H6 Promote a continuing dialogue on the pivotal factors influencing and
driving rural health system reform, serving as one of the vehicles
fostering change.

l. Workforce

Between now and 2012, seven of the top 10 fastest growing occupations across the
nation are projected to be in health care. Just 12 years from now, in 2020, demand is
expected to outstrip supply for a number of health care occupations including
physicians with a shortage of 100,000 physicians and 800,000 nurses.94 By the year
2020 more than one million new registered nurses will be needed in the U.S. health
care system to meet the demand for nursing care. Shortages of health care
providers negatively impact health care quality and access to health care services.
While the availability of primary care has been associated with improved health
outcomes95 over the past decade, there has been a dramatic decline in the number
of primary care residencies filled by U.S. medical school graduates.96 Primary care

°* National Center for Health Workforce Analysis. (2003).
% Starfield. (2005).
% American Academy of Family Physicians. (2003).
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shortages can also increase health care costs.97 The demand for health care services
isincreasing due, in part, to an aging population, advances in medical technology,
and pharmaceuticals. While workforce shortages are a challenge for the entire
health care system, they are likely to be most severe in rural areas of the U.S. and
the Institute of Medicine recently noted that “efforts should be made to boost the
supply of health professionals in rural areas”.98 An additional challenge for health
workforce education rests with developing competencies that can address both the
health care needs of an aging rural population along with managing new
technologies to lessen distance and remoteness found in isolated regions.

Health Professionals’ Status

With 94 percent of
the state designated
as a Primary Care
Health Professional
Shortage and/or
Medically
Underserved
Area/Populations by
the federal Office of
Shortage
Designations, ND
faces current and
emerging challenges
related to both the ks ,

supply and demand for health care professionals. Job Service of ND expects
significant growth in demand for pharmacists, occupational therapists, physical
therapists, medical and clinical laboratory technologists and technicians, physician
assistants, registered nurses and others by 2014.%° While there has been a sustained
interest in family medicine at UND, the state’s only medical school, over time the
graduates of the UND family medicine residency programs have followed national
trends, showing a decreasing proclivity to settle in rural areas.’® Access to health
care providers, particularly primary care, is extremely important given the projected
graying of ND’s population that will be particularly pronounced in rural and frontier
areas of the state.'®

%7 starfield. (2005).

%8 Institute of Medicine. (2005).

%% Job Service of North Dakota. (2004).

19 UNDSMHS Health Care Workforce Initiative. (2007).
191 D State Data Center. (2002).




Physician Indicators

The Center for Rural Health has tracked the state’s physician vacancies since 1991.
Data reveal that by 2020, 42 percent of physicians will reach retirement age.102 In
rural areas, family medicine comprises 51 percent of all practicing physicians,
followed by internal medicine (28 percent). Pediatricians encompass only three
percent of all practicing physicians in rural ND. Most of the 71 pediatricians are in
urban counties. Overall, access to primary care is a serious problem due, in part, to
travel distances and supply and demand factors associated with the health care
workforce. For example, there are significant distances between health care services
in rural areas and tertiary care providers in the four largest cities. This challenges
access to care for an array of health care conditions and also requires team
approaches to care, networks and partnerships. Infrastructure such as health
information technology is also needed in order to coordinate, communicate and
ensure safe high quality care in a timely manner. There continues to be a mal-
distribution of health care providers as the majority of practitioners choose to locate
their practice in urban areas. For example, two-thirds of family physicians practice in
ND’s four largest cities. This puts additional pressure on the need for nurse
practitioners and physicians assistants who currently staff a number of small rural
clinics in remote areas across the state. Further indications of provider shortages are
noted in the quarterly demand assessments conducted by the Center for Rural
Health. Fifty-five facilities reported 185 vacancies in December 2007 including
physicians, mental health providers, nurses, physician assistants, nurse practitioners,
physical therapy, and technologists.

Nursing Indicators

The number of registered nurses per capita in North Dakota has increased since
2000 and is currently above the national average. However, maldistribution of
nurses remains a problem with seventeen rural counties having less than the
national average of RNs. A major problem in the state is the aging of the nursing
workforce with 25 percent of LPNs and RNs planning to retire by 2020.'% The
vacancy rate for RNs has dropped from 11 percent in 2005 to three percent in 2007
potentially indicating LPNs obtaining additional education to become RNs and a
reduction in interest in a career as an LPN. However, the distribution remains
uneven between counties and turnover for RNs (19 percent) and LPNs (31 percent)
is high'®. Overall, turnover rates have averaged close to 20 percent over the last
five years, indicating that nearly 1 in 5 nurses changed their job each year,
potentially creating a more unstable work environment.*®

192 Amundson et al. (2005).

Marino & Moulton. 2007.
Moulton 2008.
Moulton 2008.
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High School Student Perspectives on Careers in Health Sector

A January 2006 study conducted by the Center for Rural Health'® found that 38
percent of high school students (grades 9-12) indicated an interest in health care.
However, nearly half (46 percent) of students indicated an interest in more than one
profession (for example health care or sciences). Of those interested in health care,
most were interested in becoming a nurse or a physician and more than half
indicated an interest in more than one health care occupation, substantiating the
need for more awareness activities at the K-12 level in order to assist future health
care workers to better define their future career goals.

Workforce initiatives to address today’s healthcare model may not be relevant in the
future.™® Contemporary rural healthcare models drive workforce needs. Models
and programs need to be designed with both short term and long term sustainable
solutions.

Summary of Workforce Challenges for ND

e  With an average population density of 9.3 people per square mile,
approximately two-thirds of counties are designated frontier with six or less
people per square mile.

e Significant population changes that include population loss in rural areas
(particularly younger citizens), negligible growth statewide, aging population,
increases in minority and refugee populations, and income inequalities.
Population loss contributes to the loss of patient volume required for viable
health systems.

e Health professional workforce mal-distribution and shortages that create
inequities in the accessibility of health services.

e Limited supply of graduating physicians from in-state residency programs.

e  Approximately 83 percent of counties are federally designated as entire or
partial health professional shortage areas.

e 15 counties access primary care services through satellite clinics and two
counties are without physicians or medical facilities.

e  Due primarily to low reimbursement and organizational affiliation changes, 13
federally certified Rural Health Clinics (RHC) have disbanded, leaving 64 RHCs.

e 75 percent of CAHs rate the physician workforce supply as a moderate or severe
problem.

e 88 percent of CAHs rate nursing workforce and 79 percent rated the ancillary
workforce supply (lab, x-ray, physical therapy, etc.) as moderate or severe.

106 Hanson, Moulton, Rudell & Plumm, 2006

197 Flex Steering and Advisory Committee Planning Day. (2008). Grand Forks, ND.




Stakeholder Perspective

Statewide association interviews strongly suggested a need for increased
collaboration, noting that the traditional medical model needs to be refined. It was
suggested that collaboration within the medical community could examine different
provider roles in addition to regulatory requirements that constrain current practice
models. A network of providers may be used for interdisciplinary training, disease
management, and other service provision.

Workforce shortages as well as an aging workforce were identified by all
stakeholders as significant issues. Large hospitals shared that the younger
workforce as well as some physicians, aren’t willing to go on the road to provide
carein rural areas. Focus on recruitment and retention along with education and
training were expressed as needs along with system reform as perhaps the answer
to some of issues related to physician availability. Changes related to regulations,
reimbursement and the use of health information technology could alleviate some
issues facing the rural health delivery system.

Suggested Solutions

e Look at statewide workforce system; tertiary providers can assist with
workforce development and recruitment of providers into ND

e Ready supply of nurse practitioners needed; expand ND programs to meet
this need

o Flexibility of workforce model to maintain care

e Work on coverage issues for practitioners - RNs, pharmacists, physicians

e Return to work programs/look at non-traditional sources for students:
immigrants, women not in the workforce

e Career awareness of school-agers

e Focuson retention/develop a recognition program for exemplary staff

e Offer succession/leadership and cross-training to 2-3 key managers at each
hospital

e Incentives (money, housing, other)

e Increase nurse faculty; many applicants to nursing programs are turned away
because not enough faculty

e Develop an ambassador program to interest children in long term care (and
other areas)

e Refine traditional medical model to be more inclusive and collaborative, e.g.
teams of providers, interdisciplinary training

e Look at developing provider networks, shared between communities




ND Flex Program’s Role: 2008-2010

11

Continue to provide technical assistance to CAHs including 1) performance
improvement planning (workforce components related to recruitment and
retention strategies); 2) internal personnel audits (standardized staff surveys
that assist with identifying strengths and weaknesses and used for planning
related to staff retention).

Continue to fund Peer Mentoring Program which provides funds to CAHs to
foster engagement across facilities on needs, including workforce.

Continue to fund subcontract awards to CAHs with priority given to
workforce issues and for requests that involve networking activity (e.g.
health occupation awareness initiatives involving local school systems and
recruitment efforts).

Continue to support leadership development and national exposure to
successful models in other states as well as ND solutions.

Work with the newly funded Area Health Education Center (AHEC) which
includes the UND’s School of Medicine and Health Sciences and the College
of Nursing.

Share the Rural Health Plan with stakeholders and encourage their review of
needs and action based on their capacity.

Continue to explore other relevant partnerships such as with the Department
of Commerce that is engaged in a media campaign regarding workforce
needs in the state.

Explore alternative models of health delivery systems, such as the Frontier
Extended Stay Clinic model currently operating as a demonstration in
Alaska’s remote regions.

Partner with the State Office of Rural Health, the AHEC, the ND Department
of Health, the Department of Career and Technical Education, and state
associations to develop Health Occupations for Today and Tomorrow, a
successful South Dakota based program designed to create health career
awareness for children and youth.



ViIl. Summary

Ensuring access to essential quality health care services is fundamental to the
viability of rural communities. Having access to health services is parallel to having
access to education, economic opportunity, spiritual enrichment, and other societal
conditions. Each represents an important element that makes a community a
community. These sectors are primary community building-blocks. A viable,
accessible health system to improve health status and provide care where and
when North Dakotans need is vital.

The Flex Program is a federally funded grant operating in 45 states; over its eleven
year history it has established a solid foundation for supporting the rural health care
delivery system. With a focus on CAHs as the hub of the healthcare delivery system
it serves as a conduit for addressing key rural health care needs. This plan provides
an understanding of the needs facing rural health in North Dakota. A number of Flex
Program activities have been outlined for action over the next two years. However,
no one single program, person or organization will solve the magnitude of issues
facing the rural health delivery system. In order to support the vision and purpose
of this plan the stakeholders must collaborate to implement the recommendations
found in this document. Part of the Flex Program’s plan is to raise awareness of
rural stakeholders of this plan and to engage active supporters who will work
together to make a difference for the future of health care in North Dakota.

Fortunately in rural health, the idea of network development, collaborative
partnerships, and simply working together is a long standing belief. Collaboration
between organizations and/or communities of different composition can produce
important new and additional resources. Organizations within a community or
between communities working together is an essential ingredient to constructing a
regional approach to common issues.

The confluence of issues facing rural health care is significant with cost, access and
guality being overarching themes. Maintaining adequate staffing and competent
providers impact access to and quality of care. Recruiting health professionals,
providers and others; retaining current staffing by offering competitive wages and
benefits; and, investing in health information technology all come at a high cost.
The financial constraints currently facing the majority of North Dakota’s small rural
hospitals severely limit their investment in the future of the health care delivery
system as it exists today.

The availability of CAH designation has provided rural residents with “critical access”
to needed health care and in 1998 was an opportunity for rural hospitals to make a
transition to a new model of care. Eleven years later CAH designation continues to
have a positive impact in maintaining access to critical care in rural communities.




However, current conditions in some areas of ND lend a voice for the need for yet
another model of care.




VIIl. Appendices

Appendix A - Critical Access Hospital Certification Chart

City
Zip Code

Ashley

58413
Belcourt

58316
Bottineau

58318
Bowman

58623
Cando

58324
Carrington

58421
Cavalier

58220
Cooperstown

58425
Crosby

58730
Devils Lake

58301
Elgin

58533
Ft. Yates

58538
Garrison

58540
Grafton

58237
Harvey

58341
Hazen

58545
Hettinger

58639
Hillsboro

58045
Kenmare

58746

Name

Address

Ashley Medical Center

612 Center Ave. N.

Quentin Burdick Memorial Healthcare Facility
PO Box 160

St. Andrews Health Center

316 Ohmer St.

SW Healthcare Services

P.O. Box C

Towner County Memorial Hospital
P.O. Box 688

Carrington Health Center

P.O. Box 461

Pembina County Memorial Hospital
P.O. Box 380

Cooperstown Medical Center
1200 Roberts Ave NE

St. Lukes Hospital

P.O. Box 10

Mercy Hospital

1031 7th Street NE

Jacobsen Memorial Hospital

P.O. Box 367

Ft. Yates Indian Health Services
PO Box J

Garrison Memorial Hospital

P.O. Box 39

Unity Medical Center

164 13th St. W

St. Aloisius Medical Center

325 East Brewster

Sakakawea Medical Center

510 8th Ave. NE

West River Regional Medical Center
1000 Highway 12

Hillsboro Medical Center

P.O. Box 609

Kenmare Community Hospital
P.O. Box 697

Certified
CAH
X'01

X'00

X'01

X07

X'01

X'01

X'00

X'02

X'08

X'01

X'99

X'01

X'02

X'01

X'05

X'04

X'00
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VIII.

Langdon Cavalier County Memorial Hospital
58249 909 2nd St.

Lisbon Lisbon Area Health Services
58054 P.O. Box 353

McVille Nelson County Health System
58254 P.O. Box 367

o o o
o = s

=
o
[y

Oakes Oakes Community Hospital
58474 314S. 8th St.

=
o
=

Richardton Richardton Health Center
58652 P.O.BoxH

=
=)
~

Rugby Heart of America Medical Center
58368 800 S. Main Ave.

=
O
©

Tioga Tioga Medical Center
58852 P.O. Box 159

=
o
o

Valley City Mercy Hospital
58072 570 Chatauqua Blvd.

=
o
=

Wishek Wishek Community Hospital
58495 P.O. Box 647



Appendix B — Current Flex Steering Committee Members
(9/2008)

A

The Flex Steering Committee is comprised of representatives from each of the
program’s partners in addition to the ND Healthcare Review, Inc. (ND’s Quality
Improvement Organization (QIO). Current members of the Steering Committee are:

1. Marlene Miller, Program Director, Chair
2. Brad Gibbens, Associate Director for Community Development & Policy

3. Chris Lennon, Program Coordinator, Flex Program
Center for Rural Health
School of Medicine & Health Sciences Room 4909
501 North Columbia Road Stop 9037
Grand Forks, ND 58202-9037
Phone: 701.777.3848
E-mails:marlenemiller@medicine.nodak.edu,
bgibbens@medicine.nodak.edu, clennon@medicine.nodak.edu
Web site: ruralhealth.und.edu
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4. Tim Blasl, Vice President
ND Healthcare (Hospital) Association
PO Box 7340
Bismarck, ND 58507-7340
Phone: 701.224.9732
Fax: 701.224.9529
E-mail: tblasl@ndha.org
Web site: ndha.org

5. Tim Meyer, Director, Division of EMS
ND Department of Health
Phone: 701.328.2352
E-mails: tmmeyer@nd.gov
Web site: health.state.nd.us

6. Barb Groutt, CEO
ND Healthcare Review, Inc.
800 31st Ave. SW
Minot, ND 58701
Phone: 701.852.4231
Fax: 701.838.6009
E-mail: BGROUTT@ndgio.sdps.org
Web site: ndhcri.org




Appendix C — Current Flex Advisory Committee Members
(9/2008)

Flex Advisory Committee Members

The ND Flex Program's Advisory Committee is comprised of individuals from eight of
ND's CAHs. The purpose of this committee is to assist the Center for Rural Health
(UND School of Medicine and Health Sciences) and the ND Flex Steering Committee
with program planning, implementation, evaluation and policy consultation for the
Flex Program.

Each member is charged with representing their colleagues and partners for a
designated area of the state. A complete list of members, including terms and
represented areas is below.

Representing Regions | and Il: Crosby, Tioga, Watford City, Williston, Kenmare,
Stanley, Bottineau, Rugby

Mitch Leupp, Administrator
Mountrail County Medical Center
PO Box 399 502 3™ Street SE
Stanley, ND 58784

(701) 628-2424

2008-2009 (1 year term)

Randy Pederson, CEO
Tioga Medical Center
PO Box 159

810 North Welo Street
Tioga, ND 58852-0159
(701) 66-3305
2008-2011 (3 year term)

Representing Regions Ill and IV: Rolla, Langdon, Cando, Devils Lake, Cavalier,
Grafton, Park River, McVille, Northwood

Pete Antonson, Administrator
Northwood Deaconess Health Center
PO Box 190 Northwood, ND 58267
(701) 587-6060

2008-2011 (3 year term)

Kimber Wraalstad, President/CEO
Presentation Medical Center




PO Box 759 213 2™ Avenue NE
Rolla, ND 58367-0759

(701) 477-3161

2008-2010 (2 year term)

A

Representing Regions V and VI: Mayville, Hillsboro, Lisbon, Harvey, Carrington,
Cooperstown, Valley City, Oakes, Ashley, Wishek

Vacant
2008-2011 (3 year term)
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Kathy Hoeft, Administrator
Ashley Medical Center

612 Center Avenue North
Ashley, ND 58413

(701) 288-3433

2008-2010 (2 year term)

Representing Regions VIl and VIII: Garrison, Turtle Lake, Hazen, Elgin, Linton,
Richardton, Bowman, Hettinger

Darrold Bertsch, CEO

SW Healthcare Services

PO Box C Bowman, ND 58623
(701) 523-2314

2008-2010 (2 year term)

Roger Unger, Administrator

Linton Hospital and Medical Center
518 North Broadway Street

Linton, ND 58552

(701) 254-4511

2008-2009 (1 year term)




Appendix D — 2008 CAH and Flex Program Survey

NORTH DAKOTA

CRITICAL ACCESS HOSPITAL AND FLEX PROGRAM
SURVEY - 2008

Hospital Name:

Hospital Characteristics

1. What is the ownership status of the hospital?
Non-government, non-profit Government, non-federal
Investor owned (for profit) Government, federal
2. How would you characterize your organization?
Stand alone acute care Acute care with long-term facility
Acute care with a primary care clinic Acute care, primary care clinic,
and long-term care
3. Over the next 12 months, which of the following would you expect?
(Check all that apply)
Stay the way we are Stop providing some services (e.g., home
health, OB, cardiac rehab)
Formally join a network Acquire additional facilities (e.g. LTC,
clinic, other)
Close the facility Explore feasibility of de-certifying as
CAH (move back to PPS)
Add services (e.g., home health, Be managed by external organization
OB, cardiac rehab, other)
4, Local citizens are aware of our financial situation.
Agree Disagree Unsure
5. Does your hospital receive county and/or city tax support?
Yes No Unsure

If yes, how much money is received on an annual basis? $

If you do not receive local tax support, how likely is this to occur in the next five years?
Very likely Likely Not Likely Will not happen Unsure

4




10.

11.

12.

13.

14.

Does your hospital operate a hospital foundation to provide additional support to the facility?
Yes No Unsure

If you do not operate a hospital foundation, how likely are you to create one in the next two
years?
Very likely Likely Not Likely Will not happen Unsure

Which of the following tertiary centers does your facility have agreements with? (Choose all that
may apply)
Altru Health System MedCenter One MeritCare
Trinity St. Alexius

What is the number of FTEs for the following either employed or associated with your facility
(associated means physicians or others may conduct health care in facility but are not
employees)?

RN 1\ _____ laboratory Services

___ Radiology ___ ot __PT

_______ Other Therapy _____ Pharmacy _____ Social Work/designee
Administration _____Paramedic _____Information Technology
Physicians ______ Physician ___ Nurse

Assistants Practitioners

______ Certified ______ Certified ______ Certified Nurse Aide
Nurse Midwives Nurse Anesthetists

_____Visiting specialists __ EMmMT _____ EMT-intermediates

TOTAL NUMBER of FTE EMPLOYEES
TOTAL NUMBER NON-EMPLOYED but ASSOCIATED

Is your local ambulance service a part of the hospital?
yes no
If yes to #12, how do you have the ambulance staff?
Paid employees Volunteer only
Some paid employees and some volunteer

If no to #12, do you financially support its operation in any way?
___Yes, we annual donate $
no




15. If you have paid ambulance employees, which other duties are they responsible for in the

hospital?
Inpatient care (Nursing) ___ x-ray ___lab
Cardiac rehab __ER ____Building maintenance/janitorial
None Other:
16. Do you include your local ambulance personnel in quality improvement activities?
yes no

17. Do you feel that your local EMS agency is adequately staffed?
Yes No

Hospital Issues

18. Rural hospitals face many pressures and issues. Please review each issue below and on a scale of
one to five with one being “no problem” and five being “severe problem” assess the degree of
significance you feel is associated with that issue for your hospital.

No Minor Moderate Severe
Problem Problem Problem Problem Problem

a. Physician workforce supply 1 2 3 4 5
b. Nursing workforce supply 1 2 3 4 5
c. Ancillary workforce supply (lab, x-ray, PT, etc) 1 2 3 4 5
d. Maintaining access to primary care services 1 2 3 4 5
e. Hospital reimbursement (Medicare) 1 2 3 4 5
f. Hospital reimbursement (Third Party Payer) 1 2 3 4 5
g. HIPAA compliance 1 2 3 4 5
h. Access to capital 1 2 3 4 5
i. Hospital staff training 1 2 3 4 5
j. Hospital staff morale 1 2 3 4 5
k. Life/Safety Code 1 2 3 4 5
I. Rural community demographics 1 2 3 4 5
m. Rural community economy 1 2 3 4 5
n. Geographic limitations to creating effective 1 2 3 4 5
and efficient networks
0. Medicare conditions of participation survey 1 2 3 4 5
readiness
p. Maintaining access to mental health services 1 2 3 4 5
g. Impact of uninsured 1 2 3 4 5
r. Impact of under-insured 1 2 3 4 5
s. Maintaining quality of care 1 2 3 4 5
t. Physical plant/building issues 1 2 3 4 5
u. Access to telemedicine 1 2 3 4 5
v. Access to technology 1 2 3 4 5
w. Relationship with designated support hospital 1 2 3 4 5
X. Providing pharmacy coverage 1 2 3 4 5
y. Relationship with other rural hospitals 1 2 3 4 5




z. Relationship with other rural clinics 1 2 3 4 5
aa. Relationship with local clinic 1 2 3 4 5
bb. Relationship with local/area public health 1 2 3 4 5
cc. Relationship with local/area nursing home 1 2 3 4 5
dd. Community support for the hospital 1 2 3 4 5
ee. Providing 24 hour emergency coverage 1 2 3 4 5
ff. Providing diagnostic services 1 2 3 4 5
gg. Maintain average length of stay requirements 1 2 3 4 5
hh. Receiving technical assistance when necessary 1 2 3 4 5
from agencies such as the ND Flex Program
ii. Adequate patient transport services 1 2 3 4 5

(EMS and Trauma)

19. From the above list (question 12), which issues are you most concerned about? Please explain why.

CAH and Flex Impact

20. Conversion to Critical Access Hospital status can bring forth a number of changes. Some of these
changes are associated with being a CAH and some are more closely associated with the Flex
Program. Below are a series of impacts, one for CAH and a second for Flex. Please select a
response that most closely represents your viewpoint.

CAH Conversion Impacts

Very Very
Negative Neutral Positive
a. Financial reimbursement 1 2 3 4 5
b. Flexibility in staffing mid-levels in the ER 1 2 3 4 5
c. Flexibility in staffing nurses in the hospital 1 2 3 4 5
d. Relationship with physicians 1 2 3 4 5
e. Relationship with clinics 1 2 3 4 5
f. Physician Peer Review Process 1 2 3 4 5
g. Local fund raising 1 2 3 4 5
h. Access to capital 1 2 3 4 5
i. Recruitment/retention of physicians 1 2 3 4 5
j. Recruitment/retention of nurses 1 2 3 4 5
k. Recruitment/retention of ancillary staff 1 2 3 4 5
I. Public support for the hospital 1 2 3 4 5
m. Inpatient service 1 2 3 4 5
n. Outpatient service 1 2 3 4 5
o. Network relationship with tertiary referral center 1 2 3 4 5
p. Network relationship with other CAHs and rural hos. 1 2 3 4 5




g. Staff morale

r. Diversifying services

s. Addressing local/area EMS issues
t. Telemedicine/telehealth and HIT
u. Addressing quality of care efforts
v. Overall hospital stability

Flex Program Impacts
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The following are services provided by the State Flex Steering Committee partners (Center for Rural
Health, North Dakota Healthcare Association, North Dakota Department of Health, and the North
Dakota Healthcare Review, Inc.). Please indicate for each service your assessment of the impact to your

hospital.

Don’t
know

N/A

No
benefit

Limited

Moderate

Substantial

aa. Assistance with CMS CART Tool

2

bb. Monthly CAH Calls

2

I

(%]

cc. Educational opportunities (workshops,
trainings)

=

2

w|w

N
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dd. CAH Pre-Conf. at Dakota Conference

ee. Balanced Scorecard Training

ff. CAH profiles

gg. CAH Quality Network development

hh. Flex grants

ii. Access to other federal or private
foundation grants
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ji.- Communication toolkit

kk. Flex Updates

Il. Flex Website

mm. Presentations (boards, community
groups)
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nn. Network support

00. Practice site assessments

pp. CAH designation — rules and regulations

dq. CAH clearinghouse

rr. Technical assistance (e.g. strategic
planning, community needs assessments,
staff surveys)
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tt. Other:

Networks - Acute and/or Tertiary Networks

21. One of the national goals of the Flex program is to develop and strengthen hospital networks.

All CAHs participate in at least one network with an acute care hospital which is typically a tertiary
partner. Please review each statement below and on a scale of one to five with one being
“strongly disagree” and five being “strongly agree” assess the experience your facility has had




within its primary network by answering with one of the descriptors.

Strongly Disagree Neutral Strongly Agree
a. The CAH/tertiary network is strong 1 2 3 4 5
b. The CAH/tertiary network is flexible 1 2 3 4 5
c. The CAH/tertiary network is comprehensive
in terms of services provided 1 2 3 4 5
d. The CAH/tertiary network fosters a sense
of trust between providers 1 2 3 4 5
e. | am optimistic that this network will grow
and positively impact my hospital 1 2 3 4 5
22. In thinking about your acute care or tertiary network, what areas does the network address?
(Please check all that apply)
HIT Quality Improvement Quality Assurance EMS
Staff Education Medical Education Provider Recruitment/Retention
Medical Coverage or Support Other (please identify, below)
23. In thinking about your acute care or tertiary network, what issues or subjects would you like to
see the network work to address?
24, In thinking about your acute care or tertiary network, what barriers exist that limit its

effectiveness?

Future Network Activities




25. Below are a series of subject areas that hospital networks could address (network might include
tertiary, rural hospitals, other).
Please indicate the degree of need you associate with addressing the subject through
NETWORK ACTIVITIES.

No Some Moderate High
Need Need Need Need
Finance Issues
a. Capital access 1 2 3 4
b. Economic development 1 2 3 4
¢. Economic impact 1 2 3 4
d. CAH Finance 1 2 3 4
e. Local fundraising/wealth transfer 1 2 3 4
Performance
f. Quality improvement 1 2 3 4
g. Performance improvement 1 2 3 4
h. Organizational development 1 2 3 4
i. Market share analysis 1 2 3 4
Workforce
j. Staff development and training 1 2 3 4
k. Recruitment 1 2 3 4
|. Retention 1 2 3 4
m. K-12 exposure to health careers 1 2 3 4
26. If you think that the ND Flex Program should assist with any of the above-mentioned network

ideas, please note the corresponding letter(s) below (e.g. quality improvement = “f”).

e. g. Mf”

27. All Flex Programs must maintain activities within a nationally directed scope of work.
The following lists those activities.

a. Please rank the following 5 Flex focus areas in the order of importance that you think
the ND Flex Program should focus its attention over the next two years. (Note:use 1, 2,
3, 4, 5 for ranking the following, with 1 being most important).

State Rural Health Plan

Quality Improvement

Strengthening Rural Emergency Medical Services
Conversion of hospitals to CAH status
Network development

b. Please use this space to elaborate on ideas/suggestions you have related to the
above identified priority areas:




A

28. Additional Comments:

Thank you for your participation!

sadIpuaddy




Appendix E — ND Trauma Designated Hospitals and Expiration
Dates

Northeast Region

Level Il Trauma Hospitals
Altru Hospital - Grand Forks (1/14/09)

Level IV Hospitals

Pembina County Memorial Hospital — Cavalier (10/03/10)
St. Ansgar’s Hospital - Park River (12/14/08)

Unity Hospital — Grafton (12/13/08)

Level V Trauma Hospitals
Mercy Hospital — Devils Lake (9/13/09)
Northwood Deaconess Health Center — Northwood (3/05/11

Southwest Region

Level Il Trauma Hospitals
Medcenter One — Bismarck (5/05/10)
St. Alexius Medical Center — Bismarck (5/31/09)

Level IV Trauma Hospitals

Ashley Medical Center — Ashley (9/30/08)

Linton Hospital — Linton (10/19/08)

Sakakawea Medical Center — Hazen (6/4/09)

St. Aloisius Medical Center — Harvey (9/13/09)

SW Health Care Services — Bowman (9/13/09)

West River Regional Medical Center — Hettinger (3/05/11)
Mobridge Regional Hospital — Mobridge SD (3/05/09)

St. Joseph’s Hospital — Dickinson (5/12/10)

Level V Trauma Hospitals

Community Memorial Hospital - Turtle Lake (9/13/08)
McKenzie County Health Systems — Watford City (9/30/08)
Wishek Community Hospital — Wishek (6/26/09)

Southeast Region

Level Il Trauma Hospitals
Innovis Health — Fargo (4/9/10)
MeritCare Hospital — Fargo (4/28/09)




Level IV Trauma Hospitals

Carrington Health Center — Carrington (6/21/09)
Jamestown Hospital — Jamestown (12/14/08)
Lisbon Area Health Services — Lisbon (12/13/09)
Mercy Hospital — Valley City (11/13/10)

Oakes Community Hospital — Oakes (6/21/09)

Level V Trauma Hospitals
Union Hospital — Mayville (3/07/09)
Hillsboro Medical Center — Hillsboro (6/4/09)

Northwest Region

Level Il Trauma Hospitals
Trinity Hospital — Minot (8/29/10)

Level IV Trauma Hospitals

Garrison Memorial Hospital — Garrison (6/13/10)

Heart of America Medical Center — Rugby (7/23/11)
Mercy Medical — Williston (6/4/09)

Quentin Burdick Health Care Facility — Belcourt (3/07/09)
St Andrews Medical Center — Bottineau (6/13/10)
Towner County Medical Center — Cando (4/05/09)

Level V Trauma Hospitals

Kenmare Community Hospital — Kenmare (6/13/10)
Mountrail County Medical Center — Stanley (6/21/09)
Tioga Medical Center — Tioga (10/19/08)
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Appendices

VIII.

Appendix F — Glossary

AcademyHealth publishes a glossary to be used primarily as a reference guide for
health care policy makers. Titled the Glossary of Terms Commonly Used in Health
Care, this resource is periodically updated and edited to reflect the changing lexicon
of health care terms and concepts. The glossary is divided into three sections:
healthcare delivery and financing terms; epidemiological and statistical terms; and
accounting and economic terms. It also includes an appendix that lists commonly
used acronyms.

The 2004 edition of the Glossary of Terms Commonly Used in Health Care can be

found online at: http://academyhealth.org/publications/glossary.pdf.
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