which they live, and their overall health and access to healthcare.
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The Health of North Dakota: The health of North Dakotans, in comparison with the
rest of the United States, is good in general. North Dakotans have a slightly lower
prevalence of diabetes than the rest of the United States and are less likely to report fair
or poor health. However, North Dakotans tend to have a higher risk of some types of
cancer and a mortality rate that exceeds the national average. Behavioral risks tend to
increase as population density decreases; rural areas have the worst behavioral risk,
with an increased frequency of obesity, smoking, and drinking, especially in males.

Physician Workforce: The physician workforce in North Dakota has fewer physicians
per 10,000 population than the United States as a whole or the Midwest comparison
group. Although the gap had narrowed over the past three decades, it has widened
again recently. Our physicians are older and more likely to be male than elsewhere in
the United States. About one-fourth of the physician of the physicians in North Dakota
received some or all of their medical training (medical school or residency or both) in-
state. The patient-to-physician ratio is not equally distributed across the state.
Micropolitan areas have about twice as many patients per physician as metropolitan
areas, while rural areas have about five times as many. Predictions of an inadequate
future physician supply has helped garner support for the HWI. Without the effects of
the HWI, estimates indicate a shortage of some 260 to 360 physicians by 2025, the
consequence of a heightened need for healthcare services as the Baby Boomer
generation ages but also from retirements in the physician workforce (one-third of
physicians in North Dakota are 55 years of age or older).

Primary Care Workforce: The state’s primary care physicians include family medicine,
general internal medicine, and general pediatrics. Compared with the rest of the
country, North Dakota has more primary care physicians when normalized to the
population size. Their density is significantly higher than either comparison group in
metropolitan regions; it is only in rural areas where North Dakota significantly lags the
Midwest comparison group. Although primary care physicians in North Dakota are more
likely to practice in rural areas compared with specialist physicians, they still are twice
as likely to be found in urban regions rather than rural areas. Residency training in
North Dakota is an especially important conduit of primary care physicians, since nearly
half (45%) of them have completed a residency within the state; almost three-quarters
of family medicine physicians went to medical school at UND, completed an in-state
residency, or did both.

North Dakota has relatively fewer specialists than the Midwest or the rest of the United
States in certain specialties, including obstetrics-gynecology. We have about the same
relative number of psychiatrists as other Midwest states, although two-thirds of them
work in the eastern part of the state, leaving the western parts of North Dakota with a
relative shortage.

Nursing Workforce: A majority of hospital nurses are licensed practical nurses (LPNs)
or registered nurses (RNs). A majority of RNs and LPNs were trained in-state, with a
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majority working in an in-patient setting. A majority of nurse practitioners were trained in
North Dakota with a majority working in primary care.

Behavioral Health and Non-Physician Healthcare Workforce in North Dakota: Most
behavioral health professionals are found in urban areas. This includes psychiatrists,
psychologists, counselors, licensed addiction counselors, and social workers. More than
half of all social workers were trained in North Dakota. Almost threequarters of the
state’s physical therapists and physical therapist assistants trained in North Dakota, with
half receiving training at UND. Of the physician assistants trained in North Dakota, half
practice in rural areas and almost half (46%) practice in rural primary care.

Healthcare Facility Workforce: Nursing facilities and hospitals typically rely on
external contract employees, with physical therapists, occupational therapists, and
speech therapists as the most common external contract employees. The highest
turnover rate was found with nurse assistants, which are the most difficult positions to
fill.

Healthcare Organization and Infrastructure: Healthcare in North Dakota is delivered
through more than 300 ambulatory care clinics, 52 hospitals, 80 skilled-nursing facilities,
68 basic-care facilities, and 72 assisted-living facilities, supported by an array of
emergency medical services (EMS) providers, trauma centers, 28 public health units,
oral health providers, behavioral health providers, and pharmacies. Generally, the
further a facility is from a metropolitan area, the more its operation is threatened by
financial and other pressures, including staff recruitment and retention. Rural health
organizations tend to be small in size but have a significant impact on both the health of
individuals and the economic base of the community in which they are situated.

Healthcare Policy: Nationally, the health delivery system is going through profound
change. Improvements in population health and a realignment of provider payments to
incorporate those improvements is a new and fundamental reality. The quality and
safety of care delivered in a healthcare system is directly associated with improving and
maintaining overall health status. In a complex healthcare system, there are a number
of concerns, such as the availability of providers; access to care and health services,
technology, and treatment advancement; and the financial dimensions of affordability
and payment. Each of these is a contributing factor in the overall strategy to be
considered when reforming or redesigning the health system. In addition, the quality of
care provided to the population and the patient outcomes produced are equally
important facets of reform.

The statewide problem of unmet mental and behavioral health needs, especially related
to the ongoing opioid abuse issue, is highlighted in the current Report. One approach
already implemented through the HWI is to bring the often rural patient to the provider
through the use of telepsychiatry. The UND Department of Psychiatry and Behavioral
Science has implemented training in telepsychiatry for all of its residents so they will be
able to utilize this technology effectively in clinical practice.
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The quality of healthcare delivered in North Dakota is as good as or better than much of
the United States, but there appears to have been a decline in several measures in the
past few years, particularly in the delivery of certain acute-care services. North Dakota
(along with other upper-Midwest states) generally provides high-quality care at relatively
lower cost than other states in the U.S. North Dakota ranked 22nd in the country in a
recent assessment of healthcare quality undertaken by the Commonwealth Fund (down
from 9th in 2009).

The Report concludes with a strong ongoing endorsement of the HWI and a
recommendation to continue its funding by the 67" Legislative Assembly. One
component of the HWI—the RuralMed medical school scholarship program—is cited in
particular for its positive results in rural physician recruitment. An important issue for
consideration by the 67th Legislative Assembly is the effect of the state’s current
financial status on funding for the HWI. The budget submitted by the UND SMHS for the
2021-2023 biennium and endorsed by both UND and the State Board of Higher
Education has been structured to permit full funding of the HWI and a continuation of
the various vital healthcare educational programs of the UND SMHS. Thus, it will be up
to the 67th Legislative Assembly to weigh the merits of full funding of the HWI in relation
to the other funding priorities. The UND SMHS Advisory Council strongly supports
continuing funding of the HWI as detailed in the budget request.

An important additional consideration for the 67th Legislative Assembly will be the
Strategic Plan for Health that has been developed by the Health Strategies Planning
Group with extensive input from thought leaders from both within and outside of the
state. The aspirational goal of the Plan is to make North Dakota the healthiest state in
the country by improving the health and wellbeing of all North Dakotans. It is based on
three foundational goals:

* To support state and local data-driven health-conscious policy

and decision-making
» To develop public health expertise and leadership statewide

» To enhance cross-sector collaboration and integration

The Plan is to be finalized in time for review and consideration by the 67th Legislative
Assembly that convenes in January 2021. Legislative support for and initial
implementation of the Plan during the 2021-2023 biennium, along with continued
funding for the HWI, will be essential to address the health challenges that lie ahead.
Taken together, the Plan and the HWI form an exciting framework for improving health
and well-being statewide and ensuring an adequate healthcare delivery workforce for
the citizens of North Dakota for years to come, eventuating in the citizens of North
Dakota becoming the healthiest people in the country.
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CHAPTER ONE: The Population of North Dakota and Attendant Healthcare Needs
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INTRODUCTION: STRUCTURAL DESIGN AND PUBLIC POLICY

The U.S. healthcare system is a complex structure. It can be characterized as an
array of national, regional, and local systems that provide access to healthcare services.
The healthcare provider arrangements and structures follow a variety of options from a
single provider in a clinic to a multistate, managed-care structure. Reimbursement and
payment methods rely on both private market forces including individual and employer
health insurance purchases, as well as public instruments that can both complement
and conflict with private insurance. Healthcare delivery is a multifaceted and intricate
system that can be difficult to navigate, understand, and improve.

The healthcare workforce is influenced by a number of contextual or
environmental factors that shape the scope of the supply and demand for healthcare
providers. These factors include: public policy (federal, state, and sometimes local);
demographic and economic factors; quality of care, healthcare outcomes, and health
information technology; state and national certification and oversight boards; and
healthcare reform intended to improve the delivery of care, health status, and funding
and payment systems. According to the U.S. Department of Health and Human
Services, health status refers to one’s medical conditions (both physical and mental
health), claims experience, receipt of healthcare, medical history, genetic information,
evidence of insurability, and disability.

Public policy sets the ground rules governing much of the organization, payment
methods, and formalized structure of the U.S. healthcare system. Public payments also
influence the educational framework for the training of health professionals (e.g., federal
graduate medical education payments, support of Area Health Education Centers, and
state and federal support for scholarships and loan repayment).

Healthcare providers rely on both public payment mechanisms and private health
insurance. The most common private health insurance is employer-sponsored
insurance financing which has remained relatively stable over time." The delivery of
healthcare through predominantly private markets is affected by public payment
structures such as Medicare and Medicaid. While Medicare is a federal initiative,
Medicaid receives both federal- and state-based funding. Federal and state
policymakers set the rules for Medicaid with regard to eligibility, covered services, and
provider reimbursement. There is a give-and-take between the federal government and
individual states concerning Medicaid policy.

Medicare is a significant payer for hospitals, healthcare centers, clinics, and
healthcare professionals. Medicaid constitutes a smaller level of funding for some
providers but is still very important. In January of 2014, North Dakota adopted the new
Medicaid expansion. Medicaid now may increase coverage for those earning incomes
up to 133% of the federal poverty level, which could make Medicaid more important as
both a provider funding source and as a public policy platform to increase insurance
coverage. Rural hospitals in North Dakota commonly have a Medicare inpatient base of
about 60% compared to urban hospitals which are closer to 50%.2 Medicaid’s base is
significantly less; however, it is still important. Policies affecting payers such as
Medicare and Medicaid have a profound effect on the financial bottom line of healthcare
organizations. This is a factor that affects healthcare workforce issues. Public and
private reimbursement streams create the foundation for the ability of a health system to
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provide and even expand services to meet local needs, hire and pay employees, and
secure the continuation of a system of care. In rural North Dakota, the viability of many
local health systems is tenuous, which creates an environment in which it is more
difficult to recruit, pay, and retain providers, and offer a sense of employment security
for employees.

“Rural hospitals in North Dakota commonly have a Medicare
inpatient base of about 60% compared to urban hospitals which are
closer to 50%.”

Healthcare delivery systems such as hospitals and clinics increasingly operate in
either informal or formalized provider networks, and further consolidation of healthcare
provider organizations is likely in the future. These networks afford providers the
opportunity to better meet local healthcare needs, address operational concerns, and
secure greater cooperation.

Overall, Critical Access Hospitals (CAHs) in North Dakota have formed
collaborative relationships with other providers (urban hospitals, rural hospitals, clinics,
emergency medical services, public health units, and long-term care facilities) to
address common organizational and community needs to achieve greater efficiencies,
standardize cost structures, share resources and skills, and improve organizational
performance. Networks, partnerships, or collaborative efforts affect the healthcare
workforce because they can contribute to a stronger, more viable health system; they
can be mechanisms to address recruitment and retention; and they can operate as
educational and skill development platforms. While all CAHs work in collaborative
arrangements with area tertiary hospitals, they also created the North Dakota CAH
Quality Network in 2007. Through this network arrangement, staff training opportunities,
process tools and protocols, patient outcome records for benchmarking data, and
practice experience and best practices are shared within the network. The CAH Quality
Network contributes not only to the development of rural-based solutions and systems,
but also to optimizing health professional staff skills and resources.

Payment incentives and disincentives have been gradually introduced to
influence patient decision-making and provider treatment decisions to improve quality
and outcomes. Over time, they will emphasize outcome-based payment over fee-for-
service (or a system based principally on encounters). A national focus developed in the
early 2000s to address quality of care improvement and patient safety issues followed a
study and report of shortcomings in the U.S. health delivery system. A developing
interest and need within the healthcare community to address system inequities and
inefficiencies, combined with public policy incentives to identify and implement
approaches to improve care quality and to assure a higher level of patient safety, have
come to dominate much of the discussion associated with healthcare reform. A rapidly
developing health information technology (HIT) infrastructure has been considered an
essential element to address quality of care concerns, improve health provider
communication (both within the provider community and with patients), and develop a
higher level of patient awareness and control in matters concerning their own health
involvement and status. However, the demonstrated success of HIT to date has been
modest at best in achieving these goals. Prospective Payment System (PPS) hospitals
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are hospitals that receive a flat-rate-per-case Medicare payment based on a payment
schedule associated with a set of diagnosis-related groups. In North Dakota, the largest
and prospective payment system hospitals located in Bismarck, Fargo, Grand Forks,
and Minot receive Medicare payment incentives to measure and record quality metrics
specified by the Centers for Medicare and Medicaid Services (CMS). CAHs do not
receive such incentives and are reimbursed on an allowable cost basis. However, many
CAHs collect and report quality-related data.

One of the focal points of the North Dakota CAH Quality Network is to facilitate
an understanding of how to improve medical outcomes for patients. Thus, in 2012,
North Dakota became one of the few states where all of the CAHs report some quality-
performance measures to the national CMS quality database called Hospital Compare.
By improving the health delivery system both in terms of addressing quality of care
issues and incorporating HIT tools, particularly in rural areas, North Dakota is engaged
in a process that should result in higher-quality and lower-cost care as well as produce
an environment that is more conducive and attractive for healthcare systems and
medical providers.

Educational institutions and their associated academic health centers respond to
the needs of healthcare providers in the health delivery system. Academic centers are
also subject to supply based on demand change. New organizational arrangements
such as Accountable Care Organizations (ACOs) will begin to operate and be combined
with outcome-based payment through value-based purchasing, bundling payments, or
both to align with patient-centered care.

“In North Dakota, the PPS hospitals located in Bismarck, Fargo,
Grand Forks, and Minot receive Medicare payment incentives to
measure and record quality metrics specified by the Centers for
Medicare and Medicaid Services (CMS). CAHs do not receive such
incentives and are reimbursed on an allowable cost basis.”

DEMOGRAPHICS

Population characteristics influence healthcare workforce as well as the overall
healthcare delivery system. Demographic changes can help frame policy discussions
and decisions. Health policy at both national and state levels responds to changes in
the socioeconomics that affect the ability of individuals and employers to purchase
health insurance, which can influence health status. As demographics and
socioeconomics change, the demands for certain types of health services are impacted.
Likewise, the ability of the health delivery system to respond is affected and the
relationship between the community (individuals, organizations, employers, and others)
and health systems and provider groups can be transformed.

A geographic area that experiences the aging of its population will see more
demand for chronic care services, home care, and geriatric-focused care, with related
concerns for transportation services and housing options. The payer-mix for providers
will become more dependent upon public payers, particularly Medicare. The demand for
health professionals may be modified by attracting professionals with a natural
inclination to serve a geriatric population, but it may be more difficult to attract
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professionals with an interest in a multigenerational population. Healthcare systems
must contend with keeping up with demand for more services, including more diversified
services, than previously provided. There are economic impacts on healthcare systems
to secure capital improvements for physical plant expansion and technology
improvements, and to meet salary demands. Such an upturn in population and
economic conditions will likely affect individuals, families, and employers as it relates to
the purchasing of healthcare insurance. This can be positive for local health systems
and providers if the growth in income and economic conditions translates into a higher
rate of insurance coverage; however, if it does not expand coverage, then the negative
consequences for the provider base can threaten the survivability of area providers.

Areas weathering depopulation must contend with conditions that threaten the
ability of the local health system to maintain existing services, where the overall demand
may decline but for which there still is a need. Even in remote areas, there are
legitimate needs for access to primary and emergency care as well as public health
functions, and reasonable access to acute and specialty services. Areas of population
decline tend to see a loss in families with children and adolescents, as well as younger
working-age populations, with an older adult population staying in the area. This results
in rural areas simultaneously experiencing a loss of population coupled with a relatively
larger older-adult population.

The overall population decline affects the local health system with corresponding
service demand change (declining for some services while expanding for others, which
in turn affects the financial conditions of the system and influences the payer-mix).
Some rural health systems respond to such changes by offering satellite clinic services
in more remote communities in their service area in which the clinic may be open only
two or three days a week as opposed to offering a full-week clinic. Population decline
and the growing presence of an aged patient base places many rural health systems at
financial risk because as overall service demand declines, demand for more specialized
services related to an older adult population increases, and the reliance on Medicare
and Medicaid increases. In much of rural America—including North Dakota—concerns
exist regarding the survivability of local health systems given these conditions.

Demographic factors, economic conditions, and public policy decisions have
combined to create a complicated and, in many cases, inhospitable environment for
maintaining access to essential healthcare services. A series of community dialogues
and meetings conducted by the Center for Rural Health (CRH) at the University of North
Dakota (UND) School of Medicine and Health Sciences (SMHS) found concern among
rural North Dakotans on measures associated with community dynamics such as local
population, local economics, community growth, ability to retain or recruit youth, housing
access, and health system factors. Heath system factors include financial issues facing
rural hospitals, health system reform, healthcare workforce, access and availability of
care, and emergency medical services.® Rural North Dakotans recognize the barriers
and threats to community institutions and to the very community or town itself. The
maintenance of rural institutions and organizations is essential to solidify a healthcare
service base, a foundation that is necessary to meet local access-to-care needs,
improve population health status, and contribute to local economic and community
development.
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“Population decline and the growing presence of an aged patient
base places many rural health systems at financial risk as overall
service demand declines, demand for more specialized services
related to an older adult population increases, and the reliance on
Medicare and Medicaid increases.”

Metropolitan, Micropolitan, Rural, and Frontier Counties

North Dakota is comprised of a mixture of several densely populated larger cities,
many smaller towns, and large areas with low population density. The distribution of
North Dakota’s population is another challenging issue for efficient healthcare delivery.
Figure 1.1 shows the population per square mile for metropolitan, micropolitan, and
rural counties in the state. Since its inception, the state has experienced low population
density overall. North Dakota ranks 48th in population density when compared
nationally, with 10.7 people per square mile. As a reference, the District of Columbia,
has approximately 10,205.5 people per square mile.*

Until recently, North Dakota experienced muted population growth. North Dakota
is unique in the nation in experiencing negative population growth for four of the last 10
decennial censuses.>® However, the growth of the Oil Patch in western North Dakota,
with the resultant increase in population, has healthcare delivery implications. According
to the 2010 national census, North Dakota experienced a 4.7% population growth after
years of slow decline or trivial growth. The growth has continued with the population
increasing by 11.7% from 2010 to 2019, based on the 2019 U.S. Census estimate.*
North Dakota had the third-fastest growth rate in the country over that period, primarily
from the rapid growth in the energy sector. The national growth rate from 2010-2019, in
comparison, was 5.9%.4 North Dakota’s growth mainly occurred in three locations: the
cities (Fargo, Dickinson, and Bismarck), and western counties. This rapid population
growth has abated with the downturn in the Oil Patch, but continues to affect healthcare
delivery. None of the six major hospital systems are located in the western counties,
although several are expanding their outreach to the region. Most of the current
healthcare in the western counties is delivered through clinics and CAHs. This is
creating a problem in those areas because the region is already experiencing a
disproportionate shortage of physicians and other healthcare workers.

To better define the population dispersion across North Dakota, standardized
descriptions are used to facilitate comparison with other regions of the country:

e Metropolitan describes a population cluster or area with a core population of
50,000 or greater. The state’s three largest cities (Fargo, Bismarck, and
Grand Forks) are located in metropolitan areas as are their surrounding
areas.

e Micropolitan (or large rural) describes areas with a population core from
10,000 to 49,999. This includes Minot, Dickinson, Williston, and Jamestown.

¢ Rural constitutes areas with a population cluster of fewer than 10,000. Both
micropolitan and rural areas are considered nonmetropolitan. Historically,
more than 50% of North Dakota’s population has been designated as rural.8°
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Depending on the definition of rural, North Dakota is among the five states
with the largest component of rural areas.®

e Frontier is defined as a county with a population density of six or fewer
people per square mile. Thirty-six of the state’s 53 counties are classified as
frontier. Only nine of 53 counties have population densities above the state’s
average density of 10.7 people per square mile. The lowest density is found
in Slope County (0.6 people per square mile), and the most densely
populated is Cass County (99.4 people per square mile). The average
population density of the United States, as a point of comparison, is 91.5
people per square mile.®

It should be noted that Metropolitan, Micropolitan, and Rural are a combined set of
definitions from the Federal Office of Management and Budget, while Frontier is a
designation that is based on separate criteria.

Fagure 1.3,
Dakata.

Age

Older populations use dramatically more healthcare resources than do younger
populations. North Dakota’s population is among the oldest in the nation. It is tied for
fourth in the country in the percentage of its state population that is 85 years or older.
This greatly influences the need for providers. For example, nationally in 2016, 15- to
24-year-olds on average generated 153 ambulatory office visits annually per 100
persons, while Americans age 75 or older made 546.8 annual visits per 100 persons
(over 3.5 times as many).'° If we assume that a family physician provides 5,500 office
visits a year, 1,000 15- to 24-year-olds would take up 35% of one physician’s practice,
while it would take 1.4 family physicians to treat a similar number of older patients.
Thus, simply comparing the number of North Dakota physicians per 100,000 persons
can be misleading unless the age of the populations being compared is taken into
account. Figure 1.2 shows specific age ranges across North Dakota, as compared to
the U.S. North Dakota has more individuals under the age of 20, between 20-39 years,
and 85 and older than the U.S.

“Older populations use dramatically more healthcare resources than

do younger populations. North Dakota’s population is among the
oldest in the nation. This greatly influences the need for providers.”
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As shown in Figure 1.3, rural North Dakotans are significantly older than their
counterparts in micro- or metropolitan areas, and that disparity is increasing over time.
The higher average age in rural North Dakota likely is the consequence of the continuing
depopulation of the rural areas, with younger people moving elsewhere. This effect is
evident in the agrarian sector, where the increase in average age has been particularly
apparent in North Dakota farmers (Figure 1.4). Since most rural counties have continued
to see a decline in overall population, that decline is commonly associated with a loss of
young individuals and families or difficulty in recruiting and retaining young individuals
and young families. Older adults are less likely to leave an area where they have spent
their entire lives. The effect is one where the overall population declines, and the average
age of the area increases.

INCOME FACTORS

Poverty

People in poverty tend to have a lower health status. Poor housing, sanitation,
and water supply can contribute to disease and ill health, and access to adequate and
quality food sources is limited. Poverty is associated with greater rates of iliness and
shorter life spans. People with incomes at 200% below the federal poverty level (or less)
are more likely to have only fair or poor health status, and to have sought care through
the emergency room as opposed to a clinic setting. Access to health services is affected
by income level in other ways. Lower-income households have a lower rate of health
insurance coverage and less frequent contact with a health provider.'?

Poverty rates vary based on age, race, household composition, and geography
(Figure 1.5). Poverty has been increasing in urban areas, but still remains lower than
rural rates (9.9% compared with 12.7%).%'3 About 7.6% of people in the state who are
65 years and older are in poverty compared to 9.5% nationally.™ Children up to four
years of age living with single mothers in rural areas are more likely to be affected by
poverty than those in urban areas of the state. Three-fourths of children from newborn
to four years old living with single mothers in rural North Dakota were living in poverty in
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2008, compared with 55% of children living with single mothers in urban areas.’® The
distribution of poverty across the counties of North Dakota in 2018 is shown in Figure
1.6. The highest poverty rates are in rural counties and counties with a higher proportion
of American Indians.
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“The highest poverty rates are in rural counties and counties with a
higher proportion of American Indians.”

DEMOGRAPHICS SUMMARY

Demographic characteristics contribute to rural health disparities and highlight
the access-to-care and health status issues found in rural North Dakota. In general,
those in the most rural areas of North Dakota are older, poorer, and have less insurance
coverage than those in metropolitan- and micropolitan areas (Table 1.1). Each of these
factors has been shown to influence the ability of a person to seek care when it is
necessary, maintain a regular relationship with a physician or other health professional,
better manage health conditions, and ultimately realize a higher status of health.
Sociodemographic factors such as poverty, income disparity, insurance coverage,
education, and culture, including rural culture, can serve as social determinants of
health, which will be discussed in Chapter 2.

Metropolitan Micropoitan
W 5 -

/0L s Aizeod

POPULATION
Historical Changes

North Dakota has been significantly influenced by its agricultural history and the
role agriculture has played economically, socially, and culturally. Historically, North
Dakota has benefited from federal statutes such as the Homestead Act, a rich
productive land base, early immigration, the proliferation of railroad expansion to move
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out agricultural products (and move in settlers), and changes in agricultural technology.
The state’s population growth from 1910 to 1930 (Figure 1.7) was likely influenced by
the continuing development and growth in agriculture. The full effect of the Depression
in the 1930s and World War Il precipitated a population decline in North Dakota. At one
point in 1934, one-third to one-half of North Dakotans were “on relief’ and receiving
government assistance. During the 1930s, there was an out-migration of more than
120,000 people. Even during this period, there was a rural-urban dichotomy with
population shifts where farm and small-town populations declined and larger, more
urban areas of the state grew."”

“The ND counties with the most significant population increases
from 2000 to 2019 were McKenzie, Williams, and Mountrail. The data
indicate unique trends in county population: gradual urbanization,
decline in the most rural areas, growth in the American Indian
population, and a resurgence of population associated with energy
development.”

From 1930 to 1950, the state’s population declined from about 681,000 to
620,000, then increased to 632,000 in 1960, and dipped again to 618,000 in 1970. By
1980, the population increased to 653,000. The rapid increase in the late 1970s likely
was a result of significant energy expansion (oil and coal) during that period and a trend
toward urbanization. Following the ‘oil bust’ in the 1980s, the state’s population once
again declined and was accompanied by continuing rural depopulation. Since 2003, the
population has rebounded.

Figure 1.8 shows the change in population by county from 2000 to 2019. The
counties with the most significant population increases from 2000 to 2019 were
McKenzie, Williams, and Mountrail. The data indicate unique trends in county
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population: gradual urbanization, decline in the most rural areas, growth in the American
Indian population, and a resurgence of population associated with energy development.

“The healthcare industry accounted for eight of the 10 largest
employers in the state in 2010, and these private businesses were
headquartered in the three largest cities, demonstrating the growing
importance of health as a business activity and underscoring the
diversification of the state’s economy, particularly when it is
associated with the continuing urbanization of the state.”

The three most urban counties, Burleigh, Cass, and Grand Forks, home to the
state’s three largest cities have had consistent growth dating back to 1930. The two
fastest-growing cities through births and migration over the past decade, West Fargo
and Horace, demonstrate that urban expansion is not solely concentrated within the
geographical boundaries of the major cities.®® This is also an indicator that while the
state may still rely economically on land-based economies (agriculture and energy),
there is a more diversified economic structure under development (health infrastructure,
regional service and retail, government, manufacturing, and education). The healthcare
industry accounted for eight of the 10 largest employers in the state in 2010, and these
private businesses were headquartered in the three largest cities, demonstrating the
growing importance of health as a business activity and underscoring the diversification
of the state’s economy, particularly when it is associated with the continuing
urbanization of the state.’%20

While the more urbanized areas continued to grow, the most rural and remote
areas declined in population. About one-third of the rural counties, had experienced
average decennial population losses of 10% or greater since 1930. Sheridan County, in
the central part of the state, has actually lost 53% of its population since 1980.52 The
changing economic face of the state has spurred much of this change. In 1960,
agriculture accounted for 17% of the state’s gross domestic product (GDP), but declined
to about 6% in 2010.2° In 2013, agriculture, combined with forestry, fishing, and hunting,
had increased and accounted for 13% of the state’s GDP.

“In much of rural North Dakota, the health sector is a significant
driver of the local economy; communities with hospitals, clinics, or
nursing homes report that the local health industry is the largest
area employer.”

In 2010, healthcare accounted for 8.6% of the state’s economic activity and had
shrunk slightly to 6% in 2013, likely a consequence of the growth in the oil-related
economy.?® In much of rural North Dakota, the health sector is a significant driver of the
local economy; communities with hospitals, clinics, or nursing homes report that the
local health industry is the largest area employer. However, while the importance of the
healthcare sector to the rural economy increases, changes in agriculture (fewer farms
but with more acreage) and other economic conditions, including the outmigration of
young adults and young families, have helped to shift population to the more urban
centers. The economic importance of agriculture is unquestioned; however, today it is
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performed with a smaller number of farmers and farm employees, which has an effect
on out-migration.

Growth of the American Indian population has been a positive indicator for the
state, particularly during periods of slower overall population growth. For example, the
2000 census indicated that the Caucasian population of North Dakota declined by 2%
from 1990 to 2000; however, the American Indian population of the state increased by
about 21%. During that period, North Dakota’s population increased by a trivial 0.05%
and was the smallest state increase recorded for any of the 50 states.®” The 2010
census found that the Caucasian population increased by 2%, while the American
Indian population grew by about 17% (nationally, the American Indian population
increased by more than 18%). North Dakota’s Hispanic population, while small at only
about 13,400, witnessed a significant increase over the decade of about 73%
(nationally, the Hispanic population increased by 43%).8

Changes in Population by County and Age

Figure 1.9 shows the progression of population change for people age 65 and
older at four census periods (1990, 2000, 2010, and 2019). There has been a continual
increase in the proportion of older adults in the rural counties. In 2010, the eight
counties with 27% or more of their population age 65 or older were all rural; in fact, they
are some of the most remote counties because all are classified as frontier. North
Dakota’s median age has steadily increased over the past 50 years. The state’s median
age was 26.2 in 1960, 26.4 in 1970, 28.1 in 1980, 32.4 in 1990, 36.2 in 2000, and 37 in
2010.8 Thirty-four counties had a median age of 45 and older, while Sheridan County
had a median age of over 53 years.?

There has been a significant increase in the number of people aged 85 and
older, and it is the state’s second most rapidly growing sector. They constitute 2.4% of
the state’s population. North Dakota is tied for fourth in the country for states with the
highest percentage of older adults and nationally, 1.8% of Americans are age 85 and
older.2 However, the most rapidly growing age group is the 45 to 64-year-old group,
which is experiencing a 28% increase in growth.

“By 2020, the majority will be people 65 and older. The implications
for rural areas are compelling: the ability of communities to plan for
and pay for services for an aging population will present challenges
for community and state leaders. It will have a significant effect on
health status, healthcare delivery structures, healthcare costs and
payment structures, and healthcare workforce.”

The dependency ratio is the number of individuals (less than 16 years of age or
older than 65) who are economically inactive, divided by the number of individuals who
are of working age (16 to 65 years old). A ratio of greater than 1.0 indicates that the
number of economically inactive workers exceeds the number of active workers. This
ratio helps define workforce participation. The 2010 census found a dependency ratio of
0.53 in North Dakota, meaning for every 100 working-age residents there were 53
nonworking-age residents. It was predicted that by 2020 the dependency ratio would
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increase to 71.8 It was anticipated that there would be 18 counties (all rural) with more
people in a nonworking category than working-age residents. In 1990, a majority of
nonworking-age residents were children younger than 16; however, by 2020, the
majority were people 65 and older. The implications for rural areas are compelling: the
ability of communities to plan for and pay for services for an aging population will
present challenges for community and state leaders. It will have a significant effect on
health status, healthcare delivery structures, healthcare costs and payment structures,
and healthcare workforce.
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Figure 1.9. Percent of population aged 66 and over in 1990, 2000, 2010, and

Change in Population by Metropolitan Status

Changes in the state’s economy, and the number of people engaged in
agriculture, account for some of the change in rural population. The number of North
Dakota farms has declined by about 50,000 since the 1920s. Since that time, there has
been a progressive urbanization of the state (Figure 1.10). The out-migration from rural
to urban has resulted in a decline in younger adults and families in those rural areas.
While the 18-to-24 age cohort grew overall by about 11% from 2000 to 2010, 24
counties saw a decline in this cohort. The 25-t0-44 age group saw a decline of 5%, with
47 counties experiencing a population loss of this economically vital age group. All of
the 24 counties losing 18- to-24-year-olds were rural; all of the 47 counties losing 25- to
44-year-olds were rural with the exception of Grand Forks County. A recent survey
conducted by the UND SMHS Center for Rural Health found that a high number rural
North Dakotans were concerned about their ability to retain or recruit young people and
about population issues in general.

Change in Population by Births and Deaths

A large part of the increase in metropolitan population is the result of an increase
in birth rate in metropolitan areas. The number of births in North Dakota has increased
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from 7,676 in 2000%" to 10,536 in 2019.%2 Although the number of deaths also increased
from 5,8462%2 in 2000 to 6,250 in 2019,22 in 2019 the birth rate exceeded the death rate
by 4,286. Metropolitan areas have experienced the largest number of births. Although
rural areas have the lowest number of births, there is a trending increase in the birth
rate (Figure 1.11). One reason for the gradual increase in rural births, despite an aging
population, is the higher fertility rate (number of births per 1,000 women) in rural areas
compared with metropolitan areas. In 2019, there were 83 births per 1,000 females of
childbearing age in rural areas, compared to 63 births in metropolitan areas.

Metropolitan areas had 2,457 more births than deaths on average from 2000 to
2019. Micropolitan areas had on average 972 more births than deaths. As a
consequence of these two factors alone (apart from any migration effect), metropolitan
population has increased more than micropolitan population has. Rural areas, in
contrast, had a much lower rate than metropolitan and micropolitan areas with on
average 43 more births than deaths; however, the higher fertility rate in rural areas
helps account for the increasing birth rates in rural counties.

Another factor that affects rural North Dakota is the American Indian fertility rate.
Roughly 55% to 60% of North Dakota American Indians live in rural areas. The
American Indian birth rate is 1.8 times greater than the rate for the United States as a
whole.?® Thus, some of the change in the rural fertility rate is attributable to the
American Indian population. However, the number of rural births to Caucasian females
is below the national average for all of North Dakota.
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CHAPTER TWO: Social Determinants of Health in North Dakota

Click on the chapter title to return to the table of contents
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INTRODUCTION

Various external factors, referred to as social determinants of health (SDOH),
can affect health status and explain why some Americans are generally healthier than
others. SDOH include conditions where people live, work, learn, and socialize.'? SDOH
consider the various circumstances in which people are born, live, learn, work, socialize,
play, and age which affect a range of health outcomes. Circumstances that may affect
health outcomes of individuals include the current social structure, economic factors,
and physical aspects of a person’s environment. Environments include home, school,
workplace, neighborhood, city, and other community settings where a person spends a
significant amount of time. Resources that contribute to an enhanced quality of life for a
given population are likely to have a significant influence on positive health outcomes of
the population. Examples of quality of life-enhancing resources include safe and
affordable housing, access to education, public safety, availability of healthy foods, local
health services, and environments free from life-threatening toxins.? Six factors are
recognized as core social determinants of health. They are individuals’ economic
circumstances, their education, food access, the physical infrastructure of their
environment, the social and community context in which they live, and their overall
health and access to healthcare (Figure 2.1).? There is little consensus on how much
impact each factor has on an individual but each does have some level of impact.

“Six factors are recognized as core social determinants of health. They are
individuals’ economic circumstances, their education, food access, the
physical infrastructure of their environment, the social and community
context in which they live, and their overall health and access to
healthcare.”

As discussed in Chapter 1, population characteristics influence healthcare
delivery systems and should inform local health policy. When the demographics or
socioeconomics of an area change, it is also possible that the healthcare delivery
system will change. For example, when an area experiences the aging of its population
one would more likely see increased demand for long-term care services, home care,
transportation services, and alternative housing options. If an area were to experience
depopulation, then it is likely those conditions would make it more difficult for the
healthcare delivery system to maintain services in that area. The rurality of North
Dakota is another factor that can influence healthcare delivery and local health policy.
The majority of North Dakota counties are designated as rural and some healthcare
services such as specialty care services may not be readily available in more rural
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areas of the state. All of these factors and more are a part of social determinants of
health and can affect the health of North Dakota residents.

SOCIAL DETERMINANTS OF HEALTH
Economic Stability

Economic stability can encompass numerous factors, including the overall health
of the economy for an area in which an individual lives, employment, poverty, and
opportunities in various industries.

Employment

Unemployment rate is typically used as an indicator of an area’s economic
stability, and an individual’'s employment status is a key indicator of their personal
economic stability. The Bureau of Labor Statistics reports unemployment rates on a
monthly basis. In December 2019, North Dakota had an unemployment rate of 2.4%.4 A
low rate such as this typically indicates a healthy economy for the state. However, the
unemployment rate can change rapidly due to external factors that affect various
industries. Some examples pertinent to North Dakota include changes in crop prices
that may affect agricultural sales/exports or if there is a down turn in the oil market
subsequently affecting prices. When there is prolonged economic stability, it is more
likely that the unemployment rate will be lower; but the unemployment rate can increase
based on outside economic influences. We saw a sharp increase in the unemployment
rate during the spring of 2020. In March 2020, North Dakota reported an unemployment
rate of 2.0% but this rate jumped to 9.1% in April of 2020 (Figure 2.2) due almost
exclusively to the novel coronavirus pandemic.* About 4.9% of individuals, aged 16-19,
living in North Dakota are not attending school and are not employed compared to the
national level of 6.8%.° The largest employers in North Dakota include healthcare and
social assistance, educational services, public administration, and retail trade.® Although
these industries employ the largest number of people in North Dakota, other sectors of
the economy contribute the most to North Dakota’s overall Gross Domestic Product
(GDP).

“The largest employers in North Dakota include healthcare and social
assistance, educational services, public administration, and retail trade.”
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Economy

In 2019, the industry contributing the most to the GDP in North Dakota was
finance, insurance, real estate, rental, and leasing, which accounted for 16.7% of GDP.
The next largest industry was government and government enterprises, contributing
11.2% to the state GDP, followed by mining, quarrying, and oil and gas extraction at
10.7% contribution to GDP. Education services, healthcare, and social assistance
contributed 8.6% to state GDP and wholesale trade contributed 8.4% to state GDP.
These five industry sectors accounted for over half of North Dakota’s GDP in 2019
(Figure 2.3).” Another economic measure to consider would be the Gini Index value,
which is a summary value of income inequality. The Gini Index ranges from 0 to 1, with
0 indicating prefect income equality (everyone receives an equal amount) and 1
indicating perfect income inequality (one person or group receive all of the income).®
North Dakota has a Gini Index value of 0.46 compared to the overall value in the U.S. of
0.48.5

Poverty

While employment and the health of the overall economy are important
indicators, it is also important to consider an individual's income when examining their
economic stability. The median household income in North Dakota is $65,250.00 while
the median income for the U.S. is about $61,937.00 (Figure 2.4).° Poverty can have a
significant impact on an individual’s health as it can limit access to services and
resources, including healthy foods, good housing, and healthcare. The Federal Poverty
Level (FPL) is often used as a measurement of economic hardship for individuals and
families. In 2020, the FPL is $12,760 for individuals, $17,240 for a family of two,
$21,720 for a family of three, and $26,200 for a family of four.'° It is estimated that
10.6% of the total population of North Dakota is living in poverty while 11.0% of children
under the age of 18 are living in poverty.®
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Education

Education is an important facet of the social determinants of health since
obtaining an education can lead to increased employment and other economic
opportunities. Some level of training or education is typically required for most jobs in
today’s market.

Public Education

Public schools are an important aspect of the education system in the U.S. and
North Dakota, and a high school diploma is a standard requirement for most jobs and
higher education opportunities. In North Dakota, the cohort graduation rate was 87.2%
in 2019, which exceeds the national number of 84.6% (Figure 2.5)."" About 7.5% of
North Dakotans age 25 or older have no high school diploma, which is far lower than
the national number of 12.3%.% There are certain programs available that support
school readiness in young children and support children as they progress through
school. One such program is the Head Start Program, which supports school readiness
for children up to age 5 that come from low-income families. There were 74 Head Start
programs in North Dakota in 2019 or about 16.6 head start programs per 10,000
children.'? North Dakota has seen an increase in enrollment in public schools over the
past decade. During the 2019-2020 school year, there were 112,858 K-12 students
enrolled in North Dakota public schools. This is a 19.1% increase compared to
enroliment in the 2010-2011 school year (Figure 2.6). During the 2019-2020 school year
there were a total of 112,858 K-12 students enrolled in public schools and 8,353 K-12
students enrolled in non-public schools.'3

“During the 2019-2020 school year, there were 112,858 K-12 students

enrolled in North Dakota public schools. This is a 19.1% increase compared
to enrollment in the 2010-2011 school year.”
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There are instances where schoolwork or classroom activity would need to be
completed online at home or out of the traditional school environment, making internet
access is very important. Based on the 2010 population estimate, about 97.4% of the
population of North Dakota has access to download speeds of greater than 25 MBPS
per second.’ While broadband may be available, some individuals may experience
barriers to using the service. For some, internet service may be too expensive or the
service might be unreliable. The Federal Communications Commission finds that about
24.7 million Americans lack access to high speed internet with roughly 19 million of
those individuals living in rural areas."® In another study, Microsoft found that it is likely
that 162.8 million Americans do not use broadband internet. This indicates a difference
between availability of a service and its use.®

Higher Education

Generally, obtaining a college degree provides more opportunities for
employment. College degrees allow individuals to gain more specialized skills and
knowledge within their chosen field, as well as learn the most up to date techniques and
information. In North Dakota, 29.5% of individuals aged 25 or older have obtained a
bachelor’s degree or higher.® North Dakota has a number of institutions of higher
education that offer a variety of degrees and programs. There are five 2-year public
colleges, four 4-year private colleges, five tribal colleges, four 4-year public colleges,
and two research universities.'” Overall, the North Dakota higher education system has
a retention rate of 75% and graduation rate of 51%.'® Community colleges can be a key
component of the higher education system as they are a potentially affordable way for
individuals to receive higher education or start their journey into higher education. In
2019, there were 16,350 students enrolled in community colleges across the state. Of
those students, 14,271 were degree seeking, while 2,079 were non-degree seeking.'®

“In North Dakota, 29.5% of individuals aged 25 or older have obtained a
bachelor’s degree or higher.”

Food Access

Lack of access to fresh, healthy foods is associated with poor diets and higher
levels of obesity, diabetes, and other negative health outcomes. Thus, access to healthy
food and food security are important components of social determents of health.®-2°
Referring to an individual or household as food insecure means they do not have the
resources to provide enough food to live a healthy and active life.?!
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Assistance Programs

Food insecurity in children is an area of concern as it may worsen the onset and
persistence of adverse health conditions, such as cognitive developmental deficits,
obesity, weakened immunity, and increased risk of serious illnesses. Programs that
provide healthy, affordable food result in fewer negative health outcomes and chronic
illnesses among the population, especially when targeted towards children in need.??
One program available for students is the Free/Reduced Price Lunch program in
schools. In North Dakota about 30.9% of students were eligible for a free/reduced lunch
in 2017.22 Based on the school year 2017-2018 income eligibility requirements, children
in families at or below 130% of the FPL were eligible for free lunches at school and
children in families at or below 185% of the FPL were eligible for reduced price lunches
at school. These income eligibility requirements are adjusted every school year.?*
Children of individuals that receive Supplemental Nutrition Assistance Program (SNAP)
benefits that attend school automatically qualify for free school meals.?> SNAP — the
Supplemental Nutrition Assistance Program (formerly called food stamps) is a federal
nutrition program helping individuals and families in need access healthy food. SNAP
participation is associated with lower overall health care expenditures and
Medicaid/Medicare costs for states. Early access to SNAP is also associated with
improved birth outcomes and long-term health for children and adults.?® Based on 2017
data, 7.0% of the population in North Dakota was receiving SNAP benefits.?’

Food Environment

Access to healthy food does not depend only on one’s income, but also the food
environment in which a person lives. Ahern, Brown, and Dukas (2011) investigated the
relationship between food availability and county-level health outcomes. In non-metro
counties, more grocery stores and direct farm sales per capita were associated with
lower mortality rates. Fewer fast food restaurants and convenience stores per capita
were associated with lower rates of diabetes.?8 Fast food establishments do not always
offer healthy food options that grocery stores and other food markets may offer. In North
Dakota, there are about 2.4 grocery stores per 10,000 North Dakota residents but some
counties have no grocery stores at all (Figure 2.7). The U.S. Department of Agriculture
(USDA) defines grocery stores as supermarkets and smaller grocery stores primarily
selling food, such as canned and frozen food; fresh produce; and fresh and prepared
meats, fish, and poultry. They do not include convenience stores with or without
gasoline, or large general merchandise stores that also sell food.?° According to the
Food Access Research Atlas (2015), there are 112 census tracts in North Dakota where
residents have low access to retail outlets selling healthy foods, with 373,109 residents
living in those census tracts. For a census tract to be designated as low access, 500
people and/or 33% of the population in that census tract must be living more than 1 mile
away from a grocery store in urban areas or more than 10 miles away from a grocery
store in rural areas.®® Another way to view the issue of food environments is by looking
at food deserts. The U.S. Department of Agriculture (USDA) defines food deserts as
geographical areas with limited access to a variety of healthy and affordable food. The
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USDA examines food desert at the census tract level and those census tracts that are
considered low access and designated as low income are considered food deserts.?’
There are 17 census tracts in North Dakota that are considered food deserts, with
56,724 North Dakota residents living in these census tracts (Figure 2.8).30

“According to the Food Access Research Atlas (2015), there are 112
census tracts in North Dakota where residents have low access to retail
outlets selling healthy foods, with 373,109 residents living in those census
tracts.”

Physical Infrastructure

The physical environment in which individuals live can also affect their overall
health. Factors such as roads, air quality, and access to both outdoor and indoor
recreation can vary significantly between communities. There are also significant
environmental differences between rural and urban areas, which is particularly salient to
North Dakota, as a majority of the state is designated rural.

Access to Recreation

Weather can be a hindrance to outdoor recreation activities. North Dakota
typically experiences a variety of weather conditions throughout a given year. The state
can experience extreme heat during the summer and extreme cold in the winter, as well
as both floods and droughts. Depending on weather conditions, individuals may not be
able to enjoy outdoor activities and may need to use indoor recreational facilities for
physical activities. One study found that fewer recreational facilities per capita was a
predictor of obesity in non-metro settings.?® Based on the 2010 population, there are
about 14.4 recreation/fitness facilities per 10,000 residents in North Dakota.3? Some of
these recreational facilities may require a paid membership for use and not every
community is able to support a fitness gym or larger recreational facility. Smaller
communities in North Dakota have a variety of ways of providing for recreational
opportunities in the community. They might have postings about community recreation
groups or classes (whether free or paid), or even open/extra hours at available
recreational facilities such as high school gyms or a community pool. Announcements
regarding recreational classes or events can often be found in the local newspaper, a
town newsletter, town websites or social media pages, or on bulletin boards in
community spaces such as at post offices, community centers, grocery stores, clinics,
or city office buildings.
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Social and Community Context

Access to community and social supports also influences an individual’s overall
health. Having access to supports, different community activities, and social
groups/clubs/organizations can play a role in physical, mental, and emotional well-
being. Studies have shown that loneliness and social isolation are associated with an
increase in all-cause mortality. Social isolation has also been linked to cardiovascular
disease. Lack of social supports not only affects physical health but also has also been
shown to affect mental health, as social isolation was also associated with poorer
mental health outcomes.®® The Mayo Clinic and the American Psychological Association
consider social support an important tool in mitigating stress and offers tips on how to
build social networks, including being proactive through volunteering or community
classes, and taking advantage of technology by staying in touch through text, email, or
social network websites.3#+3%

Community Social Supports

Some communities work on building social networks for individuals living in their
community. Oftentimes these efforts take the form of community events such as
citywide rummage sales, community potlucks, or art and entertainment fairs. Many cities
will have event calendars or event announcements on their city websites or social
media pages. For example, Devils Lake, Dickinson, and Garrison all have community
event listings on their city websites, including listings for music, camps for kids, boating
events, and other activities. There are communities that also work towards encouraging
individuals and families to move to their town or city and offer up support to new
residents. One example is Carrington’s New Resident Guide. It not only provides
information on utilities and city hall, but it also has information on local realtors, TV
providers, employment opportunities, and local media.3®

Community Health Workers

There are a number of different ways to maintain the health and social
connectedness of a community. One model that has been used more widely in the past
decade is community health workers (CHWSs). This model uses community members
who work in conjunction with the local healthcare system and public health officials,
providing support for individuals seeking healthcare. CHWSs can help patients navigate
the local healthcare system, connect people to healthcare and healthcare resources,
provide culturally competent health education and information, serve as patient
advocates, and provide numerous other services. A key benefit of the community health
worker model is that these professionals provide services in a culturally competent
manner. Typically, CHWSs reside in the communities they serve and share the same
language, similar socioeconomic status, ethnicity, and life experiences as patients.3”
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Health and Healthcare

This category for the social determinants of health may be the most obvious
factor contributing to an individual’s overall health, but it is influenced by all the other
social determinants. Access to healthcare and healthcare resources can be affected by
where an individual lives, their economic status, their ability to navigate the health
system, and other social determinants. Access to and availability of healthcare
resources and healthcare providers is an important aspect to consider when looking at
an individual’s overall health.

Access and Availability

One way to examine access to and availability of healthcare services and
providers is through Health Professional Shortage Area designations or HPSAs. These
are designations defined by the Health Services and Resources Administration (HRSA)
and indicate health care provider shortages for primary care providers, dental health
providers, and mental health providers. These designations can be for a geographical
area, a specific population within an area, or for a facility.®® As of June 2020, about 94%
of counties in North Dakota are fully or partially designated for primary care, 49% of
counties are fully or partially designated for dental health, and 91% of counties are fully
or partially designated for mental health (Figure 2.9, Figure 2.10, Figure 2.11).3°
Individuals located in an HPSA may have increased travel time and distance to
healthcare services and/or they may have to wait longer periods of time to access
healthcare services.

“As of June 2020, about 94% of counties in North Dakota are fully or
partially designated for primary care, 49% of counties are fully or partially
designated for dental health, and 91% of counties are fully or partially
designated for mental health.”

When a facility is designated as HPSA, this indicates that the facility likely serves
as a safety net facility and provides healthcare services to underserved populations. As
of May 2020, there are 35 healthcare facilities in North Dakota designated for primary
care including 10 Indian Health Service, Tribal, and Urban Indian Health (ITU) facilities,
4 Federally Qualified Health Centers (FQHCs) and their satellite locations, 19 Rural
Health Clinics (RHCs), and 2 correctional facilities. There are 40 facilities designated for
mental health in North Dakota, including 10 ITU facilities, 4 FQHCs and their satellite
locations, 19 RHCs, 2 correctional facilities, the state mental health hospital, and 4
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human service centers that are not located in an already designated area. Finally, there
are 35 healthcare facilities designated for dental health including 10 ITU facilities, 4
FQHCs and their satellite locations, 19 RHCs, and 2 correctional facilities.®® Federally
Qualified Health Centers (FQHCs) are a key safety net facility for low-income and other
underserved populations. In North Dakota, there are a total of 22 FQHCs or about 3.27
FQHCs for every 100,000 North Dakota residents.*°

Another way to look at access to healthcare is to consider the types of providers
available and how many there are to serve a given population. While a community may
have a healthcare facility, that facility may not be fully staffed or may not be able to offer
a complete range of healthcare services based on available providers. According to the
Area Health Resource File, there were 57.7 dentists per 100,000 residents in North
Dakota and 76.7 primary care physicians per 100,000 residents in North Dakota in
2017. When compared to other states the rate of dentists and the rate of primary care
physicians in North Dakota are both in the mid-range rather than being on the higher or
lower ends of the spectrum.*!

Insurance Coverage

Availability of healthcare services is not the only factor to consider when
examining an individual’s access to healthcare services. Insurance coverage or lack of
insurance coverage is also a factor. Some healthcare services can be costly or
unexpected, such as being injured in a car accident. There are a number of ways for an
individual to pay for healthcare services, including out-of-pocket or through insurance.
The majority of the population of North Dakota has some form of health insurance
coverage, but in 2018, about 8.1% of the population was uninsured. In 2009, the
percent of the population in North Dakota with no insurance was 11.5% so the number
of uninsured individuals in North Dakota has decreased between 2009 and 2018 (Figure
2.12).42

SUMMARY

Together, all of these social determinants affect an individual's health. The kind
of work they do, the type of education they receive, their living situation, their economic
stability, access to food, social norms, social supports, and access to healthcare
services all influence health. All these factors are linked and influence one another. For
example, a lack of access to healthy food may lead to a poor diet, which could
contribute to other health concerns. Certain health concerns may require more frequent
medical intervention and could include increased cost or even increased travel time
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depending on where an individual lives. Disparity in one area of the social determinants
of health could affect other areas of an individual’s life. Some of the goals when
addressing social determinants of health include increasing healthy equity and reducing
disease prevalence.*3 Health equity refers to everyone having the opportunity to
achieve their full health potential and not facing barriers to this possibility due to socially
determined circumstances. Reducing disease prevalence includes making efforts
towards reducing obesity, cardiovascular disease, diabetes, cancer, and other
conditions, all of which can be influenced by social determinants of health.*
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INTRODUCTION

Health disparities can be defined as significant differences between populations,
including the incidence, prevalence, mortality, and burden of disease, as well as other
adverse health effects.! Determinants of health disparities include individual behaviors
or characteristics (smoking); biology and genetics (family history, gender, race, and high
blood pressure); social environment (income, education, and discrimination); physical
environment (distance to care, transportation, and weather); and the health system
(access, availability, quality, and insurance).?

Health disparities have public policy implications. The federal government’s
“‘Healthy People” initiative has for three decades created national 10-year objectives
designed to improve the health of all Americans. In each of those decades, health
disparities were a primary focus. For Healthy People 2020, health disparity is one of
four principal health measures that serve as progress indicators in meeting national
goals. The others are general health status, health-related quality, and determinants of
health.34

The condition of individual health is of concern to the individual, family, and
insurers; however, the aggregate of health concerns for individuals and families has
significant implications for the overall healthcare system and its ability to design a model
of delivery to improve health status.

Health policy and the healthcare system must contend with a number of key
factors associated with population health. These factors shape the environment in which
healthcare is delivered, how it is delivered and paid for, and how it is structured for
future generations. The factors influencing population health and health disparities
include: access, cost, quality and outcomes, and availability of healthcare and health
services.

“North Dakota has been described as a low-cost, high-quality state in
which the cost of care, relative to other states, is lower; importantly, the
quality of care delivered is considered high.”

Access to care refers to the ability to gain entry into the health system. This can
include the availability of health professionals and institutional access points such as
hospitals, public health units, clinics, and services for emergency medical care, long-
term care, behavioral and mental health, oral health, pharmacies, and other factors.
Access is a core issue because it directly addresses the ability of people to maintain or
improve their health status. First, in order to address any health concern, people need
to be able to meet and talk with health and medical providers and have physical access
to a clinic or hospital. Limitations on access can lead to unmet health needs and
medical outcomes, and can add to healthcare costs. Numerous factors can restrict
access to care, including an individual’s ability to purchase health services (e.g., level of
income, insurance coverage, employer-sponsored health insurance, and current
health); the supply of health professionals and the types of providers and medical
specialties available; financial viability of health organizations and health systems; and
the location of health facilities. In North Dakota, natural barriers such as distance,
weather, road conditions, and ethnicity or race also are important. Later chapters will
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address, in more detail, specific North Dakota access issues (i.e., healthcare
organization and infrastructure).

The cost of care is another influence on individual health. North Dakota has been
described as a low-cost, high-quality state in which the cost of care, relative to other
states, is lower; importantly, the quality of care delivered is considered high. It thus is a
higher-performing state.® Even in a relatively low-cost state like North Dakota, cost has
been and remains a concern within public policy discussions. For example, the
Community Health Needs Assessments (CHNA) that are required of all nonprofit
hospitals under the Affordable Care Act (ACA), found that the high costs of healthcare
to consumers was the fifth-most common health need identified by community members
out of a list of 21 items. The finding was based on data from 39 of the 42 hospitals in
North Dakota (2014—-2016), providing strong evidence of concern. The number one
health issue was behavioral health, followed by mental health, and health workforce.® In
general, healthcare costs in the United States are high in comparison with other well
developed countries, accounting for about 17.2% of gross domestic product (GDP),
which is a common and accepted measure of economic production and activity.” In
comparison, healthcare in the next most expensive countries, Switzerland and
Germany, accounts for approximately 12.4% and 11.3% of GDP, respectively. In
looking at the average for the 34 countries of the Organization for Economic
Cooperation and Development (OECD), the United States is about 9 percentage points
higher than the OECD average of only 8.9%. Healthcare spending in the United States
is expected to top 20% of GDP by 2021. Regarding per-capita spending, in 2016 the
United States spent $9,892 versus Switzerland ($7,919) and Norway ($6,647). Per
capita health spending in the United States is roughly 2.5 times greater than the OECD
average ($4,003).8 At the same time, our high costs do not necessarily translate into the
best health outcomes, because the United States ranked 43rd in life expectancy (224
countries compared) and 55th in infant mortality (225 countries compared).® In
comparison with 1970, when the United States had a life expectancy rate that was one
year above the OECD average, in 2017 the United States had a life expectancy that
was more than two years below the OECD countries.'® Life expectancy rankings have
remained the same and infant mortality has improved in the United States since 2016.

“As a country, we spend a great deal of money that does not seem to
contribute positively to key health outcomes.”

The United States consumes more health care services than other countries. For
example, 25% of Americans take four or more prescription drugs regularly compared
with a median of 17% for residents of OECD countries.! Thus, the subject of healthcare
costs is germane to a general discussion of population health and health disparities. As
a country, we spend a great deal of money that does not seem to contribute positively to
key health outcomes.

The quality of care that is delivered in a healthcare system relates directly to
population health. According to the Institute of Medicine (IOM), there are six principal
aims to improving health that should be followed: safety, effectiveness, patient
centeredness, timeliness, efficiency, and equity.'? In general, by making improvements
within each of the six aims, the healthcare system performs better by being more
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responsive to patients’ needs, improving patient safety, basing care on the science of
best practices in order to be more effective, reducing delays in the delivery of care, and
increasing the degree of equity to provide adequate access and improved quality to
patients regardless of socioeconomic status, geographical location, race, and gender.
Each of these is a challenge in the current arrangement of care access and delivery.
While some healthcare systems have national reputations (Mayo Clinic and the
Geisinger Medical Center) for how they provide quality care in more seamless
structures, other systems are less developed with regard to system transformation.
Elements of national health reform (patient centeredness, research-driven best
practices, prevention focus, and outcomes) were based on the experiences of the more
developed healthcare systems that were motivated to restructure their delivery systems
to ultimately improve performance and quality. A number of pivotal publications called
attention to the need for change in the U.S. healthcare system. The IOM in its seminal
work, To Err is Human: Building a Safer Health System, found that each year
somewhere between 44,000 and 98,000 people die in U.S. hospitals as a result of
medical errors.'® This groundbreaking document, along with a subsequent work entitled
Quality Through Collaboration: The Future of Rural Health, signaled a challenge to
healthcare providers, health sector industries, and policymakers to seriously rethink the
U.S. health system to address the systemic issues plaguing our country.’

The fourth primary driver of health policy for improved population health is the
availability of healthcare providers. This issue is a central subject of this Sixth Biennial
Report and will be discussed in more detail in Chapters 4—6. The supply and demand of
healthcare professionals and providers is fundamental to health improvement. There is
a long-standing maldistribution of most provider disciplines, particularly in medicine, and
particularly in rural areas of North Dakota. Patient-centered coordinated-care models
under the ACA are dependent upon a well-prepared and adequate supply of healthcare
professionals. In addition, the ACA supports the training of 16,000 new primary care
providers over five years and calls for a number of either new or expanded policy
instruments to address the healthcare workforce.'® For example, there is a significant
expansion of the National Health Service Corps (NHSC); creation of state healthcare
workforce development grants and rural physician training grants; support for additional
nursing training, allied health recruitment and retention, and public health training;
mental and behavioral health support; and a number of other initiatives.'® All of these
efforts are intended to increase the availability of health providers.

The remainder of this chapter will look at specific issues associated with
behavioral risk factors and population health. It is intended to help the reader better
understand the issues that affect not only the population at hand but also to serve as a
general context for subsequent discussions of access to care, availability of providers,
quality of care, and cost factors.

BEHAVIORAL RISKS

Table 3.1 shows the percentage of adults in North Dakota who have in common
the behavioral risk factors of smoking, drinking alcohol, binge drinking, drinking and
driving, not wearing a seat belt, and not exercising at least moderately from 2013 to
2018. Improvements over time can be seen in the rate of adults smoking, seatbelt use,
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and physical activity. All measures related to alcohol use showed an overall decreasing
trend from 2013 to 2018 with some variance between years. Along with the decrease in
percent of persons who drink alcohol or binge drink, the number of DUI arrests have
decreased. This is evidenced by the number of DUI arrests which decreased by 6.2%
from 2018 to 2019 (5,148 to 4,828), according to the North Dakota Attorney General’s
office."”

BEHAVIORAL RISK TRENDS

Table 3.4
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Behavioral risk factors are an important aspect of any health discussion. They
have components that operate at the most basic individual, social, and global public
policy levels. According to the World Health Organization (WHO), the 10 leading
behavioral causes of death worldwide (factors such as high blood pressure, tobacco
use, high blood glucose, physical inactivity/overweight, alcohol use, and high
cholesterol) account for 33% of all deaths. Global healthy life expectancy would be
extended by five to 10 years if individuals, communities, health providers and health
systems, and the private and public sectors initiated processes to better address,
influence, and control global disease burden risk factors.20-2'

“For eight of 10 general health measures, North Dakotans are relatively
healthier than the country as a whole, however North Dakota scores
slightly worse on overweight/obesity.”

GENERAL HEALTH

Table 3.2 shows the percentage of adults in North Dakota who have common
general health issues of disability, overweight/obesity, fair/poor general health, one or
more days in the past month with poor health, poor physical health, and poor mental
health.
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Comparison with National Benchmarks

Part of the explanation for the relative good health and health outcomes in North
Dakota may relate in part to more healthful lifestyles. For eight of 10 general health
measures, North Dakotans are relatively healthier than the country as a whole (e.g.,
fair/poor health, high cholesterol, high blood pressure, diabetes, cholesterol screen,
influenza immunization, asthma, and sigmoidoscopy/colonoscopy). Recently, in North
Dakota, the number of people who are overweight and obese was reported greater
(65.8% versus 58.9%), and the state has a lower pneumonia immunization rate than the
U.S. overall (32.5% versus 30.5%). In the Fifth Biennial Report, it was reported that
North Dakota scored slightly worse on overweight/obesity by having 62.8% of the
population so classified versus a national rate of about 60%. Thus, for both the state
and the nation the obesity rate is increasing; however, the rate for the country as a
whole is increasing at a faster rate. Obesity/overweight status is a health problem that
contributes to many health conditions, including cancer, diabetes, and heart disease.
The percentage of North Dakotans viewing themselves as having only fair or poor
health has decreased over the past two years: 14.8% in 2016 to 13.9% in 2018;
however, the U.S. rate in 2016 (17.7%) was higher than the state rate.??

Health Promotion

Although generally less of a problem in North Dakota than nationally, obesity
rates have been increasing over time. The primary goals of the Healthy People 2020
initiative are to (1) attain high-quality, longer lives free of preventable disease, disability,
injury, and premature death; (2) achieve health equity, eliminate disparities, and
improve the health of all groups; (3) create social and physical environments that
promote good health for all; and (4) promote quality of life, healthful development, and
healthful behaviors across all life stages. The Centers for Disease Control and
Prevention (CDC) uses Health-Related Quality of Life (HRQOL) process metrics to
better determine the burden of preventable diseases, injuries, and disabilities. This
involves both self-reported chronic diseases such as diabetes, arthritis, breast cancer,
and hypertension; and risk factors such as body mass index, physical inactivity, and
smoking status. According to the CDC, the measurement of HRQOL indicators can
assist in establishing the relationship between the burden of preventable diseases,
injuries, and disabilities with risk factors. The measurement also is part of the national
process in achieving national health objectives such as those found in Healthy People
2020. A related set of measures are Healthy Days metrics, which assess an individual's
perceived sense of well-being (self-rated health, number of recent days when physical
health was not good, number of recent activity limitation days because of poor health).
Although these are proxy measures, they are an accepted means to establish a
measure of health status. Health organizations and public programs use Healthy Days
metrics to identify health disparities, track population trends, and build coalitions or
health-provider and community-based networks around ideas to solve health disparities.
The analysis of HRQOL data can be used to determine public policy options for
community solutions affecting both individuals and society. These data do not isolate
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race, but considering that American Indian reservations are rural, one can assume this
distinct subpopulation should be considered when evaluating policy options associated
with HRQOL or Healthy Days-related data.

HEALTH CONDITIONS

Health conditions that are not directly tied to behavioral risk factors have showed
varied trends from 2013 to 2018. It is likely that obesity is a common, but indirect, cause
of many of these associations. For example, high cholesterol, high blood pressure,
arthritis, and diabetes all are more common in obese patients. Thus it should come as
no surprise that many of these conditions show similar prevalence gradients as does
overeating with obesity.

Compared with national benchmarks, North Dakotans have a lower prevalence of
various non-behavioral related health conditions than in other states, no doubt
contributing to our better state of overall health. In 2015, North Dakotans had a lower
prevalence of high cholesterol (34.8% compared with 36.1%), high blood pressure
(30.3% compared with 31.8%), asthma (12.7% compared with 13.5%), and diabetes
(8.7% compared with 10.7%) than nationally. Table 3.3 shows the percentage of North
Dakotans reporting various health conditions since 2013.
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Chronic Disease

An important issue when examining the dynamics of health status is chronic
disease. Chronic disease is commonly associated with aging, but people of all ages can
experience it. Common chronic diseases include the following: cancer, heart disease,
stroke, diabetes, chronic obstructive pulmonary disease (COPD), and arthritis.
Significant health risk factors include smoking, lack of physical activity, and poor
nutrition. Engaging in healthful behavior reduces the risk for iliness. Chronic disease
causes 7 in 10 deaths each year in the United States, and heart disease and cancer
together account for about 48% of all deaths. About 117 million Americans (roughly half
of all adults) live with at least one chronic condition. About one-fourth of the people with
a chronic disease have experienced significant limitations in daily activities. More than
86% of the cost of healthcare in the United States is related to chronic disease.?32*

High blood pressure, a risk factor for cardiovascular disease, is a highly prevalent
condition that contributes to premature death, heart attack, stroke, diabetes, and renal
disease.?® High cholesterol, a risk factor for cardiovascular disease, diabetes, and other
diseases, can be controlled to some degree by diet, exercise, and weight. High blood
pressure and high cholesterol found together in the same patient create more medical
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problems, placing that patient at even greater risk. The ACA requires new health plans
to cover preventive services for certain populations, including testing for high blood
pressure and cholesterol.?6 Newer concepts such as patient-centered medical homes
and health system delivery and payment channels such as accountable care
organizations (ACOs), bundled payment models, and pay for performance will be used
to facilitate better care coordination and disease management (Chapter 7 has more on
health reform and ACOs).

Chronic disease is a concern both nationally and statewide. Under the ACA, all
nonprofit hospitals must conduct a community health needs assessment (CHNA) every
three years and develop an action or implementation plan. In the Fourth Biennial
Report, discussion focused on the identification of obesity and physical inactivity and
chronic disease management as high priorities at the community level. That covered the
2011-2013 period. At this time, a second round of assessments are being completed.
Analysis of 41 rural communities finds that obesity and physical inactivity are still
identified as community health issues. The most prevalent issue is related to behavioral
and mental health. Throughout the state, community coalitions have been initiated to
develop solutions to address CHNA needs, such as obesity and physical inactivity and
related issues. Some of these have been supported through funding from the Medicare
Rural Hospital Flexibility Program or the Blue Cross Blue Shield of North Dakota Rural
Health Grant Program. The focus of the Blue Cross Blue Shield of North Dakota grants
is on physical activity and wellness.

Children’s Health

Children’s health (birth to 18 years) is critically important because what we
experience growing up can affect our health, attitudes about health, and our ability to
change or manage our behavior. There are family genetic traits that can either act as
barriers or serve to steer our health in positive directions; however, our attitudes and
behavior as we mature are significant factors as well. Our early experiences as we
mature have been shown to affect healthful development cognitively, socially,
emotionally, and physically. How a child behaves, learns, and adjusts in school and
society is affected by health. How they interact with others and learn to interact relates
to their health. How they move through life—education, work, having children—has a
connection to their health status when they were in early and middle childhood. All of
this can be referred to as “pre-disease pathways,” which can manifest as medical
conditions and adult health issues later.? Healthy People 2020 developed seven topic
areas covering more than 60 adolescent health objectives. One of the topic areas is
prevention of adult chronic diseases. This includes the following:3

» Reduce the proportion of adolescents ages 13—15 years with untreated
dental decay in their permanent teeth.

« Reduce tobacco use by adolescents (9th- through 12t"-grade students).

* Reduce the proportion of children and adolescents who are obese (12- to
19-year-olds).

* Increase the proportion of adolescents who engage in daily school
physical activity.
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* Reduce pregnancies among adolescent females (ages 15-19).
» Reduce the proportion of adolescents engaging in binge drinking (ages
12-17).

As shown in Table 3.4, adolescent females have a generally poorer behavioral
risk profile than do adolescent males for drinking alcohol, having long-term health
problems, and not exercising moderately; however, adolescent males have greater
issues with tobacco use, drinking and driving, not wearing a seat belt, and being
overweight and obese.
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Cancer

Cancer is the second-leading cause of death among adults in the United States
(second only to heart disease and stroke) and affects an estimated one in three
individuals in their lifetime, either through their own diagnosis or that of a loved one.
Increasing innovations in medical technology have led to earlier diagnoses and
improved treatment of many cancers, resulting in more people diagnosed with cancer
surviving each year. Currently, approximately 16.9 million Americans with a history of
cancer were alive in 2019.28

According to the American Cancer Society, about 30% of cancer deaths are
caused by smoking cigarettes. 2 In other words, approximately 181,956 out of an
estimated 606,520 cancer deaths were attributed to the use of tobacco in 2020.
Overweight and obesity have been found to contribute to about 14% to 20% of all
cancer deaths. There is also evidence that being overweight increases the risk for
cancer recurrence and decreases the likelihood of survival. Some researchers have
postulated that the continuing public health problem of obesity will actually contribute to
either a leveling off or actual decline in life expectancy in the United States. These
deaths could be prevented. The five-year relative survival rates for cancer have
improved significantly over the past 30 years, from 49% between 1975 and 1977 to 68%
between 2003 and 2009.2%2° This improved survival rate clearly is a consequence of
earlier diagnosis. Yet it should be noted that earlier diagnosis does not necessarily
change the natural history of the disease. Thus, while the survival rate (people alive
despite a diagnosis of cancer) has gone up substantially, the cancer mortality rate has
fallen only a little.>* The American Cancer Society estimated that there would be 1.8
million new cancer cases diagnosed in 2020 in the United States.?8

Age is a primary risk factor for most cancers, with about 86% of all cancers
diagnosed among individuals aged 55 or older. Men have about a 1 in 2 lifetime risk of
developing cancer whereas for women the risk is about 1 in 3. Although virtually anyone

41 Biennial Report 2021 UND School of Medicine and Health Sciences


https://med.und.edu/publications/biennial-report/_files/images/2021/sixth-report-table-3-4.png

can experience cancer, some groups are more likely than others to be diagnosed with
certain types of cancer; cancer incidence varies by race and ethnicity.?®

According to the American Cancer Society, the disparities in the cancer burden
among racial and ethnic minorities are the results of obstacles to prevention, early
detection, and high-quality treatment. In addition, poverty is a serious factor. African
Americans are more likely than any other group in the United States to develop and die
from cancer. Hispanics have the lowest incidence and mortality rates for lung cancer;
however, for uterine or cervical cancers, they have the highest incidence. The American
Indian and Alaska Native populations have the highest kidney cancer incidence and
mortality rates.?® Available data indicate that cancer incidence for American Indians is
lower than the U.S. population as a whole; however, the American Indian population is
much younger (about 28 years on average versus 36 years for the United States
overall) and cancer tends to be more prevalent in older populations. Over the past 30
years, the incidence and death rates have been rising; cancer survival rates for
American Indians are the lowest of any ethnic group.3°

As the second-leading cause of death in the country, cancer and cancer control
command a place in U.S. health objectives. Healthy People 2020 presents 20 separate
cancer targeted objectives. For example, one objective is to reduce the overall cancer
death rate by 10% (from 179.3 deaths per 100,000 to 161.4 deaths per 100,000).3

“Digestive system cancer, including colorectal, is the most commonly
diagnosed cancer in North Dakota, followed by breast cancer. For reasons
that are unexplained, North Dakota also has the highest incidence rate of
colorectal cancer of any state.”

In North Dakota, females are more likely to develop cancer than men up to the
age of 55, but thereafter the incidence of cancer in men markedly increases relative to
women (Table 3.5 and Figure 3.2). Digestive system cancer, including colorectal, is the
most commonly diagnosed cancer in North Dakota (Table 3.6 and Figure 3.3), followed
by breast cancer. Conversely, lung cancer is the most common cause of cancer death,
and although prostate cancer is more common in men, it causes fewer deaths since
many men die with their prostate cancer, rather than from it. Importantly, the risk of
cancer incidence in North Dakota is somewhat higher than in the rest of the nation
overall (Figure 3.4), although it is higher for bladder and lung cancer nationally (Figure
3.5).

It is noteworthy that North Dakota leads the nation in the incidence of some
cancers. For example, the incidence of chronic lymphocytic leukemia (CLL), a disease
of the elderly, is more common in North Dakota than in any other state. This is a
particularly unusual occurrence because most cases of CLL are diagnosed “incidentally”
during routine medical exams performed for other reasons. The relative scarcity of
health care professionals in North Dakota, discussed in subsequent chapters, would act
to underestimate the true burden of CLL, which often is not the cause of death (and thus
would not appear in mortality statistics). One possible reason for the high rates of CLL
in North Dakota is the high exposure to radon. Radon, a naturally occurring gas, is a by-
product of uranium, which is common in soils in the upper Plains, and is a cause of
several types of leukemia. Research at the University of North Dakota has shown that

42 Biennial Report 2021 UND School of Medicine and Health Sciences



CLL rates by county, in many states (including North Dakota), is positively correlated

with levels of radon measured in homes.3'

“North Dakota leads the nation in the incidence of some cancers. For

example, the incidence of chronic lymphocytic leukemia (CLL), a disease of

the elderly, is more common in North Dakota than in any other state.”

For reasons that are unexplained, North Dakota also has the highest incidence
rate of colorectal cancer of any state and shows a three-fold variation in colorectal
cancer rates among North Dakota counties. The cause of the majority of colorectal

cancers is unknown. Because colorectal cancer is the third most common cancer in the

U.S. in terms of incidence and mortality, a better understanding of colorectal cancer in
North Dakota could improve the health of North Dakotans and of the U.S. overall.
Colorectal cancer incidence rates among North Dakota counties are shown in Figure

3.1.
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Screenings and Immunizations

Table 3.7 shows the percentage of adults in North Dakota who have had
screenings for high cholesterol (past five years), prostate-specific antigen (PSA), home
blood stool test (ever), sigmoidoscopy/colonoscopy (ever), mammogram (ever), Pap

smear (ever), flu vaccine (past year), or pneumonia vaccine (ever).
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According to Healthy People 2020, people in the United States continue to
develop diseases that are preventable. The increase in life expectancy (from about 49
years in 1900 to 78.8 years in 2012) is the result, in part, of a significant reduction in
infectious disease mortality associated with the development of immunizations.3

The development of a public health infrastructure has also played a major role in
improved life expectancy (focusing on water safety, infectious disease control, safer and
more healthful foods, healthier mothers and babies, family planning, tobacco control,
vaccinations, motor vehicle safety, more healthful and safer workplaces, and the decline
in deaths from coronary heart disease and stroke).?°

Vaccines are among the most cost-effective clinical preventive services and are
a core component of any preventive service package. Childhood immunization
programs provide a particularly high return on investment. According to the CDC, for
children born between 1994 and 2013, vaccination will prevent an estimated 322 million
illnesses, 21 million hospitalizations, and 732,000 deaths during their lifetime.3¢

Health screenings are an important way to evaluate risk factors for disease
(cancer, cardiovascular, diabetes). Baseline data are acquired that can assist
physicians and other providers to track measures of blood pressure, cholesterol, blood
sugars, weight and height, and body fat. It provides the evidence needed both for
prevention and disease management. Health screenings also aid the patient in being
more proactive in their own care, and adequate baseline data can spur heightened
interest and involvement on the part of the patient.

The importance of various health screenings is discussed in Healthy People
2020. For example, the monitoring and management of weight, blood pressure, and
cholesterol can reduce adults’ risk for heart disease and diabetes; routine screening can
detect certain cancers (breast, colorectal, and skin) at earlier stages that are then
treatable; and regular check-ups for adults 65 and older can help to screen for age-
related conditions such as eye disease and hearing loss.3

Mortality

Nationally, premature mortality is higher in rural areas than urban areas. In North
Dakota, Figure 3.6 shows the expected number of deaths for each age group among
metropolitan, micropolitan, and rural areas. The North Dakota data indicate that the
state’s mortality rates have exceeded the national rates from 2000 through 2017, but
were lower than the U.S. rates in 2018 and 2019 (Figure 3.7). The most recent national
data indicate that mortality can vary for rural and urban areas by age. For example, the
age-adjusted death rates for people from one to 24 years of age indicated that rates for
those living in most rural counties was nearly half as much in this age cohort than for
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those living in most urban counties, and 36% higher than people in suburban areas. For
the 25-t0-64 age cohort, age-adjusted death rates in suburban areas was roughly 15%
lower than urban counties and over 30% lower than rural counties. In the oldest age
cohort, 65 and older, the rural rate exceeded the urban death rate by about 13%.37:38

U.S. mortality rates have trended lower since the 1960s for both urban and rural
areas, although there is an upward trend since 2009. But since the early 1990s,
mortality rates in urban and rural areas have diverged somewhat. From 1969 to about
2009 (most recent data), male rural mortality has declined at an average annual rate of
1.09%, which was significantly slower than the 1.40% decline noted for men in urban
areas. Similar trends are seen among women in rural and urban areas, 0.68% and
0.98%, respectively.3?

Death rates from unintentional injuries, suicide, and chronic obstructive
pulmonary disease were higher in rural areas than in urbanized counties and suburban
areas. The rural rate exceeded the suburban rate by 86% for unintentional injuries.

“Despite the recent increase in the opioid problem, North Dakota has the
lowest rate of drug deaths in the country.”

Since 2016, there has been an increased awareness of the growing problem of
opioid addiction and deaths.*° Drug overdose is now the leading cause of accidental
death in the United States with an estimated 46 people in the country dying from
overdose of prescription opioids per day.*' Drug overdose deaths now exceed motor
vehicle crashes. Heroin-related mortality rates increased by roughly 19 percent from
2014 to 2015. In 2016, 475,000 people age 12 or older were current heroin users and
3.4 million people who were 12 or older were nonmedical users of prescription pain
relievers.4? Research establishes that the rural opioid problem is disproportionally
greater. Nevertheless, despite the recent increase in the opioid problem, North Dakota
has the lowest rate of drug deaths in the country. Some research indicates that rural
adolescents are more likely to abuse prescription pain-killers than urban adolescents.*?
Other research studies have found the misuse of nonmedical prescription opioids is
concentrated in states with large rural areas.**

Motor vehicle crashes are a form of unintentional death and would likely be a
contributing factor in geographical comparisons. Between the years 2013 and 2015, the
United States age-adjusted suicide rate for rural counties (19.74 per 100,000 people)
was higher than both medium/small metropolitan counties (16.77) and large
metropolitan counties (12.72).4* Rural males have a 32% higher mortality rate from
suicide than males nationally. The lower respiratory disease death rate also was higher
in rural areas. The rate for rural males was 47% higher than for urban males.3®

The rural maternal mortality rate is higher than in urban areas. Likely contributing
factors are rural women have less adequate prenatal care, are more likely to be on
public health insurance or have no insurance, and have less access to adequate
primary care. The latter issue is related to the general lower supply of rural-based
primary care combined with less direct access to obstetricians because of fewer
obstetricians practicing in rural areas — likely due to malpractice and liability
concerns.3845
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Changes in Mortality

Although U.S. mortality rates have shown a steady increase since 2009, mortality
rates in North Dakota have been more variable (Figure 3.7) as they slightly trend up or
down depending on the year. However, there has been an overall decline from the year
2000 (910.3) to the year 2019 (820.0).%” Figure 3.8 shows changes in mortality rates for
metropolitan, micropolitan, and rural areas, as well as North Dakota overall.

Neurodegenerative Diseases

Neurodegenerative diseases are a range of illnesses that cause the death of
nerve cells. These include Alzheimer’s disease (AD), Parkinson’s disease, motor
neuron diseases (the most common of which is amyotrophic lateral sclerosis), as well
as relatively rare genetic disorders such as Huntington’s disease. Statistics for most of
these diseases are generally less reliable than those for cancer, as cancer is a
reportable disease (a disease for which statistics on incidence and mortality are
mandated by federal law), whereas mortality data for other diseases must rely on death
certificates and other passive means of reporting. However, it is important to note that
one in 10 Americans suffers from AD. This is both an important medical and financial
issue as dementia care is among the most expensive conditions for society to manage.
Death certificate data indicate that North Dakota has the nation’s highest death rate
from AD.#’ This is likely due, at least in part, to the facts that AD is strongly age-
dependent and that ND has the second-highest proportion of seniors age 85 and older
in the nation. For example, individuals 65 and older comprised greater than 14.0% of
the population of the state in 2011 and this population is projected to increase by 50%
by 2025. For reasons that are unknown, Midwestern and Plains states also have
significantly higher mortality rates of amyotrophic lateral sclerosis, a progressively
paralyzing disorder that is usually fatal within 3-5 years of diagnosis.
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“Death certificate data indicate that North Dakota has the nation’s highest
death rate from Alzheimer’s Disease.”

SUMMARY

There are a number of factors that influence health status of individuals and
communities that are tied to socioeconomics, geography, workforce supply, and health
policy. These factors can contribute to behavioral risks, chronic conditions, preventive
care, and mortality. In recent years North Dakota has improved in the behavioral risk
areas of smoking, alcohol use, and physical activity; however, seatbelt use decreased
for North Dakota adults. The general health of North Dakotans has shown an increase
in overweight/obese persons and in one or more poor health days, and remained
relatively stable in the number of disabled persons. The percentage of adults reporting
chronic health conditions has shown variance in recent years with fluctuating trends
showing similarities between 2013 and 2018. Similar to adults, children’s risk behaviors
in recent years have shown increases in trends related to alcohol and being
overweight/obese, but a decrease in smoking. North Dakota has a much higher
incidence rate of both chronic lymphocytic leukemia and colon cancer when compared
to the U.S. North Dakota has the highest rates of death from Alzheimer’s disease, as
well as plains states having significantly higher mortality rates of amyotrophic lateral
sclerosis. Health screenings have also shown variances in some areas in recent years.
Lastly, mortality rates in North Dakota have decreased in the past few years.
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CHAPTER FOUR: Physician Workforce in North Dakota
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PHYSICIAN DISTRIBUTION IN NORTH DAKOTA
Distribution by Geography

Physician distribution in North Dakota varies significantly by geography, with a
higher population to physician ratio in rural counties than in counties with larger cities
(Figure 4.1). Fifteen of North Dakota’s 53 counties, with a combined population of
28,939 (4% of North Dakota’s population), have no practicing patient-care physicians.
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Distribution of North Dakota Physicians Compared to the Upper Midwest and the
Nation

When comparing the availability of physicians to provide healthcare services in
North Dakota with regional and national benchmarks, it is important that the
comparisons are of similar designations. There are a number of ways to select
physicians for analyses, and analyses often are not clear about the criteria applied. The
following are examples of the criteria that can be used for analysis: patient care,
specialty, resident training status, age, Doctor of Medicine (MD)/ Doctor of Osteopathy
(DO) status, federal/nonfederal status, practice geography, gender, primary care status,
specialty status, patient-care status, practice type status, medical school of origin, and
international medical school status.

“North Dakota has the lowest number of residency slots per medical
school student in the country, there are significantly fewer residents
on a proportional basis than any other state in the nation.”

Differences in employment criteria can result in significant differences in
physician counts and in workforce analysis results. Table 4.1 shows the allopathic
physicians (MDs) in North Dakota and the United States for the years 1985, 1990, 1995,
2000, 2012, and 2017. This table includes all U.S. MD physicians except for those from
U.S. territories. The table shows that across the years, North Dakota has trailed the
United States in all physicians per 10,000 people. However, the disparity between the
number of North Dakota physicians per 10,000 population and the U.S. average has
generally remained consistent. North Dakota has the lowest number of residency slots
per medical school student in the country, there are significantly fewer residents on a
proportional basis than any other state in the nation.
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It is difficult to reconcile differences between data from different sources. Thus,
exact numbers, ratios, and text can vary somewhat from one place in this report to
another, though the differences are not significant. To minimize differences, data for this
report have been carefully garnered from the same source in an effort to be sure that
the comparisons are as accurate as possible.

In 2017, North Dakota had more than 1,600 practicing patient-care physicians. Of
those physicians, 44% graduated from the University of North Dakota (UND) School of
Medicine and Health Sciences (SMHS) or from a UND residency program, or both.? The
difference in 2017 physician-to-population ratios per 10,000 population is illustrated in
Figure 4.2. The ratio for North Dakota is 14.9% lower than for the United States as a
whole and 7.7% lower than in the comparative Upper Midwest states (lowa, Minnesota,
Montana, Nebraska, South Dakota, Wisconsin, and Wyoming).

Distribution by Gender

North Dakota had fewer female physicians per 10,000 population than the
Midwest and United States during 2017 (Table 4.2). North Dakota has 27.2% fewer
female physicians than the United States and 17.6% fewer female physicians than the
Upper Midwest. Although not as dramatic, the ratio of male physicians per 10,000 is
also lower than both the Upper Midwest and the United States. The UND SMHS, like
most medical schools in the country, currently graduates about equal numbers of men
and women, so it could be anticipated that the relative number of female physicians in
North Dakota will increase over time.

Tahle d2
Gender of physitians per 10,008 population in North Dikota with comparisons, 2017
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The overall ratio of female physicians in North Dakota in metropolitan areas (per
10,000 population) is lower than the ratio for the Upper Midwest and United States; the
ratio of female physicians was slightly higher in micropolitan areas. The North Dakota
male physicians per 10,000 population ratio is higher in metropolitan counties than in
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the Upper Midwest and all U.S. counties. Regardless of gender, the ratio of physicians
in rural areas is below that for the Upper Midwest and the Nation.

“The deficit of North Dakota physicians is in rural areas where we fall
behind both the Upper Midwest and the nation in the number of
physicians per 10,000 population.”

Distribution by Geography

Figure 4.3 shows that North Dakota has a higher ratio of physicians (per 10,000)
in metropolitan areas than either the Upper Midwest or the Nation. By the same
measure, the ratio of North Dakota physicians in micropolitan areas is nearly equal to
that of the Upper Midwest and is higher than that of the Nation. The deficit of North
Dakota physicians is in rural areas where we fall behind both the Upper Midwest and
the nation in the number of physicians per 10,000 population.
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Table 4.3 shows the percentage of differences between the rate (per 10,000
population) of office-based physicians in North Dakota, the Upper Midwest physicians,
and the United States in general. North Dakota has 17.1% fewer office-based
physicians (per 10,000 population) than the United States and 8.9% fewer office-based
physicians than the Upper Midwest overall. Compared to Upper Midwest and U.S. rates,
North Dakota has higher rates for metropolitan counties, approximately the same rates
for micropolitan, and lower rates in rural counties.
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Regarding hospital-based physicians, North Dakota metropolitan counties have
more physicians per 10,000 population than the Upper Midwest and United States by
17.9% and 29.2%, respectively. For micropolitan areas, North Dakota similarly has
more by 40.4% and 46.8%, respectively. In rural counties, North Dakota has 7.1% fewer
physicians than the Upper Midwest and 14.3% more physicians than the United States.
The data indicates that North Dakota physicians in metropolitan and micropolitan
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counties are more likely to be in a hospital-based practice than the comparison groups.
This likely is a reflection of North Dakota’s emphasis on family medicine and primary
care, which are clinic and office-based practices.

Distribution by Age

Table 4.4 shows the age of physicians distributed by geographic areas. Overall,
North Dakota has fewer physicians in all age groups (per 10,000 population) than does
the Upper Midwest and U.S. comparison groups, except in the 35-44 age group where
N.D. has more physicians than the Upper Midwest. However, North Dakota has more
physicians in metropolitan counties across all age categories except for the 75 and
older group. North Dakota has fewer physicians in rural counties in all age categories
than does the Upper Midwest and United States comparison groups except for the
younger than 35 and 75 and older age groups. Table 4.4 indicates a maldistribution of
physicians in N.D., the Upper Midwest, and the U.S., where the lowest number of
physicians are in rural areas and the highest ratio of physicians is in metropolitan areas
by a large factor. Figure 4.4 shows that the North Dakota physician age structure is
similar to that of the Upper Midwest states and U.S. comparison groups, though North
Dakota’s physicians are a little less likely to be 75 and older. It is important to note that
North Dakota has the highest percentage of physicians in the 35 to 44 age group, which
would suggest that they will be in the physician workforce for a number of years. Figure
4.5 shows that North Dakotan physicians are slightly less likely to be female compared
to physicians in the Upper Midwest and U.S. However, North Dakota has a greater
percentage of IMG physicians and physicians working in a hospital-based practice.

“There is a maldistribution of physicians in N.D., the Upper Midwest,
and the U.S., where the lowest number of physicians are in rural
areas and the highest ratio of physicians is in metropolitan areas by
a large factor.”

Figure4.4. Physiclan peroent by age cateqgary with comparisans. Figurea,

Distribution by Origin

Medical school graduates are dispersed widely across the nation with their
location strongly influenced by such factors as the location of their residency training,
specialty choice, opportunities, home origins, and their spouse’s origins. The smaller or
more specialized the medical residency training, the greater the nationwide market is for
their graduates. For example, the market for primary care physicians is more regional,
while the market for neurosurgeons is more national and international.
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“North Dakota is a net medical school graduate physician exporter.
That is, more UND SMHS graduates practice in other states than
other states’ graduates are practicing in North Dakota.”

Table 4.5 shows that of the 1,438 physicians currently practicing in North Dakota
that were trained in the United States, 680 (47%) of them graduated from the UND
SMHS. However, of the 2,122 MD graduates from the UND SMHS only 32% are
currently practicing in North Dakota. Minnesota supplies the largest number out-of-state
trained physicians to North Dakota (106 or 7%), however North Dakota has exported
436 (21%) of its graduates to Minnesota. In 2019, the balance of migration into and out
of North Dakota by physicians based on medical school state location varied widely with
respect to where the physicians were practicing. This can be thought of as an interstate
balance of trade in medical school training and practice destination (excluding IMG
graduates).

North Dakota is a net medical school graduate physician exporter. That is, more
North Dakota UND SMHS graduates practice in other states than other states’
graduates are practicing in North Dakota. For the UND SMHS, 1,443 medical school
graduates practice outside North Dakota versus 758 graduates of medical schools
outside of North Dakota who are practicing in North Dakota. The resulting interstate
balance of trade between North Dakota and the rest of the nation is —684 to North
Dakota’s disadvantage. This number has increased since 2013, when the balance of
trade was -370.

This out migration can be partly explained by the fact that UND graduates who
want to specialize in any specialty other than family medicine, internal medicine,
psychiatry, general surgery, and transitional have to go out of state for their residencies
because the residency program they chose does not exist within North Dakota (for
example, cardiology). In 2019, of the 1,438 U.S. medical school graduates practicing in
North Dakota (excluding graduates from Canada and other countries), 758 or 53%
graduated from medical schools outside of North Dakota. Overall, North Dakota benefits
from the influx of physicians who trained in other parts of the nation.

“The out migration of physicians can be partly explained by the fact
that UND graduates who want to specialize in any specialty other
than family medicine, internal medicine, psychiatry, general surgery,
and transitional have to go out of state for their residencies because
the residency program they chose does not exist within North
Dakota.”
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The most important predictor of eventual practice location for physicians is where
physicians obtain their residency training. Other predictors include location of medical
school, where they grew up, and geographic origin of spouse when applicable. Many
physicians, especially those in primary care, start practicing in the general vicinity of
where they completed their post-medical school residency training. The beneficial
effects of North Dakota residencies are readily apparent as 49.5% of physicians
graduating from those residencies stay in North Dakota.?

Of the 1,772 physicians practicing direct patient care in North Dakota in 2019,
488 (28%) completed at least one residency within North Dakota while 1,284 (72%) did
not. Of the 1,428 physicians who completed at least one residency in North Dakota,
64.2% (917) practice in other states and 35.8% (511) practice in North Dakota (Table
4.6).

Among current practicing physicians in North Dakota, approximately 27.5% (488)
completed their most recent residency in North Dakota. Other common state
residencies were located in Minnesota (10.2%, 180), Michigan (7.2%, 127), New York
(6.4%, 113), Wisconsin (4.4%, 78), Texas (2.9%, 51), Ohio (2.7%, 48), and California
(2.7%, 47). In addition to the individual states listed, North Dakota physicians frequently
completed their most recent residency in various other states across the U.S. (24.7%,
438).

“Among current practicing physicians in North Dakota,
approximately 27.5% completed their most recent residency in North
Dakota.”

In contrast, the current practice locations of physicians who completed at least
one residency in North Dakota were also examined. Here, 35.8% (511) of physicians
who currently practice in North Dakota completed at least one residency in the state as
well. Approximately 224 (15.7%) of N.D. residency graduates currently practice in
Minnesota; 4.7% (67) practice in California; 3.2% (45) practice in Texas; 3.3% (47)
practice in Wisconsin; and 1.1% (15) are currently working in Michigan. In addition to
the specific states listed in Table 4.6, 28.8% (411) of those who completed a N.D.
residency now work in other states across the U.S.

In examining both the balance of trade among physicians and residencies, this
translates into both gains and losses for North Dakota. For example, North Dakota lost
44 physicians to Minnesota, but gained 112 from Michigan. It lost 20 physicians to
California, but gained 31 from Wisconsin. Additional gains include six from Texas, 101
from New York, and 29 from Ohio. Moreover, North Dakota received 27 physicians from
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other states across the U.S. Together, this results in a total net influx of 344 physicians
into North Dakota.

North Dakota has a positive balance of physicians who completed their residency
training in other states and who are now practicing in North Dakota. There are 1,095
physicians with no North Dakota residency training currently practicing in North Dakota
and 917 North Dakota residency graduates practicing out of state. The net influx of
residents trained outside of North Dakota and now working in North Dakota is 344. This
makes North Dakota a large net importer of other states’ residency graduates.

“One of the most important predictors of whether physicians
establish a clinical practice in North Dakota is if the physician

attends the UND SMHS and completes at least one residency in-
state.”

One of the most important predictors of whether physicians establish a clinical
practice in North Dakota is if the physician attends the UND SMHS and completes at
least one residency in-state. Table 4.7 shows that the majority of family medicine
physicians practicing in North Dakota either graduated from UND SMHS or completed a
residency in North Dakota. This same trend is also noted for other specialties.
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Residency Training in North Dakota

Figure 4.6 shows the location and relative number of trainees in North Dakota’s
physician residencies. The number of different specialties where a residency can be
performed within North Dakota was limited to family medicine, internal medicine,
psychiatry, general surgery, and transitional.” Recently added residencies are available
in hospitalist medicine, rural surgery, telepsychiatry, hospital medicine, and rural family
medicine. Transitional residencies are a yearlong program designed to introduce
graduates to a wide range of medical and surgical specialties with the goal of building a
broad foundation of clinical skills as a base for future training in a medical specialty.
Table 4.8 shows the current numbers of residents in the programs.
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“Through the funding of the Healthcare Workforce Initiative (HWI),
the North Dakota Legislature provided support to permit expansion
of graduate healthcare provider class sizes, with the addition of 16
medical students per year (total 64) and 30 health sciences students
per year (total of 90).”

As will be discussed in greater detail in Chapter 12, approval and state funding
for 17 additional residency slots per year (total of 51) has been provided in North
Dakota. New positions have been awarded since 2012 to UND’s Center for Family
Medicine in Bismarck (rural family medicine, in conjunction with West River Health
System in Hettinger); UND’s Center for Family Medicine in Minot (rural family medicine
in conjunction with Mercy Medical Center in Williston); UND Department of Surgery
(rural general surgery); UND Department of Psychiatry and Behavioral Science (rural
psychiatry); Catholic Health Initiatives-St. Alexius Medical Center (hospitalist and
geriatrics); Sanford Health in Fargo (family medicine); and Sanford Health in Bismarck
(geriatrics fellowship).

Through the funding of the Healthcare Workforce Initiative (HWI1), the North
Dakota Legislature provided support to permit expansion of graduate healthcare
provider class sizes, with the addition of 16 medical students per year (total 64) and 30
health sciences students per year (total of 90).

Physician Specialty and Rural Location

North Dakota’s patient-care physicians practice in many different specialties. Of
the direct patient care physicians practicing in North Dakota in 2019, the most prevalent
physician specialties included family medicine at 364 (22.6%); general internal medicine
at 162 (10.1%); general surgery at 110 (6.8%); internal medicine specialties (5.8%);
radiology (5.3%); anesthesiology (5.1%); psychiatry at 76 (4.7%); and general pediatrics
at 78 (4.8%). These specialties account for nearly half of the practicing physicians
(49.0%) in the state. None of the remaining specialties account for more than 5% of
North Dakota’s practicing physicians.?

The geographic distribution of physicians is discussed in Chapter 5 in the context
of primary care physicians. The more specialized areas of practice are centralized in the
state’s larger cities where the populations are sufficient enough to support them and
they have the necessary threshold populations whose reimbursements make their
practices viable.

61 Biennial Report 2021 UND School of Medicine and Health Sciences


https://med.und.edu/publications/biennial-report/_files/images/2021/sixth-report-figure-4-6.png
https://med.und.edu/publications/biennial-report/_files/images/2021/sixth-report-table-4-8.png

International Medical Graduates

International Medical Graduates (IMGs) play a crucial role in the U.S. healthcare
system.® Currently, IMGs account for approximately 25% of the practicing physician
workforce in the United States and is expected to grow in the future.® They are expected
to fill needed positions in family medicine, internal medicine, surgery and pediatrics that
are not being filled by U.S. medical school graduates. Forty one percent of IMGs of
practicing IMGs are in primary care disciplines, with internal medicine having the
highest number of IMGs." In addition, they are more likely to practice in rural areas or in
areas that serve socioeconomically disadvantaged populations.

IMGs make up about one-fourth of the North Dakota physician workforce, which
was similar to the situation across the country in 2015. In 2015, 26.3% of all physicians
were IMGs, compared to 16.2% for the upper Midwest and 23.5% for the U.S. IMGs are
a critically important component of the professional workforce in North Dakota and
throughout the country. They are defined as medical school graduates from any country
outside of the United States and Canada.

All three geographic areas of North Dakota have relatively more IMG physicians
per 10,000 population than does the Upper Midwest and United States (Table 4.9). The
distribution of IMG physicians in North Dakota is similar to the distribution of U.S.
Medical School Graduates, in that the highest density is in the metropolitan areas and
lowest density is in rural areas.

“International Medical Graduates are more likely to practice in rural
areas or in areas that serve socioeconomically disadvantaged
populations.”

The demographic characteristics of IMGs compared to USMGs in North Dakota
is similar. In 2017 the gender breakdown for IMGs compared to USMGs was 74% male
compared to 70%, respectively. The average age of IMGs was 49.4 compared to 51.2
for USMGs. When examining physician specialty, IMGs were slightly more primary
care-oriented than USMGs with 38.7% and 37.1%, respectively. IMG Surgeons
represented less than half the rate of USMGs with 8.4% and 20.5%, respectively. IMGs
were in Internal Medicine at four times the rate of USMGs with 25.1% and 6.4%,
respectively.

Of the 444 IMGs in North Dakota, 171 practice in primary care. Of those 171, 74
(43.3%) practice in general internal medicine. Of those 74 general internal medicine
IMGs, 45 (61%) completed a general internal medicine residency in the state of North
Dakota. Comparatively, of the 111 internal medicine specialty IMGs, 15 (13.5%)
completed a residency in North Dakota while the rest were trained out-of-state.
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Table 4.9
Rate of MGs and USMGs with comparisons, 2019'%¢

N.D Upper us.

Midwest
MG 6.2 4.2 64
WMetropolitan 9.5 54 73
WMicropolitan 49 25 26
Rural 12 10 12
Metropali %7 263 24
WMicropolitan 10.9 145 1.9
Rural 49 80 87

The largest numbers of IMGs practicing in North Dakota come from India,
Pakistan, and Dominica (West Indies) (Table 4.10). There was a higher percentage of
IMGs practicing in North Dakota in 2017 from India (7% of North Dakota’s practicing
physicians) than in any other state (Minnesota having the next highest percentage at
6%).

“If not for the HWI, the combination of the aging of the state’s
population, increased healthcare coverage, and the increase in the
Oil Patch’s population would result in the demand for physicians
outpacing the supply.”

Projection of Physicians in North Dakota

If not for the HWI, the combination of the aging of the state’s population,
increased healthcare coverage, and the increase in the Oil Patch’s population would
result in the demand for physicians outpacing the supply. All other things being equal, if
the population of North Dakota does not expand at an increased rate but at the slower
historical rate, the rate of physicians per 10,000 population will increase slightly until
2020 and then remain stable through 2045. As shown in Figure 4.7, the standard
projection of population growth shows a relatively steady supply of physicians relative to
the population, but only if the HWI measures continue to be implemented in full. Full and
continuing implementation of the HWI will help ensure that adequate healthcare delivery
teams will be available throughout the state. Note that with the recent North Dakota
State Government’s budgetary challenges, two approved residencies are having their
implementation delayed.
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One important variable in projecting the future supply of physicians in North
Dakota is when they decide to retire. Recent projections by his, Inc., in conjunction with
the Association of American Medical Colleges, have shown a nearly 10% predicted
difference in eventual workforce levels that occur if retirement is accelerated or delayed
by as little as two years.'® Because physician burnout and job dissatisfaction appear to
be increasing (at least in part because of the burden of dealing with the electronic health
record),’ the frequency of early retirement may increase. The estimated average age of
physician retirement at present is 67 years, but it is uncertain that this will continue to be
the case in the future. For example, over one-third of surveyed physicians have
indicated that they plan to accelerate their retirement plans because of frustration with
the healthcare system, but there is little evidence so far that they actually are doing so.'3
Nevertheless, it is possible that one-third (or even more) of all currently active
physicians might retire within the next decade." If this were to occur, it clearly would
exacerbate the existing physician shortage and distribution problem.

SUMMARY

The supply of North Dakota physicians lags behind the nation, especially in rural
counties (6.0 physicians per 10,000 citizens compared with 8 in other Upper Midwest
states and 7.0 for the United States). Aging is a problem because more than half of
North Dakota’s physicians (61.3%) are 45 to 74 years old. Though a large proportion of
North Dakota’s physicians were IMGs and Canadian physicians (29.2%) in 2015, the
state lacks large numbers of physicians from other states.

As the physician population in the state continues to age, a large number will be
retiring and will need to be replaced. As the North Dakota population also ages, there
will be an increased need for physician care. The Oil Patch’s recent growth in
population has the potential to reduce the number of physicians to serve people by
nearly one-half. Low oil prices can potentially reduce this problem in so far as lower oil
process tend to result in fewer people moving to western North Dakota counties.

The supply of physicians within North Dakota is not only influenced by the above
circumstances, but by others external to it. U.S. medical schools are increasing their
output of graduates, which should be helpful for filling the growing need for more
physicians in North Dakota. However, there are trends that are changing the national
and international playing field for North Dakota regarding its ability to attract more
physicians. With more demand for healthcare across the country, more physicians
produced by medical schools and residency programs will likely remain in their training
states, and North Dakota could experience fewer physicians moving from those states
and programs into North Dakota to practice. Likewise, the increases in the number of
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U.S. medical school graduates could reduce the numbers of IMGs from U.S. residency
programs, and North Dakota may experience a reduction in the number of IMG
physicians coming to North Dakota to practice.

Thus, now is not time for a business-as-usual approach in the face of all the
specifics addressed in this chapter. These influences are likely to lead to fewer
physicians within North Dakota to serve its growing population and significant growing
number of older adult citizens. North Dakota is vulnerable to various trends and
circumstances over which it has little control. In the face of all this, it is critical that North
Dakota continues to control its own fate by appropriately continuing to invest in and
support the HWI to train healthcare professionals, including physicians, who will practice
within North Dakota. Finally, it is important to provide opportunities for young adult North
Dakotans to train to be physicians.
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CHAPTER FIVE: Primary Care and Specialty Provider Workforce in North Dakota
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PRIMARY CARE PHYSICIANS

Primary care physicians are the foundation of the North Dakota healthcare
delivery system, and access to them by all of North Dakota’s population is an
overarching goal. Primary care physicians are defined as physicians in the specialties of
family medicine, general internal medicine, and general pediatrics. Specialist physicians
can provide some primary care services but focus on specific medical areas. The
specialist physicians addressed in this chapter are psychiatrists, general surgeons,
general pediatricians, and obstetrics/gynecology.

“Primary care physicians are the foundation of the North Dakota
healthcare delivery system, and access to them by all of North
Dakota’s population is an overarching goal.”

PRIMARY CARE PHYSICIAN DISTRIBUTION IN NORTH DAKOTA
Distribution by Geography

The North Dakota population per primary care physician is shown in Figure 5.1.
There are no primary care physicians in 16 counties which have a combined population
of 42,275.12 Counties with greater than 2,500 people per physician also may have
primary-care-physician shortages. Even in counties with the lowest population-per-
primary-care-physician rates there may be primary-care-physician shortages because of
travel distances to alternative care and high needs for care.

P

" o [l
Figura 1. Pogulain e primary care physician in North Dakotz, by county, 2019,

DISTRIBUTION OF NORTH DAKOTA PRIMARY CARE PHYSICIANS COMPARED
TO THE UPPER MIDWEST AND THE NATION

Distribution by Geography
The ratio of primary care physicians (including residents who are medical
graduates undergoing a period of advanced training in their medical specialty before

practice as a physician) in North Dakota per 10,000 population is similar to the United
States but higher than for the Upper Midwest (Figure 5.2).
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Figure 5.3 shows that across North Dakota, the Upper Midwest, and the United
States, the practicing-primary-care-physician-to-10,000-population ratios are lower for
rural counties. For metropolitan and micropolitan counties, North Dakota’s rate per
10,000 population is higher than for the Upper Midwest and for the United States.
Regarding rural counties, North Dakota trails the Upper Midwest (4.0 versus 5.2) and
the United States (4.0 versus 4.1) in the number of physicians per 10,000 population.
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Figure 5. Primary care physicians ger 1,000 population in North Dakota, with
aniparlsons, 2017.5

Of the 627 primary care physicians practicing in North Dakota in 2019, 63.0%
(395) were family physicians, 25.5% (160) were general internists, and 11.5% (72) were
general pediatricians.’

Distribution by Selected Characteristics

Table 5.1 shows the percentage of primary care physicians broken down by
gender, hospital-based practice, and international medical graduate (IMG) status. Of the
627 primary-care, direct patient care physicians practicing in North Dakota, 57.8% are
located in metropolitan counties, 12.1% in micropolitan counties, and 30.0% in rural
counties. Rural counties have a lower percentage of physicians who are female than
metropolitan or micropolitan counties (38.8% rural versus 46.0% micropolitan and
41.2% metropolitan). The percentage of hospital-based physicians in metropolitan areas
is 63.4% versus 26.0% in rural counties. That is, metropolitan based primary care
physicians are more likely to practice in conjunction with a hospital rather than other
settings. As shown in Table 5.1, the percentage of North Dakota physicians who are
IMGs varies by metropolitan status (10.8% up to 52.9%). In North Dakota, 16.3% of all
primary-care, patient-care physicians are IMGs, with an additional 2.5% having received
their medical degrees in Canada. Approximately 1 in 4 practicing primary care
physicians in North Dakota did not graduate from a U.S. medical school. Currently,
IMGs account for approximately 25% of the practicing physician workforce in the United
States.
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“Rural based primary care physicians are more likely to practice in
conjunction with a hospital rather than other settings.”

Table 54
Percen! of primary care physicians in North Dakota who are famale, have
hospitable-based practices, and are MHGs, 20184

Haspitale
Based 1)

Area (5] Female (%)

NG5

Mekogelan 3 58 H2 654 4

Mirzgolfar ki3 N 40 06 108

Pual 188 il 38 il

Total 25 44 s 163

Distribution by Age

A comparison of the age structure of North Dakota’s primary care physicians
compared with those of the Upper Midwest states (lowa, Minnesota, Montana,
Nebraska, South Dakota, Wisconsin, and Wyoming) and the United States is depicted
in Figure 5.4. North Dakota’s primary care physicians are more likely to be in the under
35 group and more likely to be in the 35 to 44 age group in comparison to the Upper
Midwest and U.S. as a whole. In the 45 and older group, North Dakota shows the same
trends as in the other comparison regions.

The age distribution of North Dakota primary care physicians is shown by
metropolitan status in Table 5.2. The percentage of primary care physicians for rural
counties is dramatically higher for the 65—74 age category than for the micropolitan and
metropolitan county categories (20.5% versus 9.3% and 7.8%, respectively). The
micropolitan and metropolitan county categories are similar in their age structures. Rural
counties have the lowest percentages of physicians in the less than 35 and 35-44 age
categories. The implication of this finding is the susceptibility of rural counties in North
Dakota to the impending retirement of a relatively large portion of their primary-care-
provider workforce. Similarly, the small number of younger physicians, especially those
under 35 years of age, in rural counties indicates the difficulty of attracting recent
graduates to rural North Dakota’s counties.
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Table 5.3 shows that North Dakota has comparatively more primary care
physicians in the less than 35 and the 35-54 age categories, and fewer or the same in
the older age categories when compared to the upper Midwest and the U.S. The rates
of primary care physicians are much higher for metropolitan and micropolitan areas than
for rural areas in North Dakota, the Upper Midwest, and the United States, shown in
Table 5.3.

Table 5.4 shows that North Dakota has a slightly higher percentage of its primary
care physicians practicing in office-based practice than in the Upper Midwest or the
United States. North Dakota has a slightly higher percentage of its primary care
physicians practicing in hospital-based practice than in the two geographic comparison
groups. The ratios for all three groups are lower as the counties become more rural.

Table 54
ivah

f piimary North Dakota
with comparisons, 20174
ND. Upper Midwest Us
Office. 112 1 100
Neopalan 150 121 104
Miropolian 92 82 73
Rira b 81 i
Hospital 16 15 1A
NMexopalan 0 16 12

Iizropol:an 12 12 06

Fira 13 12 &

Distribution by Origin

Four out of 10 (43.7%) primary care physicians in North Dakota graduated from
the UND School of Medicine and Health Sciences (Figure 5.5). Figure 5.6 shows that
over half (53.1%) of North Dakota’s primary care physicians obtained their residency
training from a residency program based in North Dakota. Taking the locations of both
medical school and residency training into account, more than half (68.3%) of the
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primary care physicians currently practicing in North Dakota received one or both types
of training within North Dakota (not shown in figures).

“Four out of 10 (43.7%) primary care physicians in North Dakota
graduated from the UND School of Medicine and Health Sciences”

Table 55
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Table 5.5 shows the states from which North Dakota’s primary care physicians
graduated from medical school on the left side, and where past graduates of UND
SMHS now practice on the right side. This analysis permits a comparison of physician
migration patterns.

The balance of migration into and out of North Dakota by primary care physicians
based on medical school state location varied widely with respect to where the
physicians were practicing. Specifically, 357 of the 607 graduates of the UND SMHS
are primary care physicians practicing outside of North Dakota. However, 163
graduates of medical schools outside of North Dakota are practicing primary care within
North Dakota. That means that North Dakota has a net loss of 193 SMHS graduates to
other parts of the United States. The largest number of SMHS graduates lost is to
Minnesota.

An important predictor of eventual practice location is where physicians obtain
their residency training. Many physicians start practicing in the general vicinity of where
they completed their post-medical-school residency training. Table 5.6, using 2017 data,
shows the states where North Dakota’s practicing physicians completed their residency
training on the left side, and where graduates of North Dakota’s residency programs
now practice on the right side. Of 585 North Dakota primary care physicians practicing
in 2013, 280 (47.8%) completed their residency within North Dakota while 299 (51.1%)
did not.

“An important predictor of eventual practice location is where
physicians obtain their residency training. Many physicians start
practicing in the general vicinity of where they completed their post-
medical-school residency training.”

North Dakota is a net importer of other states’ residency graduates. Of the 625
total North Dakota-trained residency graduates who are practicing, 358 (57%) practice
in other states and 267 (43%) practice in North Dakota. Of North Dakota’s total primary
care physicians in 2019, 53% completed residency training in North Dakota.
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SPECIALTY CARE PHYSICIANS
Distribution by Geography

As can be seen in Figure 5.7, most of North Dakota’s practicing specialists are
located in Fargo, Bismarck, Grand Forks, and Minot. Given the specialist geographic
distribution and the generally low numbers of specialists per population, a significant
portion of North Dakota’s population is a long distance from specialists, with long travel
times to their nearest specialist physician. Note that in this analysis, general pediatrics
is considered a specialty and not part of primary care.
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‘Figure 5.7, Location of specialty physicians in North Dakota, 2018,

Distribution by Selected Characteristics

Within North Dakota, rural counties have a lower percentage of their psychiatry
and OB-GYN specialist-care physicians who are female than metropolitan counties
(Table 5.7). Overall, the majority of pediatricians and obstetrics and gynecology
specialists are female. In contrast, only about 11% of general surgeons in North Dakota
are female. However, the very small number of rural county general pediatricians (two)
renders any meaningful analysis problematic. Micropolitan counties have lower
percentages of female specialists as do metropolitan counties for general surgery and
pediatrics and higher percentage of female specialists for psychiatry and OB-GYN. For
all four specialties, the number of rural county specialists are so few that meaningful
comparisons with metropolitan and micropolitan areas are not prudent. Clearly, there is
a significantly lower percentage of female specialists in general surgery (10.9%) than in
psychiatry (47.4%), general pediatrics (57.7%), and OB-GYN (61.9%).
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Approximately 23% - 29% of specialty physicians work in hospital-based practice
(Table 5.7). The majority of those physicians are located in metropolitan areas, the
smallest number in rural areas. While IMGs account for a quarter of North Dakota’s
practicing physicians, they account for substantially lower percentages of general
surgeons (10%), general pediatricians (14.1%), and OB-GYNs (4.8%), but more for
psychiatrists (32.9%).

The percentage of specific specialty physicians by age and the three geographic
categories is portrayed in Table 5.8. General surgeons (57.3%) and psychiatrists
(57.9%) are more likely to be in the 45-64 age category, whereas general pediatrics
(62.8%) and OB-GYN (60.3%) are more likely found in the 35-54 age category.

Table 58
‘Pereeit of specialiats n North Cakors ty age and ares, 201744

ol T o0 oo | oo | ne | e

North Dakota’s specialists-per-10,000-population ratios for general pediatricians
and OB-GYNs are lower than for the Upper Midwest and U.S. ratios (Figure 5.8). The
North Dakota ratio for general surgeons is the same as the Upper Midwest but lower
than the United States, and its ratio for psychiatrists is slightly lower than for the nation.

Table 5.9
Speciaify physicians per 70,000 population in North Dakota by arss
Wit COmParTsions, 20193

Figura 5.8 Surgeons, prychintrists, gencral 5, and
par 10,000 population In North Dakota with sempanisons.

The specialists-per-10,000-population ratios by rural or urban status for 2019 are
shown in Table 5.9. Across North Dakota and for each specialty, the rural counties have
lower ratios than the micropolitan and metropolitan counties.
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“Most of North Dakota’s population is located within a federally
designated shortage area for primary care. About 1 in 20 people live
in a county that does not have any primary care physicians.”

SUMMARY

Most of North Dakota’s population is located within a federally designated
shortage area for primary care. About 1 in 20 people live in a county that does not have
any primary care physicians. Primary care physicians in metropolitan counties are more
likely to be female than in rural counties. Primary care physicians in rural counties are
more likely to be older. In 2019, there were 627 direct-patient-care primary care
physicians in North Dakota (395 family medicine, 160 general internal medicine, and 72
general pediatrics). North Dakota has a slightly higher ratio of primary care physicians
to population than other Midwest states, but same ratio as the United States when
resident- physicians are included in the comparison. More than half of all primary care
physicians in North Dakota graduated from the UND SMHS or completed a residency in
North Dakota or both.

Of North Dakota’s total primary care physicians in 2019, 53.1% completed
residency training in North Dakota. Of North Dakota’s total primary care physicians
(including IMGs), 43.7% received their medical degree from the UND SMHS.
Considering both North Dakota residency graduates and UND SMHS medical school
graduates, 68.3% of North Dakota practicing primary care physicians received at least
some of their training in North Dakota.

In 2019, there were 121 general surgeons, 62 psychiatrists, 82 pediatricians, and
72 OB-GYNS in North Dakota. As with other physicians in North Dakota, these
specialists are generally more likely to be older, male, IMGs, and in hospital-based
practice when compared with other Midwest states and the United States. North Dakota
has lower ratios of general pediatricians and OB-GYNs per 10,000 population than the
comparison groups, and about the same ratio of psychiatrists as the other states.
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INTRODUCTION

The nursing workforce chapter for the Sixth Biennial Report has been a
successful collaboration between the UND College of Nursing and Professional
Disciplines, the UND School of Medicine and Health Sciences (SMHS) as well as the
SMHS Advisory Board, and the North Dakota Center for Rural Health. It is of utmost
importance that we, as healthcare professionals, attempt to provide a complete picture
of the status of healthcare. There have been and will continue to be increased blurring
of lines between health professions. For an accurate account of the healthcare
workforce and the potential health outcomes associated, the overlapping roles need to
be taken into consideration. North Dakota is a unique state in that the rural nature of our
healthcare systems provides more opportunity for progressive innovation of healthcare
workforce roles.

To demonstrate the nursing roles as clearly as possible in this biennium, we have
used multiple data sources. Licensure data from the ND Board of Nursing (NDBON),
dated January of 2020, provides an account of all nurses licensed in ND as of that
date.’ ND nurses renew licensure every other year by December 31. This licensure data
encompasses licensed practical nurses (LPN), registered nurses (RN), and Advanced
Practice Nurses (APRN) in the state. This data provides basic demographic information
such as age, location of employment, and specialty information. This information was
supplemented with data from the ND Board of Nursing’s annual education report from
the academic year of 2018-19, which provides information on ND nursing school
numbers of applicants and graduates, among other information. The ND Nursing Facility
Workforce Survey from September of 2016 was also used, allowing inclusion of specific
information from long-term care facilities in ND. The ND Hospital Workforce Survey from
December of 2017 rounded out the datasets affording information from both Critical
Access Hospitals (CAH) and Prospective Payment System (PPS) facilities on the
nursing workforce.

AGGREGATE NURSING RESULTS

Data was extracted from the NDBON licensure data as of January 2020. The
NDBON has open licensure renewal from October through December yearly, with most
nursing types renewing every other year. This data is obtained via electronic submission
by the individual applicant or renewing nurse and aggregated by the NDBON for
reporting purposes. All available demographic information was used as well as
certification type, practice type, and educational program attended. Zip codes were
used for determination of Rural-Urban Commuting Area (RUCA) codes. These are a
widely applied national geographic taxonomy based on city/town population (Census
Bureau designation as an urban place/cluster) and on work commuting patterns. This
taxonomy classifies locations into one of four categories: urban, large rural, small rural,
and isolated rural. Urban areas are defined as those with a core city population of
50,000 or greater. Large rural areas have a population between 10,000 and 49,999;
small areas are between 2,500 and 9,999; and isolated small rural areas have

populations smaller than 2,500.2
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Limitations with the licensure data include the self-reporting of information.
Individuals did not always enter their educational information appropriately. Employer
setting and employer practice area may have been misinterpreted by the individual as
there are no clear definitions given in the document. Setting is defined as outpatient
clinic versus inpatient facility, for example. Practice area is the specialty area in which
the applicant might work such as family practice or cardiology. Zip codes were
calculated in order to determine RUCA coding, as this was not available directly from
the data.

The information reported in this section combines all roles and license types of
nursing within the state. North Dakota has 18,396 licensed nurses’. There was a slight
increase in total number of nurses (17,906) reported in the last biennial report. Those
included LPN, RN, and the four APRN roles: Nurse Practitioner (NP), Certified
Registered Nurse Anesthetist (CRNA), Certified Nurse Midwife (CNM), and Clinical
Nurse Specialist (CNS). Total numbers for each role are delineated in Figure 6.1. The
roles are all reported separately in later sections of this document.

Most (72%) of the nursing workforce in ND is employed full-time. Approximately
13% of nurses are employed part-time, about 10% are unemployed, 4% are per diem,
and 1% are retired’ (Figure 6.2). Per diem nurses are defined as nurses who are on the
payroll, but who may not be regularly scheduled, are working flex-time or in an on-call
status.

“Most (72%) of the nursing workforce in ND is employed full-time.”
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North Dakota is a very rural state with only four areas, encompassing six
counties, in the urban classification. Approximately two-thirds of nurses licensed in
North Dakota are employed in an area classified as urban. The remaining third are in
rural areas. More nurses are employed in isolated or large rural areas than in areas with
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a small rural designation’ (Figure 6.3). The distribution of the population of ND is 67%
urban, 14% large rural, 14% isolated rural, and 5% small rural.

“Approximately two-thirds of nurses licensed in North Dakota are
employed in an area classified as urban. The remaining third are in rural
areas.”

Overall, North Dakota nursing programs have educated 56% of nurses currently
licensed in the state. Minnesota nursing programs are a distant second with 24%. About
83% of ND nurses are educated regionally, defined as ND, MN, or SD (Figure 6.4).

“Overall, North Dakota nursing programs have educated 56% of nurses
currently licensed in the state.”

HOSPITAL AND NURSING FACILITY WORKFORCE SURVEY RESULTS

For this Sixth Biennial Report, the North Dakota Hospital Workforce Survey?3
results were included. It provides information on many aspects of the rural and urban
hospital workforce as of December 2017. For the Fourth Biennial Report, the North
Dakota Nursing Facility Workforce Survey* was performed. It provided new information
on many aspects of rural and urban nursing facility workforce during September 2016.
In this section, the results of the North Dakota Hospital Workforce Survey and the North
Dakota Nursing Facility Workforce Survey are presented as related specifically to the
nursing workforce. Information obtained from both surveys on other healthcare
workforce types can be found in other chapters of this Biennial Report. An attempt was
made in 2020 to repeat similar surveys to obtain and analyze more current workforce
data. Due to the demands of the COVID 19 pandemic, it was difficult to obtain updated
data from nursing facilities and hospitals due to a poor survey response rate. Efforts will
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continue on resurveying North Dakota Nursing Facilities and Hospitals so that more
current nursing workforce data can be reported in future Biennial Reports.

NORTH DAKOTA HOSPITAL WORKFORCE SURVEY

North Dakota has 41 licensed and certified general acute care hospitals. There
are currently 36 Critical Access Hospitals (CAHs) and 6 large urban-tertiary Prospective
Payment System (PPS) hospitals. In December 2017, the Center for Rural Health
performed a workforce survey of all of ND’s CAHs and all but one PPS hospital. The
Center for Rural Health staff modeled the questionnaire after one previously used in the
state of Washington. The questionnaire was modified based on feedback from North
Dakota key informants. The paper survey was emailed to all 41 hospital chief executive
officers (CEOs) of hospitals who met the eligibility criteria. A response rate of 100% was
received from the CAHs and 83% from the PPS hospitals.

The questionnaire included items regarding physicians, nurses, and hospital
administrators. Additional questions were asked about workforce related issues. From
the Survey, workforce information was calculated such as current provider-type-specific
FTE employees; FTE positions being recruited; and provider-type-specific vacancy
rates. Because of the abundance of North Dakota hospital workforce information
garnered from the Survey responses, only a portion of it can be included in this Report.
In this section, only nursing workforce information is presented.

Hospital Workforce Survey Limitations

While the findings from the North Dakota Hospital Workforce Survey tell us much
about the short-term general hospital nursing workforce, they may not be generalizable
to all North Dakota nurses who may work in other settings such as nursing homes and
physician offices.

Significant nursing shortages for the hospitals can be ominous for other
employment situations because the hospitals are often able to provide higher wages
and better job conditions than other employers. Systemic shortages of nurses across
North Dakota hospitals are significant in and of themselves because of how they
influence the provision of timely and quality healthcare. Caution needs to be taken in
interpreting the data because some vacancy rates are based on small numbers of
nurses, and many factors influence vacancy rates. For instance, nursing staff vacancy
rates are influenced by hospital need, the salary hospitals are willing to pay, the
availability of employed and unemployed nurses looking for positions, local community
conditions and opportunities, the physical condition of the hospital, and working
conditions. If a facility unsuccessfully recruits for an extended length of time, it may stop
recruiting for the position and limit its services, and the vacancy rate may appear lower
than it would be if there were an adequate supply of nurses.

Employees’ information was requested in FTEs. Generally, this means that an
FTE of 1.0 represents an employee working 40 hours a week. The actual number of
individuals working for the nursing facility will be higher than the FTE count reported.
For example, if two RNs are each working 20 hours a week (0.5 FTE each), it would
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work out to one FTE, while the number of unadjusted individual employees would be
two.

Survey Findings

Figure 6.5 is a depiction of the number of FTE employees for each of the nursing
staff types at North Dakota’s CAHs and PPS hospitals (both internal employees and
external contract employees) in December 2017. By far, RNs (662.6/2861.6) and CNAs
(276/740.3) are the most numerous types of nursing employees for CAHs and PPS
hospitals. CAHs are located in rural areas, whereas, the PPS hospitals are located in
urban cities. Overall, when compared to the other 35 CAHSs, the 6 PPS hospitals
together have a larger number of employees in all nursing staff types. The difference is
due to the fact that CAHs provide fewer healthcare services, and average facility size is
smaller than PPS hospitals. As a result, CAHs employ fewer nursing staff than PPS
hospitals.

North Dakota’s December 2017 statewide vacancy rates for the nursing
workforce at the CAH and PPS hospitals are presented in Figure 6.6. The statewide
rates are calculated by dividing the FTEs currently being recruited for by the sum of the
FTEs currently being recruited plus the currently employed FTEs for each nursing role.
Generally, vacancy rates between 11% and above are considered high. Rates below
5% can indicate a tight and balanced labor market situation.

As seen in Figure 6.6, vacancy rates for some of the nursing workforce could be
considered high at or above 11% including: RNs (12.8%) for PPS hospitals; CNAs
(11%); and NPs (11.4%) for CAHs. Clearly, the large number of RN, CNA, LPN, and NP
vacancy rates are concerning for the clinical care provided at the facilities. Vacancy
rates are costly to both types of facilities because they may hire more expensive
contracted nursing staff and pay current employees’ overtime to fill the vacant positions.
CEOs were asked a general question whether or not vacant positions are regularly
staffed by contract employees. Overall, most PPS hospitals and CAHs use contract
RNs, CNAs, and LPNs to help fill vacant positions.

“Clearly, the large number of RN, CNA, LPN, and NP vacancy rates are
concerning for the clinical care provided at the facilities.”
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The CAH and PPS hospital CEOs were asked the number of months the facility
spent recruiting for vacant nursing workforce positions that were vacant the longest.
Figure 6.7 presents the average number of months spent recruiting for RNs, CNAs,
LPNs, NPs, and Nurse Managers/Clinical Directors. For both CAHs and PPS hospitals,
RN and NP vacancies are open the longest. Overall, CAHs located in rural areas have a
greater problem recruiting for all positions, except for Nurse Managers/Clinical
Directors. One reason could be that rural areas are less populated and therefore have
fewer nursing personnel in the areas. Another reason could be that there are fewer
nurses employed at each of the CAHs as compared to each of the PPS hospitals. Most
likely some nurses in PPS hospitals after initial hire and over time transfer to open
positions located in the same or other departments within the same PPS hospital. In
addition, PPS hospitals are located in highly populated areas that are better located to
recruit new graduates from the state’s nursing education programs. Most of the state’s
nursing education programs with the largest number of graduates are located in urban
areas.

CAH and PPS hospital CEOs were asked to rate the difficulty of recruiting each
of their employee types along a four-point Likert-type scale (1-very easy, 2-somewhat
easy, 3-somewhat difficult, and 4-very difficult). In Figure 6.8, nursing types are included
wherein the mean ratings are shown comparing CAHs and PPS hospitals (on a four-
point scale where 1 = very easy, 2 = somewhat easy, 3 = somewhat difficult, and 4 =
very difficult). For both CAHs and PPS hospitals, CEOs reported that RN vacancies
were the most difficult to fill.
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MEETING ND’S PRIMARY CARE NEEDS

“A focus on recruiting of NPs should be emphasized by healthcare
facilities to help meet the primary care needs of North Dakota’s residents.”

All CAH and PPS hospital CEOs were asked to rate the difficulty of filling primary
care physician vacancies along a four-point Likert-type scale (1-very easy, 2-somewhat
easy, 3-somewhat difficult, and 4-very difficult). Out of the 26 CAHs (n=25/26 reporting)
that employed physicians, the average difficulty was 3.72. The six PPS hospitals (n=4/6
reporting) that employ physicians reported an average difficulty of 3.5. As presented in
Figure 6.8, both have less difficulty recruiting NPs. NPs can provide primary care and
are an important member of the interprofessional healthcare team as they can assess
and order diagnostic tests, diagnose, initiate, coordinate, and evaluate treatment plans
and prescribe medications.® NPs can work independently under the exclusive licensure
authority of North Dakota’s State Board of Nursing.® Therefore, a focus on recruiting of
NPs should be emphasized by healthcare facilities to help meet the primary care needs
of North Dakota’s residents.

Survey Results Summary

The North Dakota Hospital Workforce Survey provides a snapshot of hospital
workforce as of December 2017 that included data from all of North Dakota’s CAHs and
five of six PPS hospitals. The findings show that vacancy rates are not excessively high.
Rates are at 9.1 and higher for RNs, CNAs, LPNs, and NPs. Clearly, the higher vacancy
rates can impact clinical care delivered at hospitals. CEOs reported some difficulty in
filling vacant nursing staff positions; however, RN vacant positions are the most difficult
to fill. Overall, the hospitals reported they currently employ 5693.3 nursing staff FTEs
(not counting the vacancies). Many times, hospitals are one of the largest employers in
North Dakota’s rural towns. In 2020, an attempt was made to survey North Dakota’s
hospitals’ workforce. Due to the impact of the COVID — 19 pandemic, a poor completion
rate was received impacting the results. As a result, the decision was made not to share
those results in this report. In the future, North Dakota’s hospitals will be surveyed
again. Future Biennial Reports are likely to include results from these updated survey
results.
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NORTH DAKOTA NURSING FACILITY WORKFORCE SURVEY

In September 2016, the Center for Rural Health, in collaboration with the North
Dakota Long Term Care Association, performed a workforce survey of all North Dakota
nursing facilities. Please note there are other terms used in place of “nursing facilities”
such as “nursing homes” and “long term care facilities.” The Center for Rural Health
staff modeled the questionnaire after one previously used in the state of Washington.
The questionnaire was modified based on feedback from North Dakota nursing facility
CEOs, North Dakota Long Term Care Association staff, and the Center for Rural Health
staff. The questionnaires were sent to all 81 rural and urban nursing facility CEOs who
met the eligibility criteria. All 81 CEOs were asked to participate by filling out a mailed
paper workforce questionnaire. The questionnaire included 20 questions, one of which
involved asking for staffing information (e.g., number of full-time equivalent internal
employees and contract employees, longest vacant position by employee types, and
difficulty in recruiting by employee type for 24 nursing facility employee types). Other
questions inquired about CEO turnover, employee turnover rates, difficulty recruiting
and retaining nurses, external service contracting, and overtime and salary information.
The data included in this report are for 95.1% of the nursing facility locations (78 of 81
locations).

Limitations

While the findings from the 2016 North Dakota Nursing Facility Workforce Survey
tells us much about the nursing facility workforce, they may not be generalizable to all
North Dakota nurses such as RNs working in short-term hospitals, physician clinics, and
other settings. Caution should be taken in interpreting the data findings because some
vacancy rates are based on small numbers of employees (e.g., regional rates for
employee types that are not numerous even at the state level). For example, regional
and rural/urban vacancy rates for NPs should be viewed with caution because the North
Dakota nursing facilities only employ 21.1 FTEs of NPs. Rates based on these small
numbers may be misleading, but they do represent close to the North Dakota population
of such nursing facility staff and vacancies.

Many internal and external factors influence vacancy rates. For instance, a
nursing facility nurse vacancy rate is influenced by the salaries that other nursing
facilities pay and the salaries being paid by other types of healthcare entities, which in
turn influence the abundance and shortage of specific nurses along with many other
factors. If a facility unsuccessfully recruits for a specific type of employee for an
extended length of time, the facility may stop recruiting for the position and limit its
services. This situation can result in misleadingly low vacancy rates.

Survey Findings

North Dakota’s September 2016 statewide vacancy rates for the nursing
workforce at the nursing facilities are presented in Figure 6.9. The statewide rates are
calculated by dividing the FTEs currently being recruited for by the sum of the FTEs
currently being recruited plus the currently employed FTEs for each nursing role.
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Generally, vacancy rates between 11% and above are considered high. Rates below
5% can indicate a tight and balanced labor market situation.

As seen in Figures 6.9, vacancy rates for some of the nursing workforce are
considered high at or above 11% including: NPs (19.2%) and RNs (13.1%). Vacancy
rates for CNAs (8.9%), LPNs (10.5%), and Nurse Managers (4.1%) are not considered
high. These vacancy rates translate into the following number of FTE vacancies (Figure
6.10): RNs (88.5), NPs (5), LPNs (86.1), Nurse Managers (10.9), and CNAs (299).
Clearly, the large number of RN, LPN, NP, and CNA vacancy rates are concerning for
the clinical care provided at nursing facilities. Furthermore, the nursing facility CEOs
were asked about the duration in months of their longest vacant positions for which they
were recruiting at the time of the survey for each of the employment types. The longest
open vacancies of the employee categories were six months for RNs followed by LPNs
at five months and CNAs at four months.

Figure 6.11 shows the number of FTE employees for each of the nursing staff
types at the nursing facilities including both internal employees and external contract
employees. By far, CNAs are the most numerous type of nursing facility employee with
3,077.1 FTEs. CNAs are a valuable member of the healthcare team because of their
roles and responsibilities. CNAs provide the majority of the individualized personnel
care to each nursing facility’s resident.

Figure 6.12 is more complex than the first three figures as it shows FTEs for the
nursing staff types across three categories: 1) internal employees, 2) external contract
employees, and 3) vacancies for which nursing facilities are recruiting nursing
candidates to fill. External contract nurses are of special significance for two major
reasons: 1) there is a near consensus among nursing facility CEOs that external
contract nurses are often considerably more expensive than comparable internal
nursing staff, and 2) they play an important role, especially for rural nursing facilities.
For the nursing employee categories, not counting the external contract nurses as
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vacancies understates the vacancy rates and potential local supply of employees. The
FTE numbers of external contract nursing employees are listed in Figure 6.13. By far,
the 226.5 FTEs of CNAs is the most numerous employee category. The nursing
shortage financially impacts rural and urban nursing facilities. Even with the contract
nursing employees, urban CEOs indicated that 4.9% of their salary expenditures for all
employees were for overtime, while rural CEOs reported a much higher percentage at
8.3%. Most of the extra cost of overtime is associated with shortages of needed
employees including nursing staff.

Examining the nursing facility workforce at the aggregated state level misses
many of the important intrastate variations in factors such as vacancy rates. Figure 6.14
shows rural and urban differences in the numbers of employed FTEs for four types of
nurses: NPs, RNs, LPNs, and CNAs. Neither rural nor urban nursing facilities employed
many NPs, while both employ large numbers of CNAs. Fewer NPs than CNAs are
required to provide clinical care at the nursing facilities. Overall, there were 2324.1 FTE
nursing staff employed in rural facilities and 2,348.7 FTE nursing staff in urban facilities.
The vacancies for the nurse staff types are illustrated in Figure 6.15. There were 489.6
FTE vacancies for the four types of nurses. There were far more FTE vacancies for
rural nursing facilities (315.7 FTEs) than for their urban counterparts (173.9 FTESs). In
fact, for each of the four nurse types, there were more rural vacancies than there were
urban vacancies. The largest number of vacancies were for rural CNAs (181.4 FTEs).

The FTE vacancy rate percentages for the nurse categories are displayed in
Figure 6.16. For each of the four nurse types, the rural FTE vacancy rates were higher
than for urban. The LPN FTE rural rate of 15% was more than twice as high as the
associated urban rate. Clearly, rural nursing facilities are having a more difficult time
recruiting and retaining the various types of nurses than is true for the urban facilities.

“The largest number of vacancies were for rural CNAs.”

In Figure 6.17, North Dakota’s regional variations in vacancy rates for types of
nurses are presented. The NP results in Figures 6.15, 6.16, and 6.17 should be
considered with caution because of their low numbers (Figure 6.14). However, as
compared to other nursing types, fewer NPs are necessary for providing clinical care at
the nursing facilities. NP vacancy rate is highest in the southeast region and lowest in
the northeast region. However, any rate of NP vacancies can greatly impact care. NPs
are qualified to provide primary care to nursing facility residents. The lowest vacancy
rate was found for LPNs in the Southwest and the highest vacancy rate was found for
LPNs in the Northwest when disregarding vacancy rates for NPs and Nurse Managers.
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Another way of assessing RN rural and urban FTE employment is illustrated in
Figure 6.18. RN FTEs are shown for each of the nursing facilities and by their
rural/urban status. The number of facility RN FTEs varies from 1 through 45. Urban
facilities tend to employ more RNs, but there are some that are smaller and have
relatively few RNs. The figure is a reminder that nursing facilities vary greatly in the
number of RNs they employ.

Figure 618, FTE
facilties.t

All nursing facility CEOs were asked to rate the difficulty of recruiting each of
their employee types along a four-point Likert-type scale (1-very easy, 2-somewhat
easy, 3-somewhat difficult, and 4-very difficult). In Figure 6.19, nursing types are
included wherein the mean ratings are shown comparing rural with urban. Nurses of
various types were listed by urban CEOs as the most difficult to recruit 84.3% of the
time, and they were listed among the three most difficult to recruit 90.5% of the time (the
comparable percentages for rural are 84.3% and 100%). In another question, 84% of
the rural CEOs reported that CNAs had the highest turnover rates of their employee
types (urban 71.4%). In addition, when asked about their most significant recruitment
problems, rural CEOs indicated, in order, the characteristics of their location, a small
pool of local candidates, and low wages. Urban responses were predominantly related
to a small pool of local candidates. Rural and urban CEOs agreed that wages were the
most important obstacle to retaining personnel, including nursing staff.
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Survey Results Summary

The North Dakota Nursing Facility Workforce Survey provides a snapshot of
nursing facility workforce as of September 2016 that includes data from nearly all of
North Dakota’s nursing facilities. Nursing staff, including RNs, LPNs, NPs, Nurse
Managers, and CNAs, are the largest group of employed healthcare workforce in North
Dakota’s nursing facilities. Overall, CNAs are the largest nursing staff type employed by
rural and urban nursing facilities. The findings show that the vacancy rates across the
nursing position types are not excessively high. However, the vacancy rates for CNAs,
RNs, LPNs, and NPs are concerning. Furthermore, these vacancy rates are higher in
North Dakota’s rural areas than in the state’s urban areas. Higher nursing workforce
vacancy rates can greatly impact clinical care received by residents at rural and urban
nursing facilities. Nursing workforce shortage is also costly to nursing facilities because
of the need to hire contract nursing staff and pay current nursing staff overtime to fill
vacant positions necessary to provide care.

In 2020, an attempt was made to survey North Dakota’s nursing facilities.
However, due to impact of the COVID — 19 pandemic, a poor completion rate was
received impacting the results. As a result, the decision was made not to share those
results in this report. In the future, North Dakota’s nursing facilities will be surveyed
again. Future Biennial Reports are likely to include results from this updated survey.

Combining the 2016 North Dakota Nursing Facility Workforce Survey and the
2017 North Dakota Hospital Workforce Survey results, there are approximately 10,366.2
FTEs (4113.2 RNs, 1219.8 LPNs, 4093.4 CNAs, 345.7 NPs, and 594.1 Nurse
Managers) employed at these hospitals and nursing facilities. Of interest to note is that
overall there are more CNA FTEs employed than RN FTEs.

NORTH DAKOTA'’S LICENSED NURSING WORKFORCE BY ROLE

This section presents an overall view of North Dakota’s nursing workforce:
Licensed Practical Nurses (LPN), Registered Nurses (RN), Nurse Practitioners (NP),
Certified Registered Nurse Anesthetists (CRNA), Certified Nurse Midwives (CNM),
Clinical Nurse Specialists (CNS), and Certified Nursing Assistants (CNA). Data is
presented, summarized, and analyzed from the North Dakota Board of Nursing
Licensure Data, and the 2018-2019 North Dakota Board of Nursing Education Annual
Report.
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Licensed Practical Nurses (Licensed Vocational Nurses)

Licensed Practical Nurses or Licensed Vocational Nurses (LPNs/LVNs) work at
North Dakota’s various healthcare facilities, such as hospitals, clinics, assisted living
and nursing facilities, including long term care and nursing homes. LPNs are important
members of the interprofessional health care team and have certain roles and
responsibilities while providing patient care. North Dakota’s Standards of Practice Law
states: each LPN is responsible and accountable to practice according to the standards
of practice prescribed by the board and the profession. It is not the setting or the
position title that determines a nursing practice role, but rather the application of nursing

knowledge.6 The LPN practices nursing dependently under the direction of the
registered nurse, advanced practice registered nurse, or licensed practitioner through
the application of the nursing process and the execution of diagnostic or therapeutic

regimens prescribed by licensed practitioners.6 The administration and management of
nursing by the licensed practical nurse includes assigning and delegating nursing

interventions. Unlicensed assistive persons complement the licensed nurse in the

performance of nursing interventions but may not substitute for the licensed nurse.6 The
licensed practical nurse practices within the legal boundaries for practical nursing
through the scope of practice authorized in the Nurse Practices Act and rules governing

nursing.6 Due to a more limited scope of practice, LPNs are able to work in fewer areas
of clinical practice than RNs. However, an adequate supply of LPNs is critical to
providing care in certain settings such as clinics, ambulatory care centers, nursing
facilities, and rural facilities that coincide with the LPN’s scope of practice.

As of December 2019, there were a total of 3,206 LPNs in North Dakota'. The number
of North Dakota LPNs has decreased from 3,351 reported in the 2019 Biennial Report.
In order to practice as an LPN, an individual must graduate from a practical nursing
education program, pass the National Council Licensure Examination for Practical
Nursing (NCLEX-PN) exam, and apply for licensure in the state. Most practical nursing
graduates have earned either a certificate or an associate degree. The state’s LPNs
have obtained their initial education in several states. However, the majority of North
Dakota’s LPNs achieved their initial practical nursing education from North Dakota
(52%) or Minnesota (40%)" (Figure 6.20). There are fewer LPNs than Registered
Nurses (RNs) in the state since many LPNs continue their education to become RNs.
Each year there are more students graduating from nursing education programs that
are eligible to take the RN exam rather than the LPN exam. Increased salary, career
advancement, and the desire to work in more areas of practice are reasons why an LPN
may choose to become an RN. LPNs are an important member of the healthcare team,
especially in rural areas and at nursing homes. More measures and policies must be
implemented to retain more LPNs from other states such as Minnesota.

“‘LPNs are an important member of the healthcare team, especially in rural
areas and at nursing homes.”
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North Dakota’s Practical Nurse Education Programs

North Dakota currently has seven NDBON-approved practical nurse education

programs.7 One of these programs is located at a tribal college (i.e., Sitting Bull
College). Four of the state colleges collaborate and are part of the Dakota Nursing
Program (Bismarck State College, Dakota College at Bottineau, Lake Region State
College in Devils Lake, Williston State College). In addition, the Dakota Nursing
Program has several distance sites located throughout the state. The remaining two
programs are located at Dickinson State University and North Dakota State College of
Science. Graduates earn either an associate degree or certificate in practical nursing
specific to the program.” Graduates from all programs can apply to take the NCLEX-PN
examination to become LPNs. Table 6.1 provides information on total enroliment,

admissions, and graduates for these programs over the past 5 years.8 Most of these
programs are located in rural areas with the goal of increasing access to individuals for
obtaining their practical nursing education. Overall, the programs have attempted to
increase enrollment and admissions to assist in decreasing the state’s and their rural
community’s nursing shortage (Table 6.1). A possible explanation for a decrease in
graduates was the closing of the practical nursing programs at Fort Berthold Community
College in fiscal year 2014-2015, Turtle Mountain Community College in fiscal year 016-
2017, and United Tribes Technical College in fiscal year 2018-2019.8

Efforts to alleviate the rural and urban nursing shortage must include support for
the state’s practical nursing programs. High school students and community members
should be encouraged to pursue a practical nursing education and remain in the state
after graduation to practice as an LPN. The state’s nursing education programs could
consider giving priority to the state’s residents for admission to their programs thereby
increasing enrollment numbers in these programs to meet the current demand.
Providing incentives for graduates to practice as LPNs in the state could have a positive
impact on the state’s LPN vacancies. For example, in fiscal year 2018-2019, the state’s
nursing programs graduated 199 practical nursing graduates which was a decrease
from the 225 graduates in fiscal year 2017-2018 (Table 6.1). Based on the 2016 North
Dakota Nursing Facility Workforce Survey, the facilities reported 86.1 LPN FTE
vacancies (Figure 6.10) and the remaining graduates could help fill the CAHs and PPS
hospital LPN vacancies (Figure 6.6).
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Table 61
North Dakota's practical nurse program 5 year trends."

Practical Nursing ~~ FY2014-  FY2015-  FY2016- FY2017- FY2018-
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LPN Employment Settings

North Dakota’s LPNs have identified several areas where they currently practice
(Figure 6.21). Practice areas are a part of the healthcare facility or employment setting
and a facility can have several practice areas. The largest number of LPNs (1,321)
identified the area “other” as their main practice area. The area of geriatrics was
identified as the second most common area of practice (733 LPNs)' A large number of
LPNs practice in geriatrics since many are employed at nursing facilities. It is difficult to
determine what practice areas make up the “other” areas.

Figure 6.22 illustrates the employment setting for North Dakota’s LPNs.
Employment setting is related to the specific type of healthcare facility. The maijority of
LPNs practice at inpatient facilities — nursing homes and hospitals (1,160) with nursing
homes being the highest employer at 808 LPNs with the remaining 352 LPNs employed
at hospitals. Outpatient facilities were second to inpatient facilities at 969 LPNs,
followed by community settings at 169."

Setargoye,wnp ey ke Izo

Figure 622, LPNs'employment sttings."

The state’s LPNs vary in employment status as either full-time, part-time, not
employed, retired, or per diem. (Figure 6.23). Most indicated that they are working full-
time (64%) in their current practice. However, 16% LPNs are not employed (same as
those employed part-time), adding further to the nursing shortage. Retired LPNs include
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1% of nurses who are not working, but still maintain their license." Further studies
should explore the reasons why the LPNs choose not to be employed and/or maintain a

license as a retired LPN. Reemployment of these licensed LPNs could help decrease
the state’s LPN vacancies

LPNs identified the city in which they are employed. Based on this information,
the LPNs were assigned a rural-urban commuting area (RUCA) code classification to
identify which category (urban, large rural, small rural, or isolated rural) they are
employed in practice. The majority of LPNs (57%) are working at a facility that is
considered urban based on the assigned RUCA code and 43% of the LPNs are
employed in a rural area (Figure 6.24)."

LPNs can apply for licensure in more than one state so that they can
concurrently practice in several states. The LPN may choose to have more than one
license because he or she lives on a state border, works under contract, or maintains a
residence in more than one state. As of December 2019, the maijority of the state’s
LPNs (94.36%) are licensed exclusively in North Dakota' (Table 6.2). LPNs that
maintain multiple licenses could be contract nurses working at various rural and urban

healthcare facilities. Rural and urban facilities often hire contract LPNs to help fill vacant
positions.

Table 62

Number of states in which LPN are icensed."

Number of States Licensed Frequency Percent

1 301 U4

2 159 50
3 13 04
4 4 01
‘ 5o more 5 02
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Other LPN Demographics

Although the maijority (13.1%) of the North Dakota’s LPNs are in the 25-29 age
group, the average age of the state’s LPNs is 44 years old (Figure 6.25). The state’s
LPNs are aging, with 20.5% of LPNs reporting their age at 60 years and older." It
appears some LPNs are working during their retirement years, but their retirement could
be further contributing to the state’s nursing shortage. Further studies are needed to
explore reasons LPNs continue to work when they are eligible for retirement and find
ways to meet the workforce needs of the older LPN so that they can maintain
employment as long as possible and assist with filling vacant positions.

Registered Nurses

Registered Nurses (RNs) work at North Dakota’s various healthcare facilities,
such as hospitals, clinics, assisted living and nursing (long term care, nursing homes)
facilities. RNs are important members of the interprofessional health care team and
have certain roles and responsibilities when providing patient care. North Dakota’s
Standards of Practice Law states: each RN is responsible and accountable to practice

according to the standards of practice prescribed by the board and the profession.9 Itis
not the setting or the position title that determines a nursing practice role, but rather the

application of nursing knowledge.gThrough the application of the nursing process, the

RN practices nursing independently and interdependently.9 RNs also practice nursing
dependently through the execution of diagnostic or therapeutic regimens prescribed by

licensed practitioners.gThe administration and management of nursing by RNs includes

assigning and delegating nursing interventions that may be performed by others.g The
RN practices within the legal boundaries for nursing through the scope of practice
authorized in the Nurse Practices Act and rules governing nursing.®

As of December 2019, there were a total of 13,768 licensed RNs in North
Dakota.! This is an increase from 13,306 RNs reported in the 20719 Biennial Report. In
order to practice as an RN, an individual must graduate from an approved nursing
education program, pass the National Council Licensing Examination for Registered
Nurses (NCLEX-RN) exam, and apply for licensure in the state. Several initial registered
nursing education degree options exist. Most nursing graduates eligible to take the
NCLEX-RN exam have initially earned either a diploma, associate degree, or a
bachelor’s degree prior to licensure. Some RNs, after receiving an associate degree,
will continue their education and earn a bachelor’s degree. After becoming licensed as
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an RN they can pursue additional education necessary for their area of practice such as
earning a master’s degree and doctorate degrees (PhD — Doctor of Philosophy, DNP —
Doctor of Nursing Practice). North Dakota’s RNs have obtained their initial nursing
education in many states. The majority of the state’s RNs earned their degrees in North
Dakota (56%) followed by Minnesota (21%), and various other states. In addition, some
of the states in which larger numbers of RNs were initially educated include a foreign
country (4%), South Dakota (3%), New York (2%), and Other (14%) states’ (Figure
6.26).

North Dakota’s Registered Nurse Education Programs

North Dakota currently has 14 NDBON-approved registered nurse education

programs.mAII graduates are eligible to take and pass the RN NCLEX exam required
for initial RN licensure. Four of the state colleges collaborate and are part of the Dakota
Nursing Program (Bismarck State College, Dakota College at Bottineau, Lake Region
State College, and Williston State College) in which students graduate with an
Associate Degree. In addition, the Dakota Nursing Program has distant sites located
throughout the state in mostly rural areas associated with each of the four colleges. The
North Dakota State College of Science also offers an Associate Degree. Other state
universities offer a Bachelor of Science (BSN) (Baccalaureate) degree and include
Dickinson State University, Minot State University, North Dakota State University
(NDSU), NDSU Nursing at Sanford Health, and the University of North Dakota.
Concordia College, located in Moorhead, MN, offers a Bachelor of Science
(Baccalaureate) degree. There are three private universities/colleges that offer a
Bachelor of Science (Baccalaureate) degree: University of Jamestown, University of
Mary, and Rasmussen College.'® Table 6.3 provides information on total enroliment,
admissions, and graduates for these programs over the past 5 years. Fort Berthold
Community College closed its Associate Degree nursing program fiscal year 2014-
2015.

“Efforts to alleviate the rural and urban nursing shortage must include
support for the state’s registered nursing programs.”

The Baccalaureate graduate data (Table 6.3) includes some RNs already
practicing who earned a previous diploma or Associate Degree prior to their initial RN
licensure. While total enroliment overall has varied in the Baccalaureate and Associate
Degree programs the past 5 years, the total number of graduates has steadily
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increased. Both types of programs have varied in number of admissions; however, it
may take a few years to see the impact on the total number of graduates. Note that the
Baccalaureate programs vary on when they officially admit their students to the nursing
programs. Mayville State, offers an RN — BSN program where RNs enrolled in the
program are practicing RNs and enroll in an online program to obtain a Baccalaureate
degree. Data for Mayville State University’s graduates are not included in the NDBON
Nursing Education Annual report.

Efforts to alleviate the rural and urban nursing shortage must include support for
the state’s registered nursing programs. In addition, high school students and
community members should be encouraged to pursue a registered nursing education
and remain in the state after graduation to practice as an RN. The state’s nursing
education programs could consider giving priority to the state’s residents for admission
to their programs. More incentives must be implemented to keep the RNs practicing in
the state after graduation. In FY 2018-2019, 721 total registered nursing students
graduated from North Dakota’s nursing programs? (Table 6.3). Some of these graduates
are already licensed as RNs, but some are not. These graduates would have a definite
impact on the RN vacancies if they remained practicing in the state.

Table 63
North Dakotes registered nurse program 5 year trends *
RegistredNurse~~ FY2014- FY2015- FY2016- FY2017- FY2018-
Program Trends a5 A6 AT 29

12 114 12 161 157

587 5% 639 612 06

Total Enrollment 1628 1564 1584 1514 1830

Associte Degree
Program Graduates [ 0 | | e | st

Baccalaureate (BSN) N P P
Program Graduates an 489 488 553 570

Total Graduates 51 59 51 1173 il

“Noletotanclues Basic BS, LPNto B, ipma o BSN, and ADN o BSH.

RN Employment Settings

North Dakota’s RNs have identified several areas in which they currently practice
(Figure 6.27). Healthcare facilities and settings can contain several practice areas. The
largest number of RNs (4,777) identified the area of “other” as their main practice area.
It is difficult to determine exactly what “other” would indicate; however, one could
conclude that “other” would be any of the areas not classified below in Figure 6.27.
Medical/Surgical was the second most common area (1,591)" Medical/Surgical practice
areas can be found mainly in hospitals and outpatient surgery centers.
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Figure 6.28 illustrates the employment setting for North Dakota’s RNs.
Employment setting is related more to the actual type of healthcare facility. Like LPNs,
the largest employer for the state’s RNs is the inpatient facilities (hospitals and nursing
homes) at 6,551." However, unlike the LPN workforce most RNs identified that they
work in hospitals (5,496) with nursing homes (1,055) included in the rest of the inpatient
facility total.? One reason that more RNs are employed in hospitals versus nursing
homes is that the overall patient acuity is found to be higher in hospitals. The RN legal
scope of practice/license allows them to care for higher acuity patients compared to
LPNs. Of interest is that outpatient settings (ambulatory care, clinics) (1,926) were
identified by RNs as the second most common employment setting.” These findings are
expected because of the increased utilization of clinics and outpatient settings for
patient care.

The state’s RNs vary in employment status as either full-time, part-time, not
employed, retired, or per diem (Figure 6.29). Most indicated that they are working full-
time (73%) in their current practice. More RNs are working full-time as compared to
LPNs (64%). Of interest to note is that 9% of the state’s RNs are not employed and 13%
are working part-time exacerbating the nursing shortage. Retired RNs include 1% of
nurses who are not working, but still maintain their license.! Further studies should
explore reasons why the RNs choose to not be employed, work part-time, volunteer,
and maintain a license as a retired RN.

RNs identified the city in which they are employed. Based on this information, the
RNs were assigned RUCA codes classification to identify which category they are
employed in practice. The majority of RNs (68%) are working at a facility that is
considered urban based on the assigned RUCA code. The remainder work in one of the
rural areas (32%)’ (Figure 6.30).
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RNs can apply for licensure in more than one state so that they can concurrently
practice in several states. The RN may choose to have more than one license because
he or she lives on a state border, works under contract, or maintains a residence in
more than one state. As of December 2019, the majority of state RNs (85.71%) are
licensed exclusively to practice in ND (Table 6.4). 1.074 RNs are licensed to practice in
two states which may represent nurses located on ND’s borders. Note that 4.54% RNs
maintain a license in 5 or more states.” RNs that maintain multiple licenses could be
contract nurses hired and working at various rural and urban ND healthcare facilities.
There is a movement toward RN licensure compact agreements. This would require
RNs to be licensed in their home state but could practice in any state included in the
compact agreement. Currently, there are thirty-four states signed into the compact
agreement. This trend could eventually contribute to less RNs with multiple state
licenses and may provide a better picture of the RN’s “home state.” North Dakota is one
of the current compact members.!"
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Other RN Demographics

The majority of state’s RNs are in the age range of 30 - 34 years (15.6%) (Figure
6.31). The average age of the state’s RNs is 43.3 years old. The state’s RNs are aging
with 16.6% of RNs reporting their age at 60 years and older." It appears RNs are
working in their retirement years, but could retire soon, further contributing to the state’s
nursing shortage. Further studies are needed to explore the reasons RNs continue to
work when they eligible for retirement and ways to entice the older RN to maintain
employment as long as possible to help fill vacant nursing positions.
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Nurse Practitioners

Nurse Practitioners (NP) have been recognized as providing care to patients in
the United States since 1965. Currently, NPs must have the following: a bachelor's
degree in nursing, pass state RN licensing exams, have a minimum of one-
year experience as an RN, and then complete either a Masters or Doctorate of
Nursing Practice degree. Upon completion of this degree, the RN must pass a national
certification exam to be licensed and practice as an NP. According to the American
Association of Nurse Practitioners, "NPs assess patients, order and interpret diagnostic
tests, make diagnoses, and initiate and manage treatment plans, including prescribing
medications."'* NPs can work in primary care, specialty care, inpatient, outpatient, and
many other practice areas. NPs can work independently in many states, including North
Dakota, and are a significant addition to many interprofessional healthcare teams.

There are currently 290,000 NPs licensed in the U.S."? Approximately 30,000
new NPs complete their graduate degrees per year. 90% of NPs are certified in a
primary care area, 83% accept Medicare patients, and 80% accept Medicaid
patients.’? NPs hold prescriptive authority, including controlled substances in all 50
states and Washington, D.C."2 NPs provide increased access to primary care,
especially with rural and underserved populations.

There are currently 1,016 NPs licensed in ND, an increase of 163 since the 5%
biennial report. North Dakota has three schools with accredited NP programs, two with
Family Nurse Practitioner (FNP) and one with Adult-Geriatric Primary Care Nurse
Practitioner (AGPCNP) and Psychiatric Mental Health Nurse Practitioner (PMHNP)
programs in addition to an FNP program (see Table 6.5). Of the currently licensed NPs
in ND, 65% were educated within the state, a 1% decline from the last report. 85% of
NPs licensed in ND were educated regionally — including ND, SD, MN, MT, NE, WY,
and IA, again a 1% decline from the last report. Only 2 NPs were listed as educated
outside the U.S. (see Figure 6.32).
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Evidence has shown that RNs who are established in a rural area and return to
school to become NPs tend to go back to their home areas to practice after
graduation.’® North Dakota currently has three colleges or universities that offer the
nurse practitioner graduate degree. Limitations on enroliments to NP educational
programs are a nationwide problem. This is primarily due to lack of qualified faculty and
availability of clinical preceptors.

“In ND currently 40% of nursing faculty are over age 51, with 18% over age
61.”

Retirements in the next ten years will compound an already detrimental faculty
shortage. The shortage is also impacting future nursing workforce with 35% of RNs
seeking NP training out of state. Many of these who attend school out of state may then
be recruited by out of state facilities. Some of these RNs will attend primarily online
schools, but still need to have a preceptor near their home to meet requirements of their
NP program. The availability of preceptors, and the willingness of healthcare facilities to
accept students will limit the number of NP graduates.

Healthcare facilities across the nation are constantly overwhelmed with
healthcare students needing preceptors and clinical hours. This has led to the
necessity of forming internal processes or even departments for management of student
scheduling within many healthcare systems. In turn, this creates a bottleneck for
enrollment and progression of NP students through their curriculum. This occurs in ND
as well; primarily in our larger urban centers. Programs not associated with a medical
system are reliant upon the good will and voluntary efforts of providers and their
institutions to allocate time for student experiences as NP programs do not have the
funding to pay preceptors. In some areas of the U.S., the healthcare facilities require
payment, this can fall to the NP program or the student which can be prohibitive.!”
Some states have started providing monies or incentives to preceptors and healthcare
facilities. Ultimately, the NP programs are limited in how many students can be placed
in certain areas of the state at any given time due to these parameters set by healthcare
facilities.

The NP role was originally developed to increase the numbers of primary care
providers. Several specialties of NPs have evolved over the past 50 years so registered
nurses could be trained in a particular NP specialty area. Additionally, many primary
care NP designations such as Family Nurse Practitioner or Adult and Geriatric Nurse
Practitioner may also lend themselves to specialty practice. This occasionally depends
on job availability within the NP’s home area. Many primary care NPs are either
choosing or are involuntary taking positions outside of primary care due to lack of NP
primary care positions. This trend is most seen in more urban areas, both in North
Dakota and in the U.S."8
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46% of NPs licensed in ND are working in primary care areas such as family
practice, geriatrics, maternal/child, pediatrics, or women’s health. This is a significant
decrease since the last biennial report (drop of 21%), however, there was not an “other”
category reported in the last report. Certification in primary care has also dropped from
93% to 85%.

“Interestingly, though 85% of NPs in ND are certified in a primary care
population, just over half of those report working in a primary care practice
area.”

Again, this may be due to a change in data collection but there is no definitive
answer at this time. However, larger healthcare systems across the state tend to
employ primary care certified NPs in specialty areas more frequently than in primary
care areas, so this may be contributing. NPs in acute specialty care comprise 15% of
ND licensed NPs, 8% work in behavioral health, and 4% in a public health practice (see
Figure 6.33). Additionally, 47% of NPs practice in an outpatient setting (decrease by 6%
since last report), 28% inpatient or long-term care (3% decrease), and the remainder in
a community, government, academic setting, or other (see Figure 6.34). These changes
can be partially attributed to the change in data gathering by the ND Board of Nursing
that now includes an “other” category for the employment setting.

NPs in ND are primarily (82%) employed full-time, an increase of 3% from the
last report,16% are part-time or per diem (flex time), and 3% are unemployed or
retired (see Figure 6.35). With such a high demand for NPs, especially in rural primary
care areas, it is not uncommon to see such a large component of NPs employed full-
time. With the dataset as is, the NPs can only allot for their primary position. The part-
time and per diem NPs could likely have multiple positions potentially equivocal to full-
time status yet not have the ability to specify at this time. Retired and unemployed NPs
were included here as they are still maintaining their license and certification.
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Many times, these NPs may still contribute through short-term assignments, volunteer
status, or other means of providing care.

North Dakota NPs are largely urban (67%) as most large healthcare facilities are
in the four urban hubs of ND (see Figure 6.36). There was a slight shift in percentage of
NPs in the rural/urban areas of ND. Isolated rural decreased from 16% to 14% and
small rural increased by 1%. This could be as much related to fluctuations in rural/urban
designations as to numbers of NPs. Nationwide, states with full practice authority for
NPs demonstrate 21.4 NPs per 100,000 population in rural areas and 13.9 NPs per
100,000 population in the urban areas of these states.' North Dakota deviates from this
pattern showing 88 NPs per 100,000 population in rural areas and 177 per 100,000
population in urban areas.?° With ND being an extremely rural state, even NPs
practicing in urban areas are rural serving. The National Sample Survey of Nurse
Practitioners showed 74.2% of NPs practice in urban areas, 7.42% in large rural, 3.34%
in small rural, and 2.1% in isolated rural.'® North Dakota’s percentages in rural areas
are about double. North Dakota NPs are leading the nation in their service to our rural
communities. NPs can practice independently and do so in their rural home areas.'®

The average age of the ND NP is 44 years, a decrease by .5 from the last
report (see Figure 6.37). This is just slightly above the aggregate of 43.9 years. As with
other nursing roles, NPs have a higher percentage of licensed providers in the younger
age groups with 55% between the ages of 31 and 45. There are a few possible
explanations for this, such as the NP profession was not officially recognized until 1965
and is still working on becoming mainstream with only 22 states having a full scope of
practice. The lower numbers of less than 30-year-old NPs could due to the fact that in
addition to the BSN at least one year of experience is required for most NP educational
programs. Typically, the youngest any NP could be, if following a traditional path and
moving quickly through the process would be 25.
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Most ND NPs are certified as Family Nurse Practitioners (78%) (see Figure
6.38). The heavy reliance on family NPs in ND is likely due to the ability to care for
patients across the lifespan, and it is most cost effective to employ one provider who
can care for all ages than multiple limited scope providers. However, the adult-geriatric
certification is becoming more of a necessity as are the psychiatric-mental health
NPs. The numbers of each certification type are relatively stable with just a 1%
decrease in family and neonatal, and 1% increase in psych-mental health certified NPs.
Adult and geriatric NPs tend to care for patients with more chronic issues and residents
in long-term care facilities. PMHNPs can work with patients having behavioral health
issues both inpatient and outpatient, and typically children through elderly. While Family
NPs can certainly care for all ages with chronic and acute illnesses as well as
prevention, the adult-geriatric and psych NPs are needed for the high-acuity patients
and to consult with our primary care providers in ways to best treat these types of
patients.

“

Figure 6.35. NP’ certfication types.'

Certified Registered Nurse Anesthetists (CRNAs)

CRNAs are advanced practice registered nurses who administer anesthetics to
patients undergoing procedures needing anesthesia and/or pain management. These
services include pre-anesthesia evaluation, administering the anesthetic, monitoring
and interpreting the patient’s vital signs, and managing the patient throughout
the procedure.?’ CRNAs practice in multiple settings including hospitals, ambulatory
surgical centers, and outpatient offices.?’ CRNAs are oftentimes the sole anesthesia
providers in rural settings. North Dakota currently has 331 licensed CRNAs. 73% of the
CRNAs licensed in ND were educated at the University of North Dakota, in the state’s
sole anesthesia education program. Overall, 90% of CRNAs are educated within the
region including ND, SD, and MN (see Figure 6.39)
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The University of North Dakota has the state’s sole CRNA educational
program. This program transitioned to the Doctorate of Nursing Practice (DNP) degree,
with the first cohort of DNP prepared CRNAs graduating in 2021. The program typically
graduates 12-15 new CRNAs yearly, as reflected in the most recent NDBON education
report.8 Per the licensure data gathered from the NDBON, 92% of CRNAs licensed in
ND are currently working in anesthesia, the remainder reported critical care, mental
health, or other for practice area. 85% of the CRNAs licensed in ND work in a hospital
setting, 4% are in ambulatory care, 3.6% are self-employed, the remainder are in an
educational setting or “other.” Most CRNAs are employed full-time (83%), 13% are
employed part-time or per diem, and 3% were unemployed at the time of licensure
renewal (see Figure 6.40).

Most CRNAs are hospital-based with the majority located in an area designated
as urban (79%) (see Figure 6.41). However, CRNAs are typically the sole anesthesia
provider in rural locations throughout the U.S. 18.6% of CRNAs nationwide practice in
rural counties whereas only 8.4% of anesthesiologists do so0.??2 As compared to the
nation, a higher percentage (20%, 2% decrease from last report) of the CRNA
workforce is in rural locations of ND, access to anesthesia services are still a possibility
at some rural facilities.

As with other APRN types, RNs need experience and additional education prior
to being eligible to practice as a CRNA. This is likely the reason that there are no
CRNAs under the age of 28 in ND. The average CRNA age is 47 currently, a decrease
by .5 from last report (see Figure 6.42). There is slightly less variability in the lifespan of
the CRNA as compared to the overall RN or NP workforce. This may be due to the
higher percentage of male nurses that move into the CRNA ranks who continue
employment throughout their careers versus women who tend to stop working or go to
part-time status for parts of their careers due to childbirth and child rearing.
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Certified Nurse Midwives (CNMs)

CNMs are licensed, independent health care providers with prescriptive authority
in all 50 states, they are designated as primary care providers under federal
law.?® As with all APRN types, CNMs are RNs with additional didactic and clinical
education and a national certification. CNMs attend births, provide reproductive care,
and primary care for the childbearing woman. CNMs attend births in hospital settings,
stand-alone birthing centers, and in the home setting.?® There are currently only 30
CNMs licensed in ND (40% increase since last report), 13 are employed in an
ambulatory setting or physician’s office, 10 are hospital-based, the remaining 7 are
employed in nursing education, community health, or a government setting. All but two
of the CNMs are currently employed, 80% full-time, 13% part-time. It is important to
note that, though CNMs are qualified and licensed to attend labor and deliveries, it is
estimated that only 1/3 of the state’s CNMs are in positions that include this privilege.
11 of 30 CNMs list ND as the state where they received their education. Overall, 87%
were educated in the region for some part of their nursing training including ND, SD,
MN. There is currently no CNM educational program available in ND. 35% of the CNMs
are employed in an area designated as rural, this is the highest rural percentage of all
APRN types in ND. The average age of CNMs licensed in ND is 48, a decrease of two
years from the last report.

While it is true that obstetricians and some family practice physicians also
provide perinatal care and assist with deliveries, it is a detriment to the women of this
state to not have more CNMs available. CNMs provide holistic care during pregnancy
and the labor/delivery process. They are known for less invasive techniques and
innovative methods of pain management during labor and delivery. There are currently
40 obstetricians in ND, all in the major urban centers.?* As the numbers of family
practice physicians providing obstetric services in rural areas continues to dwindle,
women will be faced with difficulties such as driving an hour or more to see a provider
during their pregnancy, or even the need to re-locate during the later stages of
pregnancy to be nearer a delivering facility. If rural areas are to sustain a younger
population, then pregnancy and delivery care is a definite need area in ND.

Certified Nurse Specialists (CNS)

CNSs are APRNs who are certified in a specific area. This could be a population
such as adult/geriatric or pediatric, a setting such as ER or critical care, a disease/type
of problem/type of care like diabetes, pain, or psychiatry. CNSs work in three spheres of
influence, clinical expertise, nursing practice, and system innovation. They can provide
direct patient care, teach nurses and staff, act as a consultant for nurses/staff/other
providers, lead evidence-based projects, and assist other providers with direct patient
care. CNSs can prescribe either independently or collaboratively in 39
states.?® North Dakota has 45 licensed CNSs, over half of whom are employed in a
mental health practice setting. Roughly half of the CNSs in ND work in a hospital or
ambulatory care setting, with the remainder in academics, government facility, or
“other.” 71% of CNSs are employed full-time, 24% part-time or per diem, the remainder
are unemployed. CNSs are largely employed in urban areas of the state (67%), this is
roughly reflective of the aggregate. 34 of the 45 CNSs were educated in ND. There is
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no longer a CNS educational program in ND, the UND adult-geriatric CNS program
having closed within the past 6 years. CNSs can be certified in multiple areas, as can
NPs. In ND 58% of the licensed CNSs are certified as psychiatric, providing much
needed behavioral health care, many at the human service centers and inpatient
facilities. 29% of CNSs in ND are certified as adult or geriatric providers. Most of these
providers work in hospital settings and/or long-term care. The average age of CNSs in
ND is 59, an increase by 1 from the last report. The CNS role is also under-utilized in
ND. With the aging population and dire shortage of behavioral health providers, the
state could benefit from increasing CNSs in these specialties. Primary care providers
are over-burdened and not always able to provide the level of care needed for these two
populations. CNSs could fill this gap.

ND Nurses Compared with Nationwide Statistics

North Dakota is one of the top six states for the ratio of nurses per 100,000
working-age population at 1450-1820.26 North Dakota currently has between 441-603
LPNs per 100,000 working-age population.?® Nationwide numbers are difficult to obtain,
the most recent being reported during the 2008-2010 timeframe. During this time there
were 921 RNs per 100,000 and 225 LPNs per 100,000 in the U.S. This data does not
consider FTEs (e.g., includes RNs licensed but not working or working part-time). In
addition, differences between the needs of rural and urban areas of the states are not
considered.

APRNSs are typically looked at separately from RNs and LPNs and also by
the particular type of APRN when assessing workforce. The Bureau of Labor Statistics
identifies that North Dakota is among the states with the lowest total number of
employed CRNAs, however there is no comparison for population ratios. There are over
42,000 CRNAs spread throughout the U.S., with heavier distributions in the southeast
and urban areas.?® Unfortunately, there are only 6,530 CNMs employed throughout the
U.S. This data is not entirely accurate, however, as there are none listed as employed in
ND. Again, unequal distribution is seen with heaviest employment of CNMs on the
coasts.?? CNSs are not currently measured by the Bureau of Labor Statistics, so there is
not a current means of comparison.

The data on NPs from the BLS is not complete when compared to other
sources. There has been more updated data collection from the American Association
of Nurse Practitioners, as used here for comparison purposes. As of 2020, there were
290,000 certified NPs in the U.S. with a mean age of 49.2 Family NPs make up 65.4%
of the overall NP population. Overall, 89.7% of NPs are certified in an area of primary
care and 69% of all NPs practice in a primary care area.'? There continues to be a
maldistribution of NPs in the U.S. Although NPs practice in rural areas in greater
numbers as compared to other provider types, the southeastern U.S. and the West
coast have higher overall numbers of NPs.® States with full practice authority also tend
to have higher numbers of NPs in rural areas.'® In ND there are 1016 NPs with an
average age of 44, a smaller number but significantly younger group than nationwide.
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“ND has dropped below that national average in NPs certified in primary
care with 85% compared to 89.7%. ND NPs also report a significant
decrease in primary care practice employment at 46%, compared to 69%
nationwide.”

Again, this may be partially attributed to data collection processes or to the larger
health systems using more NPs in specialty areas versus primary care.

SUMMARY

An attempt was made to extract and analyze as much pertinent nursing
workforce data as possible from primary sources. However, some important data is
missing and therefore cannot be analyzed. Efforts are being made for the North Dakota
Board of Nursing to soon begin using a Minimum Nurse Supply Data Set that will
provide a more comprehensive data collection upon licensure and re-licensure of the
state's nursing workforce. Use of this data set will better allow the state to compare the
state's nursing workforce trends with other states using the same data collection tool. In
addition, a Governor’s Nursing Shortage Taskforce has been implemented to further
study the state's nursing workforce supply and demand issues.

The findings show that the vacancy rates across the nursing position types are
not excessively high. However, the vacancy rates for CNAs, RNs, LPNs, and NPs are
concerning. Furthermore, these vacancy rates are higher in ND’s rural areas than in the
state’s urban areas. Rural facilities have a greater difficulty filling vacant positions. RNs
are the most difficult to recruit for both urban and rural facilities. Higher nursing
workforce vacancy rates can greatly impact clinical care received by patients at rural
and urban facilities. In addition, the nursing workforce shortage is also costly to facilities
because of the need to hire contract nursing staff and pay current nursing staff overtime
to fill vacant positions necessary to provide patient care. All hospitals and nursing
facilities must implement effective nursing workforce recruitment and retention
strategies.

There are numerous practical nursing and registered nursing education programs
in the state. Some programs are in rural areas. In the last few years, several tribal
colleges have closed their nursing programs. Nursing programs must strive to recruit
diverse students, including Native American students, to assist in efforts to increase the
nursing workforce diversity. Overall, the programs have attempted to increase the
number of graduates each year to decrease the state's nursing workforce shortage. If
the graduates would remain practicing in the state, then they could more positively
impact the number of vacant nursing positions. Most of the state's nursing workforce
receive their initial education in the state. However, many receive their initial education
from outside the state. Future studies should explore reasons why the state's nursing
education program graduates remain or leave the state to practice. More incentives
should be provided by the state and healthcare facilities to keep nurses practicing in the
state and to recruit nurses from other states.
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CHAPTER SEVEN: Behavioral Health and Non-Physician Healthcare Workforce
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INTRODUCTION

This chapter will address specific health occupations that are related to currently
funded activities in the state as well as those health professionals trained within the
state who are not addressed in other chapters. A majority of the data used here were
obtained through the professional licensure boards in North Dakota.

DEFINING BEHAVIORAL HEALTH WORKFORCE

There are a variety of ways to define behavioral health workforce. The definition
should include the providers who treat individuals with behavioral health disorders and
should examine their education, scope of practice, and level of independence in the
treatment environment. In North Dakota, a simple method for defining the behavioral
health workforce is to utilize the tiered classification system established in 2017 by the
North Dakota Legislature. This classification system for mental health professionals was
based on a thorough review of education and statutory guidelines along with scope of
practice, to ensure that professionals are being fully utilized within their scope of
practice.’ Behavioral health educational programs available in North Dakota, including
those that meet licensure requirements, are listed in Table 7.1 and Table 7.2 below.

The Tiered System

Determining which professions are included in the behavioral health workforce is
challenging due to varying education requirements, scopes of practice, and levels of
responsibility. A broad definition of behavioral health workforce includes providers of
substance abuse and mental health services, as well as those providing services in
supportive roles. Established in 2017 by the North Dakota Legislature, the tiered
classification system is a simple way of defining the behavioral health workforce. This
system classifies the various professions based on the required level of education and
scope of practice. There are four tiers within this system.’

Tier 1

Professionals in Tier 1 are those with the greatest responsibility, scope of
practice, education/training, and ability to practice autonomously. This tier is further
broken down into two subsections. Tier 1a are the professionals with expertise in
behavioral health (i.e., psychiatrists and psychologists) and Tier 1b are the
professionals without expertise in behavioral health but may interact and work with
aspects of the behavioral health field (i.e., physician assistants, advanced practice
registered nurses).’

Tier 2

Professionals in Tier 2 are those that are able to work as independent clinicians.
This tier is also further broken down into two subsections. Tier 2a are the professionals
with comprehensive training in the diagnosis and treatment of a broad array of
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behavioral health conditions (i.e., licensed clinical social workers, licensed professional
clinical counselors, licensed marriage and family therapists). Tier 2b are the
professionals with an area of expertise that is limited to a specific population (i.e.,
licensed addiction counselors, registered nurses).’

Tier 3

Tier 3 has the largest variety of professionals with many different practice
descriptions. This includes licensed associate professional counselors, licensed
professional counselors, licensed master social workers, licensed associate marriage
and family therapists, occupational therapists, licensed practical nurses, licensed and
registered behavior analysts, school psychologists, vocational rehabilitation counselors,
and human resource counselors.’

Tier 4

Professionals in Tier 4 have the narrowest scope of practice and must work
under other behavioral health professionals (i.e., behavior technicians, assistant
behavior analysts, mental health technicians, case aids)."
Non-Tiered

There are professions that are not currently in the tiered system that provide

behavioral health services in North Dakota. These professions include licensed
baccalaureate social workers and peer support specialists.’

PSYCHIATRISTS

Psychiatrists are professionals who hold a degree in medicine and specialize in
behavioral health. They can make diagnoses of behavioral health conditions defined by
the Diagnostic and Statistical Manual of Mental Disorders 5" Edition (DSM-5) through
observation and evaluation of human behavior, as well as prescribe medications for the
treatment of these conditions. As psychiatrists are medical doctors, the North Dakota
Board of Medicine regulates their licensure in the state. To become licensed,
psychiatrists must obtain a Doctor of Medicine or Doctor of Osteopathy degree,
complete post-graduate training in psychiatry, complete a medical licensure
examination, be able to practice medicine in a manner acceptable to the board, and
maintain a practice history free of any discipline from the North Dakota Board of
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Medicine or other state board of medicine. There are 114 licensed psychiatrists working
in North Dakota or 1.5 psychiatrists per 10,000 North Dakota residents.?

Demographics

The average age of psychiatrists in North Dakota is 50 years and 7 months (SD =
14 yrs, 3 mos). This is slightly younger than the average age of direct patient care
physicians in North Dakota which is 52 years and 5 months. Fifty-eight (50.9%) are men
and 56 (49.1%) are women. This gender distribution is dissimilar to the direct patient
care physicians in North Dakota which includes 69.8% men and 30.1% women.?

Education

Psychiatrists are required to have a Doctor of Medicine (MD) degree or a Doctor
of Osteopathy (DO) degree in order to be licensed as a psychiatrist in North Dakota. As
part of their medical school education, psychiatrists are also required to have
specialized training in the behavioral health field through postdoc work in a psychiatry
residency program. The University of North Dakota is home to North Dakota’s only
medical school which is accredited by the Liaison Committee on Medical Education
(LCME), the Accreditation Council for Graduate Medical Education (ACGME), and the
Accreditation Council for Continuing Medical Education (ACCME)." The UND School of
Medicine and Health Sciences also has a psychiatry residency program with 16
residency slots. This allows North Dakota to fully train psychiatrists in state.

The majority (n = 104, 91.2%) of psychiatrists in North Dakota hold a Doctor of Medicine
(MD) degree while 10 (8.8%) hold a Doctor of Osteopathic Medicine (DO) degree. Most
of the psychiatrists who work in North Dakota graduated from US medical schools
outside of North Dakota (n = 45, 39.5%), followed by those who graduated from medical
schools outside the US (n = 41, 35.9%), and those who graduated from the University of
North Dakota (n = 27, 24.3%) (Figure 7.1). Psychiatrists working in North Dakota
graduated from medical school, on average, 22 years and 6 months ago (SD = 13 yrs
and 6 mo).2

Practice Characteristics

Of the psychiatrists working in North Dakota, 19 (16.7%) work in residential
settings, 85 (74.6%) work in direct patient care settings, and 10 (8.8%) work in other
settings. Most psychiatrists (n = 89, 78.1%) in North Dakota list psychiatry as their
primary specialty followed by child psychiatry (n = 23, 20.2%). Only 1 lists addiction
psychiatry as their specialty. The majority of psychiatrists in North Dakota work in urban
settings (n = 98, 86%) (Figure 7.2).2
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Figure 7.1, Locations of schools attended by psychisiriats In North Bakola, 2013 Figure 7.2, Rate of psychiatrists per 10,000 North Dakota residents, by county, 20192

PSYCHOLOGISTS

Psychologists are licensed mental health professionals who can treat mental
illnesses through therapy, as well as administer and interpret psychometric
tests/assessments to assist in diagnoses. Psychologists hold a doctoral degree in
clinical or counseling psychology, usually a PhD or PsyD, from an American
Psychological Association (APA) or Canadian Psychological Association (CPA)
accredited program in order to be eligible for licensure in North Dakota. There are no
other approved accrediting bodies. To be licensed in North Dakota, psychologists must
adhere to the standards and ethics of the APA, complete at least two years of
supervised professional experience, and complete written and oral examinations.’
There are 211 licensed psychologists working in North Dakota or about 3 psychologists
per 10,000 residents.3

Educational Programs in North Dakota

The University of North Dakota is the only school in North Dakota with
psychology training programs accredited by the APA. UND offers doctoral programs in
both clinical and counseling psychology. These programs allow North Dakota to fully
train psychologists in state and prepare individual practitioners for licensure after
program completion.’

Practice Characteristics

Psychologists in North Dakota have been licensed for an average of 14 years
and 8 months (SD = 10 yrs and 10 mo). The majority of psychologists who work in North
Dakota work in an urban setting (n = 158, 74.9%). Of the 211 licensed psychologists,
159 are located within three counties with urban areas, including Burleigh County, Cass
County, and Grand Forks County (Figure 7.3).3

[E—————
S EDOr LR

Figure 7.3, Rate of psychologists per 10,100 North Dakota residants, by county, 2018
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COUNSELORS

Counselors are licensed behavioral health professionals who treat behavioral
health conditions through individual, family, or group therapy. Counselors provide
assessments, diagnoses, and therapeutic interventions to individuals, couples, families,
and groups to achieve more effective emotional, mental, and social development and
adjustment.” There are 439 licensed counselors working in North Dakota, including 81
licensed associate professional counselors (LAPC), 137 licensed professional
counselors (LPC), and 221 licensed professional clinical counselors (LPCC).*

Education

Counselors are required to obtain a master’s degree or higher within the field of
counseling from an accredited school in order to be eligible for licensure in North
Dakota. North Dakota State University (NDSU) offers a master’s degree in clinical
mental health counseling and one in school counseling. The Council for Accreditation of
Counseling and Related Educational Programs (CACREP) accredited both programs at
NDSU. The University of North Dakota, University of Jamestown, and University of Mary
also offer master’s degrees in counseling. UND offers four areas of specialization for the
MA counseling degree including addiction counseling, community mental health
counseling, child adolescent counseling, and rehabilitation. The clinical counseling
program at the University of Jamestown is an online program. The University of Mary
also offers areas of specialization including addiction counseling, clinical mental health
counseling, and school counseling. The masters level programs at UND, University of
Jamestown, and University of Mary are not listed with any accreditation bodies for
counseling education.’

Licensure Requirements
LAPC & LPC

In order to receive LAPC licensure in North Dakota, counselors must have a
master’s degree in counseling from an accredited institution that meets the standards of
the Board of Counselors Examiners, provide recommendations stating they will adhere
to the standards of the profession, and write a plan to acquire supervised experience.
LAPC is the preliminary licensure that is given before obtaining the full LPC licensure,
and these professionals must acquire experience supervised by an LPC or LPCC. After
obtaining at least two years of experience (and at least half of that being supervised),
licensure as a LPC in North Dakota requires that the counselor write a statement of
professional intent to practice in the state and the proposed use of the license, the
intended population, and the procedures they intend to use, as well as complete an
examination prescribed by the board."
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LPCC

To receive LPCC licensure, in addition to the requirements of the LPC, the
counselor must complete: a total of 60 graduate semester credits, 12 of which may be
obtained in documented training, clinical experiences, or courses consistent with the
North Dakota Century Code clinical education guidelines; graduate clinical coursework
including abnormal psychology and psychopathology, appraisal and diagnostic
evaluation (DSM-1V), and clinical counseling skills; 700 hours of training in supervised
practica and/or internships relevant to the practice of counseling; two years (3000
hours) of post-master supervised clinical experience in a clinical setting, 100 of those
hours must include supervision by a licensed professional clinical counselor; and a
passing score on the National Clinical Mental Health Counseling Examination.’

Practice Characteristics
Most counselors in North Dakota work in an urban setting with 73.0% of LPCCs

(n=151), 77.2% of LPCs (n = 98), and 80% of LAPCs (n = 56) all working in an urban
setting (Figure 7.4, Figure 7.5).4

Flgure 7. 0194 Figure 7.5, Rate of caunselors par 10,000 Horth Bakata rosldents, by caunty, 2019

LICENSED ADDICTION COUNSELORS

Licensed addiction counselors (LAC) are behavioral health professionals who
specialize in assessing and counseling individuals with substance related or addictive
disorders through individual and/or group therapy. To be licensed as a LAC in North
Dakota, one must have a bachelor’s or higher degree in addiction studies, complete
course work set forth by the North Dakota State Board of Addiction Counseling
Examiners, complete written and oral examinations, complete a clinical training
program, and adhere to the code of ethics.! There are 322 LACs working in North
Dakota, which is equal to 4.6 LACs per 10,000 North Dakota residents. The majority of
licensed addiction counselors working in North Dakota work in urban areas (n = 208,
64.9%), followed by large rural areas (n = 75, 23.4%), isolated rural areas (n = 24,
7.5%), and finally small rural areas (n = 15, 4.7%) (Figure 7.6).°
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Educational Programs in North Dakota

In North Dakota there are four institutes of higher education that offer degrees or
classes focused on addiction studies. The University of North Dakota offers a
specialization in addiction counseling within the master’s degree in counseling program
and the Department of Social Work also offers a chemical dependency minor. The
University of Mary offers a master’s degree in addiction counseling as well as a minor in
addiction counseling that can be combined with other degree programs they offer, such
as a degree in social work or psychology. Minot State University offers a bachelor’s
degree in addiction studies and the National Addiction Studies Accreditation
Commission (NASAC) accredits their program. In addition, the University of Jamestown
offers a bachelor’s degree in psychology with a concentration in addiction counseling.’

“The majority of psychiatrists, psychologists, counselors, and
licensed addiction counselors work in urban settings.”

LICENSED MARRIAGE AND FAMILY THERAPISTS

Marriage and family therapists (LMFT) are behavioral health professionals who
specialize in marriage and family systems. They are able to diagnose and treat mental
and emotional disorders within couples or families. Licensed associate marriage and
family therapist (LAMFT) is the preliminary licensure before the full licensure of licensed
marriage and family therapist (LMFT). In order to be eligible for licensure in North
Dakota, these practitioners must have a master’s degree from an educational program
approved by the licensing board. There are no colleges or universities in North Dakota
that currently have degree programs that are accredited by the Commission on
Accreditation for Marriage and Family Therapy Education (COAMFTE) but there are a
variety of degree programs in psychology and counseling available in the state."
LAMFTs have the same capabilities as LMFTs, except LAMFTs are supervised by
LMFTs. Currently, there are 4 LAMFTs and 52 LMFTs licensed in North Dakota. There
are also 14 supervisors approved by the North Dakota Marriage and Family Therapy
Licensure Board but only seven are located in North Dakota. There other seven
supervisors are located in either Minnesota or South Dakota.®

SOCIAL WORKERS

Social workers are licensed professionals who work in a variety of fields related
to human services with the aim of helping individuals and families improve their lives
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through the restoration or enhancement of biopsychosocial functioning. The three
licensures obtainable in North Dakota are licensed clinical social worker (LCSW),
licensed master social worker (LMSW), and licensed baccalaureate social worker
(LBSW), with LCSWs having the most autonomy in practice and LBSWs having the
least. LBSWs can do assessments, interventions, counseling, and case management or
supervision, as well as educate and develop policies, programs, and activities. LMSWSs
have the same capabilities as LBSWs but have specialized knowledge and more
advanced skills in these areas of practice. LCSWs have the same capabilities as
LBSWs and LMSWs but have specialized clinical knowledge and training in the areas of
practice, and can also diagnosis and treat mental, emotional, and behavioral disorders,
conditions, and addictions.” During the 2019 legislative session in North Dakota, the
titles for licensed social workers changed. What are now LCSWs used to be license
independent clinical social workers; LMSWs used to be licensed certified social
workers; and LBSWs used to be licensed social workers. There are 1,867 social
workers licensed in North Dakota. Most are licensed baccalaureate social workers
(LBSWs; n = 1,286, 68.9%), followed by licensed clinical social workers (LCSWs; n =
295, 15.8%), and licensed master social workers (LMSWs; n = 286, 15.3%).”

Education

There are different educational and training requirements for the different social
work licensures. To be licensed in North Dakota, LBSWs must have a baccalaureate
degree in social work, pass an examination approved by the North Dakota Board of
Social Work Examiners, and adhere to the code of social work ethics. LMSWs have the
same requirements as LBSWs, except they must obtain a doctorate or master’s degree.
LCSWs have the same requirements as LMSWs and LBSWs, but they must complete
an additional 3,000 hours of supervised clinical social work experience under a LCSW."
On average, social workers in North Dakota have been out of school for approximately
14 years (SD = 11 yrs).”

The University of North Dakota, the University of Mary, and Minot State
University all have bachelor’s degree programs in social work that are accredited by the
Council on Social Work Education (CSWE). The University of North Dakota also has a
master’s degree program in social work that is accredited by the CSWE. North Dakota
State University (NDSU) offers a dual degree program in partnership with Minot State
University. The dual degree program allows students the option to take all classes at
NDSU and get a bachelor’s degree in human development and family sciences from
NDSU as well as a bachelor’s degree in social work from Minot State University. Sitting
Bull College is in the process of receiving full accreditation for their bachelor’s degree
program in social work. Their program is currently in candidacy status with the CSWE.
Cankdeska Cikana Community College, Nueta Hidatsa Sahnish College, and the North
Dakota State College of Science all offer associate degree programs in social work.
This degree option is designed for students who are planning to pursue a bachelor’s
degree in social work once their associate’s degree program is completed. It offers a
cost effective way for students to begin their education in social work.’
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Practice Characteristics

North Dakota has created eight regional human service centers. These regional
human service centers have been defined by the following regions: Region 1
(northwest), Region 2 (north central), Region 3 (lake region), Region 4 (northeast),
Region 5 (southeast), Region 6 (south central), Region 7 (west central), and Region 8
(badlands). Data from the defined human service center regions was analyzed to
determine where each type of social work professional practices in North Dakota based
on these defined regions. As shown in Figure 7.7, the Southeast region has the largest
percentage of each social work licensure level. Note that not all social work
professionals in North Dakota listed the region of their primary workplace. As stated
earlier, the data was examined to determine the eastern/western split for each of the
social work professions. Based on these regions, most social work professionals work in
the eastern part of the state. For LBSWs, 682 (53.0%) work in the eastern part of the
state and 604 (47.0%) work in the western part of the state. It was found that 172
(60.1%) LMSWs work in the eastern part of the state and 114 (39.9%) work in the
western part of the state. For LCSWs working in North Dakota, 183 (62.0%) work in the
eastern part of the state and 112 (38.0%) work in the western part of the state.”

The data was also analyzed to determine the specific rural-urban designation for the
various social work professionals in North Dakota based on the RUCA Codes. These
analyses indicate that 1,237 (66.3%) of the social work professionals in North Dakota
work in urban areas, followed by those in large rural areas (n = 349, 18.7%). The
results, categorized by licensure level, are listed in the table below and indicate that 838
(65.2%) of LBSWs, 200 (69.9%) of LMSWs, and 199 (67.5%) of LCSWs are all working
in urban areas. This indicates that most social work professionals work in urban settings
(Figure 7.8, Figure 7.9).”

Figure 7.4, warkers per by county, 2018,

OCCUPATIONAL THERAPY PROFESSIONALS

Occupational therapists (OT) focus on helping clients gain/regain skills that allow
them to live independently and engage in valuable and meaningful occupations.
Settings where you will find an occupational therapist include but are not limited to acute
care hospitals, rehabilitation centers, nursing homes, outpatient clinics, and/or school
systems. Occupational therapists (OT) are also qualified behavioral health professionals
who provide evaluation and intervention for individuals at risk of psychiatric, addiction,
behavioral issues, and cognitive disabilities.

OTs provide therapy for individuals with the purpose of building and enhancing
skills, developing habits, routines, and roles so that individuals are successful in their
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everyday lives. To be licensed as an occupational therapist in North Dakota, one must
obtain a degree from an occupational therapy educational program accredited by a
national occupational therapy accrediting agency, complete a period of supervised
fieldwork experience, and pass an examination approved by the Board of Occupational
Therapy Practice.” Currently, there are 703 occupational therapy professionals (OTs,
OTAs) licensed and working in North Dakota, 547 occupational therapists and 156
occupational therapy assistants. Based on the population of North Dakota, there are 9.2
occupational therapists per 10,000 North Dakota residents and 2.1 occupational therapy
assistants per 10,000 North Dakota residents licensed in North Dakota. On average,
occupational therapy professionals (OTs, OTAs) have been in practice in North Dakota
for 13 years 5 months (SD = 10 yrs, 3 mo). Broken down by profession, it was found
that occupational therapists have been practicing on average, for 13 years, 1 month (SD
=10 yrs, 1 mo) and occupational therapy assistants have been practicing, on average,
for 13 years 11 months (SD = 11 yrs, 1 mo).8

Practice Characteristics

The majority of the occupational therapy professionals (OTs, OTAs) in North
Dakota (n = 495, 70.4%) work in urban areas, followed by large rural areas (n = 127,
18.1%), small rural areas (n = 41, 5.8%), and isolated rural areas (n = 40, 5.7%). Of the
occupational therapists working in North Dakota, 339 (72.9%) work in urban areas, and
148 (27.1%) work in rural areas. For occupational therapy assistants, 96 (61.5%) work
in urban areas and 60 (38.5%) work in rural areas. Rural areas can be further broken
down into large rural, small rural, and isolated rural areas. For occupational therapists,
96 (17.6%) work in large rural areas, 30 (5.5%) work in small rural areas, and 22 (4.0%)
work in isolated rural areas. For occupational therapy assistants, 31 (19.9%) work in
large rural areas, 11 (7.1%) work in small rural areas, and 18 (11.5%) work in isolated
rural areas (Figure 7.10).2

“Of the occupational therapists working in North Dakota, about 73%
work in urban areas and about 27% work in rural areas.”

rrrrrr

University of North Dakota Occupational Therapy Program

The Occupational Therapy program at the University of North Dakota graduated
52 students in May of 2019, four students in August of 2019, two students in December
2019, and 62 students in May 2020. Of the 59 students who graduated in May through
December of 2019, 46 (78%) responded to an exit interview survey. The majority of the
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graduates were originally from Minnesota (n = 22, 47.8%), followed by North Dakota (n
=7, 15.2%), Wyoming (n = 4, 8.7%), and other states (n = 13, 28.2%).

The Occupational Therapy graduates of 2019 were primarily working in Minnesota (n
=14, 33.3%), North Dakota (n = 6, 14.3%), Wyoming (n = 5, 11.9%), or other states (n =
17, 40.5%). Other states include ldaho, Colorado, Washington, California, Texas,
Indiana, lowa, and Nebraska. There were a total of 42 respondents to this question.®

Of those 46 new graduate respondents, 41 were working as an occupational therapist.
Thirty responded that they were working full-time and 13 indicated they were part-time
or per diem. Only two graduates chose to take traveling positions. Forty-two students
from the Occupational Therapy Class of 2019 reported their starting salary as annual
expected income. The mean range was $50,000-69,999. Responses included:
$60,000-69,999 (n = 13; 31%); $50,000-59,999 (n = 12; 28.6%); $70,000-79,999 (n = 7;
16.7%); $40,000-49,999 (n = 5; 12%); $80,000-89,999 (n = 2; 4.76%); $100,000-
149,999 (n = 1; 2.4%); $20,000-29,999 (n = 1; 2.4%); less than $10,000 (n = 1; 2.4%).°
Practice settings for occupational therapy graduates include hospital (n = 12), outpatient
clinics (n = 11), home health (n = 5), early intervention (n = 3), skilled nursing facilities (n
= 3), mental health (n = 3), school systems (n = 2), and other practice settings (n = 4).
Influential factors in selecting employment were reported by graduates and included
practice setting, location, and salary/wage. When asked about student loan rates that
were specifically for OT education, the mean score was in the $30,000-39,000 range.®

BEHAVIOR ANALYSTS

Behavior analysts are professionals who use experimental and applied analysis
of behavior, and statistics, to develop techniques and treatments that facilitate the
evaluation and modification of behavior, especially when the behavior is maladaptive.’
For example, in North Dakota behavior analysts work with children who have been
diagnosed with autism, and help develop treatment plans and adaptive strategies.
According to the North Dakota Century Code (43-64), there are two licensure levels in
North Dakota, the licensed assistant behavior analyst (LABA) and the licensed behavior
analyst (LBA). These are new licensure titles recently approved by the North Dakota
legislature during the 2019 legislative session. Licensed behavior analysts used to be
referred to as licensed applied behavior analysts and licensed assistant behavior
analysts used to be referred to as registered applied behavior analysts. To obtain these
licenses, applicants must complete education, examination, and experience
requirements established by the State Board of Integrative Health Care, such as
certification from the Behavior Analyst Certification Board (BACB); have the physical,
mental, and professional capability for practice of applied behavior analysis; and have a
history free of any disciplinary action by the board.! There are 34 licensed behavioral
analysts in North Dakota.®

BEHAVIOR TECHNICIANS

Behavior Technicians are paraprofessionals who practice under the supervision
of either an LBA or LABA. They are responsible for the direct implementation of
behavior analytic services. To be a behavior technician in North Dakota, an individual
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must meet requirements of the BACB, including at least a high school diploma or
equivalent degree, passing a background check, 40 hours of training, completion of a
competency assessment and the registered behavior technician (RBT) examination.’

MENTAL HEALTH TEHCNICIANS/CASE AIDES

Mental health technicians and case aides are entry-level paraprofessionals with a
basic understanding of mental iliness and treatment that provide direct care services in
inpatient facilities and outpatient agencies. To be certified as a mental health technician
in North Dakota, applicants must have a high school degree, training in CPR, first aid,
crisis intervention, HIPAA and confidentiality, as well as medication module training and
mental health certificate training.’

PEER SUPPORT SPECIALISTS

Peer support specialists are individuals with lived behavioral health experience
and use this experience to serve as a pro-social model, offer insight to an individual’s
care team, and provide support focused on advocacy, coaching, and mentoring. The
only education or training required is a weeklong training through the NDDHS Behavior
Health Division."

PHYSICIAN ASSISTANTS
Practice Characteristics

North Dakota has a total of 357 physician assistants licensed and working in the
state, which is equal to 46.85 PAs per 100,000 North Dakota residents. Physician
assistants in North Dakota have been licensed on average for 10 years and 10 months
(SD = 8 yrs and 8 mo). The majority of physician assistants in North Dakota work in
urban areas (n = 229, 65.8%). Of the rural designations, isolated rural areas have the
largest number of physician assistants (n = 55, 15.8%), followed by large rural areas (n
=45, 12.9%), and small rural areas (n = 19, 5.5%) (Figure 7.11, Figure 7.12). About
46% of PAs in North Dakota are practicing in primary care compared to the national
average of 25%."
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University of North Dakota Physician Assistant Program

In May 2020, the Department of Physician Assistant Studies at the University of
North Dakota graduated 28 students. Summarized below are workforce survey
responses of 27 graduates who passed the national certification, thus were eligible for
state licensing, and employment as a physician assistant. Of eligible respondents, all 27
completed the abbreviated workforce survey in the form sent. Home states of graduates
eligible for state licensing and employment include North Dakota (n = 11, 41%),
Minnesota (n = 8, 30%), South Dakota (n = 4, 15%) and one (3.7%) from each of the
following states of lowa, Idaho, Missouri, and Montana. When the survey was
administered, 20 (74%) of those eligible for employment had secured jobs — 17 (63%)
were employed full-time and 3 (11%) were employed part-time (Figure 7.13). The 20
graduates currently employed are working in the following states: North Dakota (n = 9,
45%), Minnesota (n = 6, 30%), South Dakota (n = 3, 15%), Missouri (n =1, 5%), and
Montana (n = 1, 5%)."?

“Approximately 50% of the employed physician assistant graduates are
practicing in rural areas.”

The majority of employed graduates reported working in a primary care setting (n
=10, 50%) — 3 of the 10 work in family medicine, 2 work in a rural emergency room
setting, 2 work in internal medicine, 2 work in urgent care, and 1 in occupational
medicine. The next most common employment setting is in surgical specialties including
orthopedics (n = 3, 15%), followed by neurosurgery (n = 2, 10%), and general surgery
(n =2, 10%). Further, graduates also found employment in nephology (n = 1, 5%),
pulmonology (n = 1, 5%), and COVID telehealth (n = 1, 5%). There are 10 (50%) of the
20 employed graduates practicing in rural areas (communities with a population of
<25,000). The starting salary range for graduates of the Physician Assistant Studies
program at the University of North Dakota averages $113,330 per year.'?
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Figure .13 Employment staus of 2020 physician assistant gracuales.

PHYSICAL THERARY PROFESSIONALS

Physical therapists are healthcare professionals who examine individuals with
mechanical, physiological, and developmental body structure impairments or activity
limitations and/or participation restrictions in movement and alleviate the impairments
through designing and implementing therapeutic interventions. To be licensed in North
Dakota, one must graduate from a professional physical therapy education program
accredited by a national accreditation agency approved by the North Dakota Board of
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Physical Therapy and pass the examination approved by the board. The most recent
licensure data for physical therapists (PTs) and physical therapist assistants (PTAs)
were obtained from the North Dakota Board of Physical Therapy in February 2020. The
complete data set contained 1,098 licensed providers including 931 PTs and 167 PTAs.
Of the 931 PTs, 878 (94.3%) were employed as a physical therapist. The remaining 53
PTs were either retired (n = 13), employed in another field (n = 9), or unemployed and
seeking work within or outside of physical therapy (n = 27). Of the 167 PTAs, 148
(88.6%) were employed as PTAs. The remaining 19 PTAs were unemployed, or
seeking work within or outside of physical therapy.'3

Demographics

The demographic data of gender revealed 71.7% of providers were women,
including 69.9% of PTs and 82.4% of PTAs. For race/ethnicity, 81.8% of PT and 13.7%
of PTA providers were white (non-Hispanic).'3

Education

Physical therapists graduate with a Doctor of Physical Therapy (DPT) degree.
The DPT, first introduced in North Dakota in 2006, has become the required entry-level
degree nationally for physical therapists as of 2015. The majority of PTs practicing in
North Dakota have a Doctor of Physical Therapy degree (60.3%), followed by a
master’s degree (23.7%), and bachelor’s degree (15.4%). An associate degree is the
entry-level degree for physical therapist assistants and nearly all (98.0%) PTAs in North
Dakota have this degree (Table 7.3). A majority (74.7%) of all practicing PTs and PTAs
in North Dakota graduated from a North Dakota school. Specifically, 81.8% of physical
therapists obtained their degree from a North Dakota school, 6.8% graduated from a
Minnesota school and 11 individuals were educated in another country. The ND Board
of Physical Therapy reported the University of North Dakota accounts for 50% of the
physical therapist licensees. The PTAs practicing in North Dakota included 32.4%
educated in North Dakota and 48.0% educated in Minnesota.’

“81.8% of physical therapists obtained their degree from a North Dakota
school.”
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Practice Characteristics

There were multiple practice settings identified for PTs and PTAs in the data set.
The majority of PTs practice in an outpatient setting (57.9%), while a majority of PTAs
practice in an extended care setting (43.9%), followed by the outpatient setting (30.4%)
(Table 7.4). PTs and PTAs in North Dakota work with a multitude of individuals with
various diagnoses, injuries, or conditions meaning most do not work solely with
individuals requiring only one type of care. Thus, the following percentages will not total
100%. Most PTs see individuals with orthopedic/sports conditions or injuries (65.3%),
followed by individuals with neurological conditions or injuries (59.8%). A majority of
PTAs see individuals with neurological conditions or injuries (65.5%) followed by
individuals with cardiovascular or pulmonary injuries or conditions (49.3%), and
orthopedic/sports injuries or conditions (44.6%) (Figure 7.14). The majority of all PTs
(75.7%) reported providing care to adults ages 20-64 years and 71.3% reported
providing care to adults ages 65+. A majority of PTAs (81.1%) reported providing care
to adults ages 65+ and 46.6% reported working with adults ages 20 — 64 (Figure
7.15).13

“A majority of PTs (90.4%) reported no planned changes in the near
future, some (4.5%) expect to increase their hours of physical
therapy or direct patient care, while 5.2% expect to decrease their
hours or leave the field of physical therapy.”

Table 74
Pricary workpiace for

A majority (64.2%) of all PTs were found to practice in an urban area and just
over half (50.3%) of PTAs practice in an urban area as well (Figure 7.16, Figure 7.17,
Figure 7.18). A majority of PTs (90.4%) reported no planned changes to their state of
practice in the near future, some (4.5%) expected to increase their hours of physical
therapy or direct patient care, while 5.2% expected to decrease their hours or leave the
field of physical therapy. A majority of PTAs (86.7%) reported no planned changes,
9.8% expected to increase their hours of physical therapy or direct patient care, and
3.5% expected to decrease their hours or stop working in the field of physical therapy
(Table 7.5)."3

“A majority (64.2%) of all PTs were found to practice in an urban area
while just under half (49.7%) of PTAs practice in a rural area.”
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University of North Dakota Doctor of Physical Therapy Program

The UND School of Medicine & Health Sciences Doctor of Physical Therapy
program graduated 52 individuals in May 2019. An electronic survey was distributed to
the graduates approximately one year after graduation. A total of 30 students
responded to the survey for a response rate of 58%. The original class included 27
(52%) students from North Dakota, 14 (27%) from Minnesota, and the remaining
students were from Wyoming (6%) and other states (15%). All 30 (100%) of the
graduate respondents were employed as physical therapists in a full time (97%) or part
time (3%) position. There were 8 (27%) employed in North Dakota while the remainder
of the respondents reported employment in Minnesota (33%), South Dakota (7%), and
one person was employed in each state of Wyoming, lllinois, Idaho, Oregon, Wisconsin,
Colorado, Georgia, Alabama, and Kentucky. The primary area of practice for the
graduates was an outpatient clinic (63%). Notably, the majority of respondents (73%)
reported an initial salary between $55,000 and $75,000."

NUTRITIONISTS AND DIETICIANS
Licensed Registered Dietitians

In North Dakota, there are 468 licensed registered dietitians. Currently there are
6.1 licensed registered dietitians per 10,000 North Dakota residents working in North
Dakota. Licensed registered dietitians working in North Dakota have been practicing for
an average of 13 years, 2 months (SD = 10 yrs, 11 mo)."®
Licensed Nutritionists

In North Dakota, there are 33 licensed nutritionists. That amounts to 0.4 licensed
nutritionists per 10,000 North Dakota residents working in North Dakota. Licensed
nutritionists working in North Dakota have been practicing for an average of 12 years, 7
months (SD = 10 yrs, 7 mo)."®
PHARMACY PROFESSIONALS

Pharmacy Technicians

There are 771 pharmacy technicians licensed and working in North Dakota
(Figure 7.19). Most pharmacy technicians work in urban areas (n = 458, 59.4%),

128 Biennial Report 2021 UND School of Medicine and Health Sciences


https://med.und.edu/publications/biennial-report/_files/images/2021/sixth-report-figure-7-16.png
https://med.und.edu/publications/biennial-report/_files/images/2021/sixth-report-figure-7-17.png
https://med.und.edu/publications/biennial-report/_files/images/2021/sixth-report-figure-7-18.png
https://med.und.edu/publications/biennial-report/_files/images/2021/sixth-report-table-7-5.png

followed by large rural areas (n = 134, 17.4%), isolated rural areas (n = 129, 16.7%),
and small rural areas (n = 50, 6.5%). Pharmacy technicians in North Dakota have been
licensed for an average of 9 years and 6 months (SD = 7 yrs, 2 mo)."®

BEmn
= 2l
Pharmacists

There are 893 pharmacists licensed and working in North Dakota (Figure 7.20).
Most pharmacists in North Dakota work in urban areas (n = 625, 70.0%). The next most
common area in which pharmacists in North Dakota work is large rural areas (n = 119,
13.3%), followed by isolated rural areas (n = 114, 12.8%), and small rural areas (n = 35,
3.9%) (Figure 7.21, Figure 7.22, Figure 7.23). Pharmacists in North Dakota have been
licensed for an average of 16 years (SD = 12 yrs, 11 mos).'®

“Most pharmacists in North Dakota work in urban areas (70%). The
next most common area is large rural areas (13.3%), followed by
isolated rural areas (12.8%), and small rural areas (3.9%).”
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Figure 7.20. Rate of pharmacists per 10,000 North Dakata residents, by county, 2013, Figurra 7.21. Rural-urban designation for pharmacy professionals in North Dakata, 2018 | Figore 7.22 Rate of pharmacies per 10,000 North Dakota residents, by county, 2019, Figue 7,23, Pharmacy clas: 5 per Norih Dakota county.”

MEDICAL LABORATORY SCIENTISTS

Introduction

“Currently there are 15 licensed medical laboratory scientists per
10,000 North Dakota residents and 12.3 medical laboratory scientists
per 10,000 North Dakota residents working in North Dakota.”

There are 1,133 medical laboratory scientists licensed in North Dakota. Medical
laboratory scientists are licensed in three categories, as scientists/technologists,
technicians, or specialists. Most of the medical laboratory scientists licensed in North
Dakota are licensed as clinical laboratory scientist/medical technologists (n = 786,
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69.4%), followed by clinical laboratory technician/medical laboratory technician (n = 337,
29.7%), and specialist (n = 10, .9%). Currently there are 15 medical laboratory scientists
per 10,000 North Dakota residents licensed in North Dakota and 12.3 medical
laboratory scientists per 10,000 North Dakota residents working in North Dakota.'”
Based on the population of North Dakota, it was found that there are 4.4 clinical
laboratory technician/medical laboratory technicians per 10,000 North Dakota residents
licensed in North Dakota and 3.6 clinical laboratory technician/medical laboratory
technicians per 10,000 North Dakota residents working in North Dakota. Also, there are
10.4 clinical laboratory scientist/medical technologists per 10,000 North Dakota
residents licensed in North Dakota and there are 8.6 clinical laboratory
scientists/medical technologists per 10,000 North Dakota residents working in North
Dakota. Finally, there are 0.13 specialists per 10,000 North Dakota residents licensed in
North Dakota and 0.1 specialists per 10,000 North Dakota residents working in North
Dakota.'”

Education

Clinical laboratory scientists/medical technologists working in North Dakota have
been in practice, on average, for 14 years, 6 months (SD = 10 yrs, 4 mo). Clinical
laboratory technicians/medical laboratory technicians have been in practice, on
average, for 15 years, 5 months (SD = 10 yrs, 7 mo). Specialists have been in practice,
on average, for 8 years, 11 months (SD = 8 yrs, 2 mo)."”

Practice Characteristics

Most medical laboratory scientists working in North Dakota work in urban areas
(n =545, 59.1%), followed by those working in isolated rural areas (n = 172, 18.6%),
large rural areas (n = 151, 16.4%), and small rural areas (n = 55, 6%). Four did not have
a rural-urban designation. When examining rural-urban designation by profession it was
found that of the 270 clinical laboratory technician/medical laboratory technicians
working in North Dakota, 153 (57.5%) work in urban areas, 28 (10.5%) work in large
rural areas, 18 (6.8%) work in small rural areas, 67 (25.2%) work in isolated rural areas,
and 4 (1.5%) did not have a rural-urban designation. Of the 649 clinical laboratory
scientist/medical technologists working in North Dakota, 386 (59.5%) work in urban
areas, 121 (18.6%) work in large rural areas, 37 (5.7%) work in small rural areas, and
105 (16.2%) work in isolated rural areas. For specialists working in North Dakota, 6
(75%) work in urban areas, and 2 (25%) work in large rural areas (Figure 7.24).""

“Most medical laboratory scientists working in North Dakota work in

urban areas (59.1%), followed by those working in isolated rural
areas (18.6%), large rural areas (16.4%), and small rural areas (6%).”
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Figure .24, Rural-urban designation for medical laboratory scientists in Norh Daketa, ™

DENTAL PROFESSIONALS

Dental professionals such as dentists, dental hygienists, and dental assistants
are important health care providers in North Dakota. According to the most recent
licensure data there are 684 dental hygienists that hold a license to practice and are
working in North Dakota. That is equal to 9.7 dental hygienists per 10,000 North Dakota
residents working in North Dakota (Figure 7.25). It was also found that there are 410
licensed dentists in North Dakota, which amounts to 5.4 dentists per 10,000 North
Dakota residents licensed and working in North Dakota (Figure 7.26). Licensed dentists
have been practicing, on average, for 16 years and 9 months (SD = 13 yrs, 9 mo).
Dental hygienists working in North Dakota have also been in practice, on average, for
15 years and 11 months (SD = 12 yrs, 5 mo)."8

“There are 410 licensed dentists in North Dakota which amounts to
5.4 dentists per 10,000 North Dakota residents licensed and working
in North Dakota.”

Figure 7.25 Rate of detal ye per 10,000 by caunly, 201" | Fipure 7.26. by county, 2019,

Practice Characteristics

About 19% of the dentists in North Dakota reported working in specialty areas; of
these, 22 (5.4%) reported oral and maxillofacial surgery, 18 (4.4%) reported
orthodontics, 16 (3.9%) reported pediatric dentistry, 13 (3.2%) reported endodontics, 5
(1.2%) reported periodontics, and four (1.0%) reported prosthodontics (Table 7.6). Most
licensed dentists working in North Dakota work in urban areas (n = 247, 60.2%),
followed by large rural areas (n = 93, 22.7%), isolated rural areas (n = 50, 12.2%), and
small rural areas (n = 20, 4.9%). Overall, 163 (39.8%) of the dentists working in North
Dakota work in rural areas. Most dental hygienists working in North Dakota work in
urban areas (n = 415, 60.9%), followed by large rural areas (n = 145, 21.3%), isolated
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rural areas (n = 80, 11.7%), and small rural areas (n = 42, 6.2%). Overall, 267 (39.2%)
dental hygienists work in rural areas (Figure 7.27).'8

“Most licensed dentists working in North Dakota work in urban areas
(60.2%), followed by large rural areas (22.7%), isolated rural areas
(12.2%), and small rural areas (4.9%)”

Table 7.6
Specialty areas for dentists in North Dakota, 2019."

ADA Specialty Frequency Percent

Endodontics 13 16.7

QOral and Maxillofacial

Surgery 2 282

Qrthodontics 18 231

Pediatric Dentistry 16 205

Periodontics 5 64 )

Prosthodontics 4 5.1 e
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CHAPTER EIGHT: Healthcare Facility Workforce in North Dakota
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INTRODUCTION

This chapter addresses three overarching components of North Dakota’s
healthcare system — behavioral health facilities, nursing facilities, and hospitals.
Healthcare facilities play an important role not only in patient care, but also in the
economic well-being of communities across the state. Healthcare facilities tend to be
one of the region’s largest employers, particularly among rural areas, and provide a vital
service to the public, utilizing a team of healthcare providers and workforce personnel in
order to deliver optimal care to patients. The North Dakota Nursing Facility Workforce
Survey was started in 2016 and completed in September 2017 and examines different
aspects of the rural and urban nursing facility workforce. Additionally, a new survey of
the North Dakota Hospital Workforce Survey was completed as of April 2020. However,
the 2018 North Dakota Hospital Workforce Survey summary was provided here
because of an extremely low response rate during the 2020 survey. The 2020 summary
is provided in Appendix D. These surveys are updates from previous surveys, providing
new information on the rural and urban hospital workforce.'® Because Chapter 5
provides an in-depth look at nursing personnel across the state (including information
from the North Dakota Nursing Facility Workforce Survey and the North Dakota Hospital
Workforce Survey), Chapter 8 will instead examine all other personnel types outside of
nursing. As a result, all findings exclude values for nursing staff unless otherwise
specified.

NORTH DAKOTA BEHAVIORAL HEALTH WORKFORCE SURVEY
Introduction

The North Dakota Healthcare Workforce Group was tasked with developing an
assessment of Behavioral Health (BH) facilities in North Dakota. This section was
prepared to provide information about the current (2019 — 2020) circumstances of BH
facilities in North Dakota, specifically workforce positions filled and vacant, as well as
issues of recruitment and retention. The following information is not meant to be a
conclusive analysis, but rather a snapshot of the state of affairs within BH facilities. Data
collection methods and aggregate response summaries are provided below.

Survey Method

The survey of BH facilities was based upon a previously used questionnaire for
hospital and nursing facility surveys (2014, 2016, and 2018). The questionnaire
contained 17 questions assessing facility characteristics and issues of workforce. The
survey was electronically disseminated. The link to the questionnaire and a request to
respond to it were sent to 72 selected BH facilities statewide.
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Results
Facility Characteristics

BH facilities reported an average of 60 beds with some facilities reporting zero
beds and one facility reporting 372 beds. Facilities reported an average of 87 clients
served in a typical day; with a minimum of three clients and a maximum of 340 clients
served in a typical day. The majority of responding facilities reported zero days in a
typical month at full capacity (see Figure 8.1). Fifty-eight percent of responding facilities
responded “no” to the question; “In the last month, have you had to turn away any
prospective clients due to capacity limitations?” Only three facilities reported more than
24 hours or 1 day for the length of time it takes to place a typical patient in an inpatient
program. Only five facilities reported more than 24 hours or 1 day for the length of time
it takes to place a typical patient in an outpatient program.

Among the questions asked on the questionnaire was a matrix of specific
positions with questions regarding the number of Full Time Equivalent (FTE) for each.
There were 29 position titles assessed with the questionnaire. BH facilities were asked
to report the number of FTE for internal positions, external positions (i.e. contract
workers), and vacant positions. A single FTE is one individual working 40 hours per
week, 0.5 FTE is one person working 20 hours per week, 0.25 FTE refers to one person
working 10 hours per week, etc. The actual number of individuals working for a facility
will be higher than the FTE count reported. Other questions inquired about the
difficulties associated with recruitment and retention of positions as well as patient
referrals to and from other facilities.

Full Time Equivalent (FTE)
The position matrix results are below in Figure 8.2. The figure presented shows
each positions’ FTE in the order the positions were presented in the online survey. The

figure itself is a stacked bar graph, meaning each bar represents the number of FTE for
a position with colors corresponding to internal, external, and vacant FTE.
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The five most populous positions in BH facilities were (in descending FTE order):
Direct Care Associates, Licensed Addiction Counselors, Registered Nurses,
Technicians, and Business Office Staff. These five positions accounted for more than
670 FTE total. The least populous positions in BH facilities were (in descending FTE
order): Behavior Analysts, Licensed Associate Marriage and Family Therapists,
Certified Nurse Assistants, Licensed Marriage and Family Therapists, and Physical
Therapists. These five positions accounted for less than five FTE total. The positions
with the largest vacancy percentages were: Licensed Professional Counselors (46% of
positions vacant), Licensed Professional Clinical Counselors (37% vacant), Physician
Assistants (29% vacant), Human Relations Counselors (28% vacant), and Licensed
Clinical Social Workers (27% vacant).

Recruitment and Retention

Facilities were asked several questions regarding recruitment and retention.
Results reveal a wide variety of challenges among specific positions. When asked to
characterize the difficulty in generally filling workforce vacancies the majority of facilities
that responded did so with “difficult” or “very difficult.” The facilities were asked to rate
the difficulty of filling each of the named positions. The five positions reported as having
the highest average difficulty to fill (i.e. reported as “difficult” or “very difficult”) were:
Psychologists, Psychiatrists, Physician Assistants, Licensed Clinical Social Workers
(formerly Licensed Independent Clinical Social Workers), and Licensed Professional
Clinical Counselors (see Figure 8.3).

The facilities were also asked to list in rank order the five most difficult positions
to fill and responded with Licensed Addiction Counselors and Psychiatrists as the most
frequently listed as most difficult, followed by Registered Nurses, Licensed Professional
Counselors, Licensed Professional Clinical Counselors, and Licensed Clinical Social
Workers.
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The BH facilities were asked to describe how influential specific factors were in
recruiting and retaining employees. The facilities reported Compensation, Benefits, and
Location as the most influential for recruiting workforce (see Figure 8.4).

nalis

:
————n
—

— B
—
-
I :
-
E—c
[ 2 3 4 3

e
"= Hetatsllivfuenlial 5= vary flaectisl
Figare 84, rating for 200

Similarly, the BH facilities reported Compensation, Benefits, Workload / Call Schedule,
and Location as most influential in retaining workforce (see Figure 8.5).
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Patient Referrals

The BH facilities were given a list of healthcare facilities across the region (i.e.
mostly in North Dakota) which included BH facilities and more general care facilities
(e.g., hospitals, clinics, etc.). The list was used to assess which BH facilities were
referring patients out to other facilities and to assess which other facilities were referring
patients into their own BH facility. The most frequently reported facilities to refer patients
to the responding BH facilities were Heartview Foundation, Northeast Human Service
Center, North Dakota State Hospital Chemical Dependency Services, North Dakota
State Penitentiary, and Lake Region Human Service Center. The most frequently
reported facilities to which the responding BH facilities referred patients were Heartview
Foundation, Southeast Human Service Center, Northeast Human Service Center,
ShareHouse, Inc., and South Central Human Service Center.

Limitations

Only 56 BH facilities attempted to respond and only 25 responded completely to
the questionnaire. Only those 25 facilities responded regarding FTE positions. That
translates to a response rate of 35% (i.e. 25 of 72 facilities statewide). Therefore, the
results reported here should not be used to infer the number of FTE filled and vacant, or
difficulty in hiring and keeping positions at other BH facilities.
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NORTH DAKOTA NURSING FACILITY SURVEY

In 2016, the Center for Rural Health, in collaboration with the North Dakota Long
Term Care Association, completed a workforce survey of all of North Dakota’s nursing
facilities. The questionnaire was modified based on feedback from North Dakota nursing
facility chief executive officers (CEOs), North Dakota Long Term Care Association staff,
and Center for Rural Health staff. The questionnaires were sent to all 81 rural and urban
nursing facility CEOs who met the eligibility criteria. This included 27 nursing facilities in
urban areas with 2,594 total beds, and 54 rural facilities (9 in large rural areas, 6 in
small rural areas, and 39 in isolated rural areas) with 3,528 total beds. All 81 CEOs
were asked to participate by filling out a mailed paper workforce questionnaire. The
questionnaire included 20 questions, one of which involved a matrix asking for staffing
information such as number of full-time equivalent internal employees and contract
employees, longest vacant position by employee types, and difficulty in recruiting by
employee type for 24 nursing facility employee types. Other questions inquired about
CEO and employee turnover rates, difficulty recruiting and retaining nurses, external
service contracting, and overtime and salary information. The data included in this
report are for 95.7% of the nursing facility locations (78 of 81 locations: 24 urban
facilities and 54 rural with total bed counts of 2,333 and 3,528, respectively). Some
values may differ from those found in the previous report due to an allocation correction
between personnel types, as well as receiving additional responses. For further
information about the Survey results and the questionnaire, visit
https://ruralhealth.und.edu/pdf/2016-nd-nursing-facility-workforce-survey-chartbook.pdf.

Limitations

While the findings from the 2016 North Dakota Nursing Facility Workforce Survey
provide a great deal of information about the nursing facility workforce, they may not be
generalizable to all of North Dakota’s providers such as those registered nurses [RNs]
working in short-term hospitals, physician clinics, and so on. In addition, caution should
be taken in interpreting the data findings because some vacancy rates are based on
relatively small numbers of employees. For example, although the vacancy rates of NPs
appears to be high at 19.2%, this percentage was based on 21.1 employed FTEs with
only 5.0 vacant FTEs across the state. Similarly, PAs had a vacancy rate of 23.8%;
however, there were only 12.8 employed FTEs and 4.0 vacant FTEs statewide.
Although rates based on these small numbers may be misleading, they are reflective of
nursing facility staff and vacancies.

Employees’ information was requested as FTEs. Generally, this means that an
FTE of 1.0 represents an employee working 40 hours a week. The actual number of
individuals working for the nursing facility will be higher than the FTE count reported.
For example, if two RNs are each working 20 hours a week (0.5 FTE each), it would
work out to one FTE, while the number of unadjusted individual employees would be
two.
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Many internal and external factors influence vacancy rates. For instance, a
nursing-facility-employee-type vacancy rate is influenced by the salaries that other
nursing facilities pay and the salaries being paid by other types of healthcare entities,
which in turn influence the abundance and shortage of specific employee types, along
with many other factors. If a facility unsuccessfully recruits for a specific type of
employee for an extended length of time, the facility may stop recruiting for the position
and limit its services. This situation can result in misleadingly low vacancy rates.

Survey Findings

North Dakota’s 2016 statewide vacancy rates for nursing-facility employee types
are presented in Figure 8.6. The statewide rates were calculated by dividing the FTEs
currently being recruited by the sum of FTEs currently being recruited plus the current
FTEs employed for each provider type, then multiplying the quotient by 100, which
resulted in the percentage of vacant positions. Physician assistants (23.8%) had higher
vacancy rates than many other personnel types, including grounds keeping staff
(10.5%) and dietitians (10.1%). These positions are based on a small number of vacant
FTEs; however, the numbers are 4.0 for PAs, 1.5 for grounds-keeping, and 6.0 for
dietitians.

“Rural nursing facilities have a more difficult time recruiting and
retaining the various types of nurses than do urban facilities.”

Examining the nursing facility workforce at the aggregate state level misses
many of the important intrastate variations in factors such as vacancy rates. For
example, Figure 8.7 shows FTE vacancy rates differentiated between rural and urban
facilities. Rural nursing facilities have a more difficult time recruiting and retaining the
various types of nurses than do urban facilities.
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Among clinical providers, there were no reported urban vacancies for physical
therapists, occupational therapists, speech therapists, or physician assistants.
Excluding physician assistants, the rural vacancy rates for these positions were also
quite low, ranging from 5.9% to 7.5%. The rural vacancy rate for physician assistants
was high at 25.3%; however, this was based on a small number of FTEs (12.8 internal
and contract FTEs, and 4.0 vacant FTEs).

Other nursing facility staff that were directly involved in patient care included
dietitians, dietary staff, feeding assistants, and activity staff. In all cases, the rural
vacancy rates were higher than the urban ones, although there was not a sizeable
difference between urban and rural areas among dietary staff. The largest discrepancy
was among dietitians, whose rural vacancy rate (15.3%) was over four times larger than
the urban rate (3.7%).

Figures 8.8 and 8.9 show rural and urban FTEs, respectively, for provider types
across three categories: 1) internal employees, 2) external contract employees, and 3)
vacancies for which nursing facilities were recruiting candidates to fill. Across both rural
and urban nursing facilities, Certified Nursing Assistants (CNAs) were by far the most
abundant employee type. Dietary staff was the next most numerous employee type with
898.8 FTEs (internally and contract employed). The next four most frequent types of
employees, among both rural and urban locations, were housekeeping staff (441.4
FTEs), activity staff (308.7 FTEs), business office staff (224.8 FTEs), and maintenance
staff (209.0 FTEs). In almost all cases, there were more rural FTEs for each provider
category than their urban colleagues.

Rural and urban clinical provider FTEs, including physician assistants, physical
therapists, occupational therapists, and speech therapists are also shown in Figures 8.8
and 8.9. The numbers of such providers are relatively small, although positions such as
physical and occupational therapists have a greater proportion of outside contract FTEs
than other personnel types. Overall, there were fewer rural and urban physician
assistants (11.8 and 1.0 FTEs, respectively) and speech therapists (15.6 and 10.6
FTEs) than there were physical therapists (48.3 and 25.2 FTEs) and occupational
therapists (36.8 and 26.7 FTEs). Across all of the positions, there were more rural FTEs
for each provider category than was true for their urban colleagues. Vacant FTEs were
also considerably lower for such employee types, with urban facilities not reporting any
vacancies, and rural ranging from 1.0 to 4.0 vacant FTEs.

Rural and urban FTEs are also shown for other nursing facility staff such as
dietitians, dietary staff, feeding assistants, and activity staff in Figures 8.8 and 8.9. Here,
the largest category was dietary staff (rural 478.7 FTEs versus urban 420.1 FTEs), with
activity staff (rural 174.4 FTEs versus urban 134.3 FTEs) second-highest. There were
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relatively few dietitians and feeding assistants. Across all positions, the number of FTEs
for each employee type was again higher for rural areas (710.7 FTEs) than urban
(592.4 FTEs). In both rural and urban areas, dietary staff had the highest number of
vacant FTEs (22.8 FTEs in rural and 17.9 in urban), followed by activity staff, dietitians,
and feeding assistants. Rural facilities additionally reported higher overall vacancies
than urban facilities (36.0 to 20.9 vacant FTEs).

While examining overall FTE numbers, external contract employees can also
help to provide an integral part of the healthcare workforce picture. External contract
employees are of special significance for two major reasons: 1) there is a near
consensus among nursing facility CEOs that external contract employees are often
considerably more expensive than comparable internal staff, and 2) they play an
important role, especially for rural nursing facilities, in providing specific clinical services
where the volume of need is not great enough to justify internally hiring a full-time
provider (e.g., physical therapists, occupational therapists, and speech therapists). At
the time of the survey, the total nursing facility workforce consisted of 7,938.7 FTEs. Not
included in this number was 613.8 vacant FTEs, which resulted in an overall vacancy
rate of 7.2%. If all external contract employee FTEs were counted as vacancies, the
overall nursing facility vacancy rate would raise to 13.3%. Even with the contract
employees, urban CEOs indicated that 4.9% of their salary expenditures were for
overtime, while rural CEOs reported a much higher percentage at 8.4%. Most of the
extra cost of overtime was associated with shortages of needed personnel.

“Urban CEOs indicated that 4.9% of their salary expenditures were
for overtime, while rural CEOs reported a much higher percentage at
8.4%. Most of the extra cost of overtime was associated with
shortages of needed personnel.”

In looking at statewide numbers for external contract employees, physical
therapists had the greatest overall number of outside contract FTEs (39.4 FTEs). In
rural areas, physical therapists had the most outside contract FTEs at 25.0, and came in
second in urban areas with 14.5 FTEs (dietary staff had 19.6 outside-contract FTEs in
urban areas, accounting for 4.5% of the dietary staff workforce). These FTEs accounted
for 48.7% and 57.5% of the physical therapist workforce in rural and urban areas,
respectively. In rural areas, the next four most frequently contracted positions (and their
respective rates) included occupational therapists (18.3 FTEs, 46.1%), dietitians (14.4
FTEs, 44.2%), speech therapists (10.8 FTEs, 65.1%), and physician assistants (5.1
FTEs, 32.3%). In urban areas, other commonly contracted positions included
occupational therapists (13.1 FTEs, 49.0%), speech therapists (6.3 FTEs, 59.4%),
housekeeping (5.3 FTEs, 2.5%), and activity staff (4.8 FTEs, 3.5%). With the exception
of dietary staff, rural and urban areas were consequently more likely to contract for
positions such as physical therapists and occupational therapists, the FTEs of which
take up a significant portion of their respective workforce numbers.
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Ratio of Beds to Personnel

The ratio of facility beds to number of personnel was also assessed for each
facility. This is important, as it can provide a general sense of how many nursing facility
residents each employee type cares for, as well as a benchmark by which to compare
nursing facilities to one another. In this way, one can examine where the individual
nursing facilities stand in comparison to the average number of beds per FTE
employees among urban and rural areas.

Statewide, across all nursing facilities with values of at least one internal-
contract FTE for each respective position, the average ratio of personnel number to
facility beds ranged from 6.8 among dietary staff, to 278.7 among dietitians. Positions
such as speech therapists, chaplains, and grounds-keeping staff had particularly high
numbers of beds per employee type (ranging from 126.3-158.2). In contrast, employee
positions such as dietary staff, housekeeping, activity staff, nurse managers, and
physician assistants had the fewest numbers of beds per employees (6.8 to 29.7).

The number of beds per employee type was somewhat variable for clinical
provider types with at least one internal-contract FTE. On average, physician assistants
had the least number of beds per position (29.7). Among these facilities, there were no
urban areas that internally employed physician assistants; in rural areas, there were
three facilities below the average, whereas only one was higher. Occupational
therapists also had a relatively high facility bed to employee ratio of 73.6. In urban
areas, there were both four facilities that had ratios above and below this value; in rural
areas, eight facilities had ratios below this value, and five were above it. Among clinical
providers, physical therapists had the next highest overall ratio of 76.4. Urban areas had
four facilities with values below this average and three above it; rural areas had ten
below the ratio and four above it. Finally, speech therapists had the highest proportion
of facility beds per position — more than double that of some of the other clinical
providers. In urban areas, there were three facilities with values below this number, and
two above it; among rural facilities, three had values below it, and only one had a ratio
greater than the average.

The largest overall range with regard to ratio of beds to number of personnel type
was among other staff such as dietitians, dietary staff, activity staff, and feeding
assistants. As described above, dietitians had the highest number of beds per
personnel numbers, with an average of 278.7. In urban areas, the majority of
respondents had ratios that were below the average (n=15); there was only one facility
above it. This was also the case in rural areas, where there were 11 locations with a
ratio below the average, and three above it. Feeding assistants had a significantly
smaller average, with 37.4 beds for each employee. Activity staff also had a low
average ratio of 21.8 beds per employee. Both urban and rural areas were similarly
split; in urban areas, there were 9 facilities above the average and 12 below it, while in
rural there were 14 facilities above it and 32 below. Dietary staff had the lowest average
of beds to employees at 6.8. Here, 11 urban facilities had bed-to-employee ratios above
the average, with nine below it; rural facilities had 19 above the ratio, and 26 below it.

Employee types such as social service staff, chaplains, human resources,

business office, administration, and medical record staff typically had larger ratios of
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beds to personnel type, which is unsurprising given that there is less need for direct
patient care among said employees. Chaplains had the largest ratio of beds to internal
employee FTEs at 134.3. Urban areas were evenly split, with six facilities with ratios
above and below the average; in rural areas there were ten facilities with ratios below it
and five above it. Human resource staff followed, with 85.4 beds per employee. Among
facility types, there were seven in urban areas with ratios below the mean and five
above it; rural areas had 23 below and 14 above. Administration, medical records, and
social service staff had slightly smaller ratios of beds to FTEs at 58.5, 51.9, and 46.9,
respectively. Among administrative staff, there were nine urban facilities that had ratios
greater than the average, and 11 below it; rural areas had 14 above and 33 below it.
Medical records staff in urban areas had seven facilities with ratios above and 11 below
the overall average of 51.9. In rural areas, there were 16 facilities above the average
and 30 below it. Finally, among social service staff, there were nine facilities with ratios
above the 46.9 average and 12 below; rural areas saw 21 facilities with ratios above the
average and 26 below it.

Nurse managers had an average of 28.1 beds to internal FTE employees.
Compared to this, there were 13 urban facilities with ratios above it and six below it;
rural areas had 20 with ratios above it, and 24 facilities below the average. Other clinical
service managers had a slightly higher bed-to-employee ratio, with an average of 44.9.
Among these, there were four urban facilities with ratios below it and only two above it;
among rural areas, there were four facilities with ratios below the average and two
above it.

Other staff types include housekeeping, laundry, maintenance, and grounds-
keeping. In this group, the employee type with the largest bed-to-internal FTE ratio was
grounds keeping, with an average of 126.3. There was only one urban facility that listed
a value—this ratio was higher than the average. Among rural areas, the opposite trend
occurred, with most facilities having ratios below the average (n=9); only three were
above it. Laundry and maintenance staff had much lower ratios of 35.1 and 32.1,
respectively. The ratios of laundry personnel in urban areas were equally split around
the average, with nine facilities reporting ratios above it, and 10 below. Rural areas
were more likely to have ratios below the average (n=30) compared to those above it
(n=15). A similar trend was seen for maintenance staff, with 12 urban facilities reporting
ratios above the 32.1 average, and eight below it; rural areas had 18 facilities with ratios
above it, as compared to 31 below the average. Finally, housekeeping had a very small
average ratio of beds to FTE at 18.6. Looking at the ratios of urban facilities shows that
there were 6 facilities above the average compared to 14 below it; rural areas had 15
facilities reporting ratios above the average, compared to 34 below it.

“Physical therapists, occupational therapists, and speech therapists
are the positions most commonly contract-employed.”

The overall ratios of beds to employee type were also assessed for outside
contract FTEs. Physical therapists, occupational therapists, and speech therapists were
examined, as these positions are commonly contract-employed. Physical therapists had
the lowest overall ratio of beds to contracted FTEs at 132.8. Among urban facilities,
most had ratios below the average (n=7), whereas three were above the average. Rural
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areas saw 20 facilities with ratios below the average, and six above it. Occupational
therapists followed with 200.5 beds per contracted FTE. For this employee type, urban
areas had seven facilities below the average and two above; rural areas saw 17
facilities with ratios below the average and eight above it. The highest average of the
three employee types was speech therapists, with 1,545.4 beds per contracted FTE. All
of the nine urban facilities had ratios lower than the average; 21 rural facilities had ratios
below the average as well — only two were above. Such high rates of beds to FTEs are
unsurprising, given that many of the aforementioned employee types are contracted
because there may not be a need to hire them full-time. Additionally, there were a few
facilities that completed one survey for more than one location; as a result, both the
contracted and internal FTE ratios could be slightly inflated.

Length of Vacancies

In addition to information about FTEs, for each of the different employee types,
nursing facility CEOs were asked about the duration (in months) of the longest vacant
position for which they were recruiting at the time of the survey. The average for longest
open vacancies was 80.8 months for dietary staff (median: 1.0 month), 60.0 months for
housekeeping (median: 1.0 months), and 58.0 months for occupational therapists
(median: 0.0 months). The averages for the remaining position types ranged from 13.0
months for chaplains to 50.0 months for social service staff; the median value of the
remaining personnel types was zero.

“Only 3.9% of rural and 4.8% of urban nursing facilities indicated that
they directly employed physicians; the majority (56.9% of rural and
61.9% of urban) reported externally contracting physicians.”

Regarding nursing facilities and physicians, the nursing facility CEOs were asked
about whether they directly employed or externally contracted physicians. Only 3.9% of
rural and 4.8% of urban facilities indicated that they directly employed physicians; the
majority (56.9% of rural and 61.9% of urban) reported externally contracting physicians.
One-third of both rural and urban CEOs indicated that they neither directly hired nor
contracted physicians, whereas only 5.9% of rural CEOs reported doing both. Nursing-
facility-employed physicians were reported to generally be in family practice. Other
listed physician specialties were geriatrics and psychiatry. Much of their responsibilities
revolved around fulfilling the duties of a nursing facility medical director. In most of the
nursing facilities, the FTE of the physicians was small, with only the much larger nursing
facilities reporting significant externally employed physician FTEs.
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The CEOs were asked to rate the difficulty of recruiting each of the employee
types along a four-point Likert scale (Figure 8.10). Ratings were assessed on a four-
point Likert scale (1 = very easy, 2 = somewhat easy, 3 = somewhat difficult, 4 = very
difficult). Excluding nurses, the highest ten selected employee types are included
wherein the mean ratings are shown comparing rural with urban. Overall fill difficulty
across the positions is mixed. Physician assistants and nurse managers were
particularly difficult to recruit among rural areas, whereas urban areas struggled with
recruiting speech therapists and physical therapists. Positions such as dietary staff and
housekeeping were harder to fill in urban areas than rural, whereas rural areas had
more difficulty filling employee types such as dietitians and other clinical service
managers.

“Nurses of various types were listed by urban CEOs as the most
difficult to recruit; rural CEOs reported that CNAs had the highest
turnover rates of their employee types.”

Respondents were additionally asked to list the most difficult employee category
for which to recruit. Nurses of various types were listed by urban CEOs as the most
difficult to recruit 76.2% of the time, and they were listed among the three most difficult
to recruit 66.7% of the time (the comparable percentages for rural are 92.3% and
71.2%). In another question, 84% of the rural CEOs reported that CNAs had the highest
turnover rates of their employee types (urban 71.4%).

NORTH DAKOTA HOSPITAL WORKFORCE SURVEY

This section contains a summary of the previous reporting cycles’ data (i.e. the
Fifth Biennial Report). Data was collected for the current reporting period and that data
is summarized in Appendix D. The new data was not reported here because
extenuating circumstances rendered the hospitals’ response rate extremely low. In
2018, the Center for Rural Health performed a workforce survey of all of North Dakota’s
short-term general hospitals. Questionnaires were sent to all 42 hospitals that met the
eligibility criteria. All rural CAH hospital CEOs, as well as the six large Prospective
Payment System (PPS) hospitals, were asked to contribute. The final response rate
was 97.6%, with one PPS Hospital not participating. As a result, that facility’s data from
the 2014 survey was included in the survey in order to provide the most comprehensive
overview possible.! There were 11 CAHs from the southwest area of the state, 9 from
the northwest, 8 from the southeast, and 8 from the northeast.

The survey contained 12 questions, one of which included a matrix assessing
FTEs and vacancies among workforce personnel. Other questions inquired about
workforce-related issues such as the professionals most difficult to recruit, staffing
information, as well as the greatest challenges in recruiting staff. Because of the
abundance of North Dakota hospital workforce information garnered from the survey
responses, only a portion of it can be included in this Report. For further information
about the survey results and the questionnaire, visit https://med.und.edu/healthcare-
workforce/ files/docs/2018/2018-hospital-assessment.pdf; the 2014 report can be found
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at https://ruralhealth.und.edu/assets/2498-9184/nd-hospital-assessment-chartbook-
2014.pdf.

Limitations

While the findings from the North Dakota Hospital Workforce Survey tell us much
about short-term general hospital workforce, they may not be generalizable to all North
Dakota providers’ nonhospital employment sectors (e.g., nursing homes and physicians’
office practices). However, significant shortages for the hospitals can be indicative of
other employment situations because hospitals are often able to provide higher wages
and better job conditions than other providers.

Care needs to be taken when interpreting data findings because some vacancy
rates are based on small numbers of healthcare employees, and many factors influence
vacancy rates. For instance, health-provider-type vacancy rates are influenced by
hospital need, salaries hospitals are willing to pay, availability of employed and
unemployed providers looking for positions, local community conditions and
opportunities, the physical condition of the hospital, working conditions, and so forth. If a
facility unsuccessfully recruits for an extended length of time, it may stop recruiting for
the position and limit its services, and the vacancy rate may appear lower than it would
be if there were an adequate supply of a provider type.

Because one PPS Hospital did not complete the current survey, their 2014
results were interpolated in order to garner a more complete picture of healthcare
facilities in North Dakota. As such, the resulting data for this facility may not be
completely up-to-date; however, we assumed that the hospital has not experienced
significant shifts in terms of the workforce factors assessed since the previous survey
collection in 2014.

SURVEY FINDINGS

North Dakota’s 2018 statewide vacancy rates for hospital-staff types are
presented in Figure 8.11. The statewide rates were calculated by dividing the FTEs
currently being recruited by the sum of FTEs currently being recruited and current FTEs
employed, then multiplying the quotient by 100, which resulted in the percentage of
vacant positions.? The highest statewide vacancy rates were for surgical technologists
(19.5%), physicians (13.5%), and radiographer/radiology techs (10.5%). When
interpreting vacancy rates, it is important to consider the magnitude of provider numbers
represented by the rates. For instance, vacancy rates for physicians were based on a
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large number of FTEs (1,348.3 in total), and a large number of vacant FTEs (182.0),
while the rate for dietitians was based on few employed and vacant FTEs.

Eleven (40.7%) of the 27 staff types had vacancy rates between 5 and 11%,
whereas three (11.1%) of the 27 staff types had rates above 11%. Thirteen (48.1%) of
the 27 staff types had rates below 5%. Vacancy rates below 5% can be a problem for
providers because low rates indicate that there is more provider supply than there is
demand. This can result in fewer vacancies that may drive down regional salaries for
providers. Higher provider vacancy rates (e.g., 25% and higher) and a tight labor market
can cause salaries and benefits to increase as the hospitals compete for the limited
supply of providers. This can discourage hospitals from staffing configurations that
include many of these provider types (thus narrowing the scope of services potentially
provided).?

In comparing current statewide vacancy rates to those from the 2014 survey,
there has not been a significant amount of variability. Some personnel types were
added to the current survey (e.g., physicians and physical and occupational therapy
assistants), whereas others were removed (e.g., medical record coders, computer
technicians), so comparing changes between all position types is not possible at this
time. In addition, not all respondents completed the survey in its entirety, which may
affect overall comparisons between the two different survey versions. For example,
some facilities may not have reported employed FTEs (and/or vacancies) for some
positions, which could subsequently influence overall vacancy rates. As a result, some
caution is warranted when comparing the current findings with results of the 2014
report.

Among corresponding personnel types, however, there were 10 positions that
saw an increase in vacancy rates, eight that saw a decrease, and one position that saw
no change (nuclear medicine, 0.0% vacancy rate), although many of these differences
were small. The personnel types with the largest increase were surgical technologists
(7.9% vacancy in 2014 compared to 19.5% in 2018). For this group, the overall
employed number of FTEs stayed approximately the same (161.2 FTEs in 2014 and
167.5 in 2018), however the number of overall vacant FTEs increased from 13.8 FTEs
in 2014 to 40.6 in 2018. Radiographer/radiology techs also saw a considerable increase
in statewide vacancy rates (0.35% vacancy rate in 2014 to 10.5% in 2018). Among this
personnel type, not only did the overall number of employed FTEs decrease from 282.9
in 2014 to 233.1 in 2018, but there was an overall increase in vacancies as well (1.0
vacant FTE in 2014 to 27.2 in 2018).

In contrast, some personnel types saw a sizeable amount of decrease in vacancy
rates. Among these was MLT/CLT personnel, who had a vacancy rate of 9.5% in 2014
compared to 2.5% in the current survey. Here, the overall number of employed FTEs
dropped from 183.2 in 2014 to 96.8 in 2018; vacancies also decreased from 19.1 in
2014 to 2.5 presently. Physician assistants also saw a decrease, with employed FTEs
dropping slightly (172.8 FTEs in 2014 to 158.7 in 2018) along with vacant FTEs (22.6
FTEs in 2014 versus 9.0 in 2018).
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Figure 8.12 shows statewide vacancy rates for the different personnel categories
for CAH and PPS hospitals. Among CAHs, the highest vacancy rates were for surgical
technologists (27.7%), respiratory therapists (18.0%), and ultrasound technologists
(14.5%), although these were based on relatively small numbers of both employed and
vacant FTEs. In urban areas, the highest vacancy rates were again for surgical
technologists (18.6%), physicians (13.6%), and radiographer/radiology techs (11.0%).2

Physician vacancy rates were considerably high for both CAH and PPS
hospitals. As mentioned above, physicians had the second-highest vacancy rate
(13.6%) in urban areas; they were fourth highest among CAHs. CAHs had 13.0 vacant
FTEs for 88.24 employed FTEs, whereas PPS hospitals had 169.0 vacant FTEs for
1,078.08 employed FTEs.

“Physician vacancy rates were considerably high for both CAH and
PPS hospitals. Physicians had the second-highest vacancy rate
(13.6%) in urban areas; they were fourth highest among CAHs.”

Vacancy rates between CAHs and PPS hospitals for lab personnel (two
categories) and radiology staff (five categories) are also shown in Figure 8.12. The two
types of lab personnel are medical technologist or medical laboratory scientist
(MT/MLS), and medical laboratory technician or clinical laboratory technician
(MLT/CLT). The overall vacancy rates for lab personnel ranged from 2.2% for MLT/CLT
to 7.2% for MT/CLS personnel, both among PPS Hospitals. The CAH and PPS hospital
vacancy rates for the various radiology staff types (radiographer/radiology techs,
specialized radiology techs, ultrasound techs, nuclear medicine techs, and radiation
therapy techs) were somewhat lower. Here, the highest vacancy rate was for CAH
ultrasound technologists at 14.5%, although neither CAH nor PPS hospitals reported
vacancies for nuclear medicine techs. Radiation therapy techs were also in low
demand.?

The vacancy rates for other types of medical care personnel (i.e., PAs, dietitians,
physical therapists and assistants, occupational therapists and assistants, respiratory
therapists, surgical techs, and entry-level jobs) are also illustrated in Figure 8.12. With
only a few exceptions, the vacancy rates across these provider types and by CAH and
PPS hospitals were low. The highest vacancy rate was for CAH surgical technologists
at 27.7% (6.0 vacant FTEs for 15.69 FTE employed positions); among PPS hospitals
there was an 18.6% vacancy (34.6 vacant FTEs for 151.8 FTE employed positions) for
the same position type. In comparison to PPS hospitals, the vacancy rates of respiratory
therapists for CAHs were also particularly high (18.0% versus 4.2%).

150 Biennial Report 2021 UND School of Medicine and Health Sciences


https://med.und.edu/publications/biennial-report/_files/images/2021/sixth-report-figure-8-12.png

The nurse managers/clinical directors and business personnel types are
additionally presented in Figure 8.12. Vacancy rates were low for both employment
categories. The highest vacancy rates were for PPS hospital business personnel (5.1%,
7.0 FTE vacancies for 129.6 positions). Note that altogether the two personnel types
represented 814.8 FTE filled positions and 18.4 FTE vacancies.?

Vacant FTEs among licensed pharmacists in the state were relatively low, with
CAHs reporting a slightly higher rate (3.5%) than PPS hospitals (2.2%). Among
pharmacy technicians, an opposite trend emerged, with PPS hospitals reporting a
vacancy rate of 7.2%; no CAHs reported vacancies. With regard to Health Information
Managers (HIM)/Supervisors, only PPS hospitals reported a vacancy (7.2%); no
vacancies again were reported among CAHs. Similarly, neither PPS hospitals nor CAHs
reported vacant FTEs for privacy/security officers.

As a whole, the vacancy rates across CAHs and PPS hospitals have not
deviated substantially since the previous survey in 2014. As described above, surgical
technologists were one exception to this—rates for CAHs and PPS hospitals jumped
from 4.4% and 8.4% in 2014 to their current rates of 27.7% and 18.6%, respectively. In
this personnel type, employed FTEs decreased by 6.3 FTEs from 2014 to 2018 among
CAHs, and increased 12.6 in PPS hospitals; vacant FTEs went from 1.0 in 2014 to 6.0
in 2018 among CAHSs, and from 12.8 to 34.6 in PPS hospitals. Respiratory therapists
among CAHs also saw a vacancy rate increase, from 2.6% in 2014 to 18.0% in 2018.
Employed FTEs among rural respiratory therapists dropped from 37.8 FTEs in 2014 to
25.1 FTEs in 2018; vacant FTEs among this group also increased from 1.0 to 5.5.
Growth in PPS hospitals was seen among radiology techs (2014: 2.4%, 2018: 11.0%)
and specialized radiology techs (2014: 1.0%, 2018: 9.8%).

In contrast, some considerable decreases can also be observed. For instance,
the vacancy rate of physician assistants among PPS hospitals declined from 14.1% in
2014 to 5.8% in 2018. In this group, the overall employed FTEs stayed relatively the
same (131.2 FTEs in 2014 to 113.5 FTEs in 2018), but vacant FTEs dropped from 21.6
to 7.0 in 2018. Similarly, in 2014, CAHs reported a vacancy rate among radiation
therapy technicians of 20.0%; that percentage is now down to 0.0%. Here, employed
FTEs decreased from 4.0 to 0.0, and vacant FTEs also decreased from 1.0 to 0.0. As
described above, however, caution should be exercised when comparing these values,
as some responses may be missing which could potentially skew comparisons.

Figure 8.13 shows the respective employed FTEs and vacant FTEs among the
different employee types for both CAHs and PPS hospitals. Here, the number of
vacancies upon which the CAH vacancy rates were based ranged from 0.0 FTE
vacancies (specialized radiology techs, nuclear medicine techs, radiation therapy techs,
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HIM manager/supervisors, privacy/security officers, pharmacy technicians, physical
therapy assistants, and occupational therapy assistants) to 22.8 among entry-level jobs
in CAHs. Among PPS hospitals, FTE vacancies ranged from 0.0 (nuclear medicine
techs, privacy/security officers, dietitians, physical therapy assistants, and occupational
therapy assistants) to 169.0 FTEs among physicians.?

When looking at overall employed FTEs, those in entry-level positions had the
highest numbers. Here, CAHs employed 457.33 FTEs, whereas PPS hospitals
employed 956.1 FTEs; the corresponding numbers of vacant FTEs were 22.8 and 64.8.
Physicians were next in line with 88.2 FTEs for CAHs and 1,078.1 for PPS hospitals;
vacant FTEs were 13.0 and 169.0, respectively. Business personnel also had a large
number of employed FTEs, with CAHs having 344.4 FTEs (0.4 vacant FTEs) and PPS
hospitals having 129.6 (7.0 vacant FTEs).

Compared to 2014, FTEs across CAH and PPS hospital employee positions
have remained relatively stable. Among corresponding employee types, there was a
total increase of 112.7 FTEs, although remember that this value does not include all
listed employee types. Business personnel had the largest increase in FTEs among
CAHs, going from 227 FTEs in 2014 to 344.4 in the present survey. MT/CLS personnel
also had a smaller increase, from 95.9 employed FTEs in 2014 to 111.74 in 2018.
MLT/CLTs had the largest decrease in FTEs, from 86.3 to 52.9 FTEs in 2018. In
contrast to CAHs, PPS hospitals generally had lower numbers of FTE as compared to
2014 (among comparable positions, a decrease of 648.9). The largest decreases were
seen among radiation therapy techs (196.0 FTEs in 2014 to 23.5 in 2018), and business
personnel (297.1 FTEs in 2014 to 129.6 in 2018). These declines may not be
completely representative of all PPS hospitals, however, as the matrix from which these
values were calculated was not always completed in its entirety by respondents,
resulting in smaller values. Entry level jobs saw the largest increase in employed FTE
values, from 934.4 in 2014 to 956.1; this was followed by occupational therapists (88.4
FTEs in 2014 to 102.5 in 2018).

“Both CAHs and PPS hospitals reported that the position they had
been recruiting for the longest was physicians.”

In addition to employed and vacant FTEs, the Hospital Survey also addressed
the number of months that facilities had been working to fill their longest vacancy.
Across both CAH and PPS Hospitals, the mean number of months recruiting for
positions ranged from 0.0 to 27.0 months. After adding the average number of months
together, PPS hospitals reported a considerably larger total than CAHs (110.5 months
recruiting versus 76.4 among CAHs). Both CAHs and PPS hospitals reported that the
position they had been recruiting for the longest was physicians (on average, 13.2
months in CAHs, and 27 in PPS hospitals). In addition to physicians, many healthcare
facilities also spent a fair amount of time recruiting for positions such as physician
assistants (an average of 5.4 months among CAHs and 5.0 months among PPS
Hospitals). MT/CLS personnel (3.8 months for CAHs and 5.7 for PPS hospitals) and
radiographers/radiology techs (5.4 in CAHs and 4.0 in PPS Hospitals) were also
common.?
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The hospital respondents were also asked to rank the difficulty of recruiting each
of the 27 provider types. The ranking scale ranged from 1 to 4 as follows: 1- very easy,
2 - somewhat easy, 3 - somewhat difficult, and 4 - very difficult. The CAH most-difficult-
to-fill vacancies were physicians (3.7); MLT/CLT (3.7) and MT/CLS (3.6) lab techs;
radiation therapy techs (3.5); and ultrasound techs, licensed pharmacists, nuclear
medicine techs, and respiratory therapists (all reporting a mean difficulty value of 3.4).
In PPS hospitals, the most difficult positions to fill included MT/CLS (3.6) and MLT/CLT
(3.5) lab techs; surgical technologists, physicians, and physical therapists (each at 3.3);
and specialized radiology techs, physical therapy assistants, and occupational
therapists (all reporting a mean difficulty value of 3.0).2 It is important to remember that
it is not only the availability of personnel that influences the difficulty in filling positions;
many other factors, including salaries being offered for the positions, are at play.

In total, it is estimated that the PPS hospitals employed 389 specialist physicians
and 158 primary care physicians (total 547 physicians, although these numbers do not
take into account those employed by two PPS Hospitals), and CAHs employed 33
specialists and 56.5 primary care physicians (total 89.5). As described above, PPS
hospital respondents rated the difficulty in filling primary care physician positions as a
3.3, with the comparable CAH rating of 3.7. This would rank the difficulty in filling
physician vacancies as tied for fourth-most difficult for PPS hospitals and most difficult
for CAHs.?

Of the hospitals that employ physicians, respondents were asked to rank on a
four-point scale (1 - 