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State Vision for Healthy Minnesotans  
Minnesota’s statewide public health goals were developed through a collaborative process involving state 
agencies, community organizations, local governments, health care providers, health plans, population 
advocates, businesses and schools. Together, these diverse partners produced Healthy Minnesotans: Public 
Health Improvement Goals (“Healthy Minnesotans”). These goals complement the national Healthy People 
2010 goals while assessing and addressing Minnesota’s unique needs and strengths.  

Healthy Minnesotans highlights current and important public health issues and draws attention to several 
broad public health goals for our state: 

• Ensure a strong public health system 
• Promote healthy communities and eliminate disparities throughout the lifespan 
• Prevent the spread of infectious disease 
• Make environments safe and healthy 
• Prepare for disasters and emergencies 
• Help all people get quality health services.  

 
The Healthy Minnesotans goals of particular interest and applicability to the focus of the Office of Rural 
Health and Primary Care (ORHPC) are: 

• Promote healthy communities and eliminate disparities throughout the lifespan. ORHPC 
provides support to clinics, hospitals, nursing homes, ambulance services, other providers, 
educational institutions and employers. This support strengthens the economic base of the 
community and region by focusing on local and regional collaboration, capturing efficiencies, 
eliminating duplication, and optimizing available federal, state and private sector financial resources.  

• Prepare for disasters and emergencies. The 2005 Minnesota Legislature authorized the creation of 
the Minnesota Statewide Trauma System. It was established and placed within the Office of Rural 
Health and Primary Care, largely because of the Trauma Program’s focus on incorporating rural 
hospitals and Critical Access Hospitals into the system. 

 
Ambulance issues are magnified in rural areas, where demands are high but resources scarce. 
Minnesota emergency medical services leaders have identified top concerns in the industry as: 
regional program support, clinical quality improvement, rural workforce staffing, leadership 
development, community visibility, and medical direction.  

• Help all people get quality health services. Rural residents are less likely to obtain certain 
preventive services and are further behind urban residents in meeting Healthy People 2010 
objectives.1 Ensuring access to and improving the quality of health services in rural Minnesota are 
top priorities in the ORHPC. Primary care and financial assistance programs administered through 
the ORHPC, such as the Rural Hospital Flexibility grant, promote continual rural access to health 
care services and promote opportunities to improve the quality of care for rural patients. 

                                                      

1 Casey M., Call K., Klingner J. Are Rural Residents Less Likely to Obtain Recommended Preventive Healthcare Services? 
American Journal of Preventive Medicine, 2001; 21:182-188. 
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Summary 
 

The rural Minnesota health care landscape is changing. The population and workforce are aging, new 
immigrant and minority populations are growing, and many areas are facing shortages in the health care 
workforce. The rural economy is diverse, creating significant disparities from region to region. Financing of 
health care is often dependent on government programs such as Medicaid, Medicare and MinnesotaCare. 
Ensuring quality health care involves both public and private sectors working together on local, regional, 
state and national levels. The goals of the 2008 Minnesota Rural Health Plan are broad based and meant to 
form a framework to ensure that rural communities have the structure, the tools and the resources to provide 
health care access and quality.  

Goals: 

• Ensure a Strong, Integrated Rural Health Care System  
• Ensure a Sound Rural Professional Health Care Workforce  
• Foster Improvements to Rural Health Care Access and Quality  
• Support the Use of Health Information Technology and Telehealth Delivery in Rural Communities 

 

Goal A: Ensure a Strong Integrated Rural Health Care System 
1) Identify, assess and facilitate discussion of rural health care issues in order to develop policy and 

program improvement recommendations on prioritized issues. 
2) Disseminate and encourage replication of promising practices and models for improvement in 

prioritized health areas. 
3) Ensure continued successful implementation of Minnesota’s Medicare Rural Hospital  

Flexibility Program.  
4) Support infrastructure of health care system.  

 

Goal B: Ensure a Sound Rural Professional Health Care Workforce 
1) Foster and continue multi-sector, multiagency collaboration aimed toward creative approaches to 

Minnesota’s health care workforce shortages. 
2) Support health professional recruitment efforts.  
3) Promote programs that encourage members of minority and immigrant communities to enter health 

care professions. 
4) Promote health professional workforce retention. 
5) Disseminate and encourage replication of promising education, recruitment and retention practices. 

 
 
Goal C: Foster Improvements to Rural Health Care Access and Quality 

1) Work with partner organizations to ensure rural representation in the development of local, state and 
national health care programs and policies and to maximize their effectiveness.  

2) Seek and disseminate funding to address infrastructure needs of rural health care facilities.  
3) Understand the rural health system’s financial condition and support strengthening it.  
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4) Provide continuing and enhanced technical assistance to hospitals, clinics, nursing homes and other 
health care providers in order to strengthen the rural health infrastructure at the community level and 
improve its ability to meet community needs.   

5) Conduct high quality research and policy analysis on rural health issues and encourage those doing 
general health care research to include rural breakouts and comparisons.  

 
Goal D: Support the use of Health Information Technology and Telehealth Delivery in  
Rural Communities 
 

1) Disseminate and encourage replication of promising practices and models for planning and 
implementing health information technology and telehealth programs. 

2) Support expanded broadband access necessary for telehealth use.  
3) Seek and disseminate funding to support the adoption and effective use of interoperable electronic 

health records in rural health care facilities. 
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1 Introduction 
 

The Office of Rural Health and Primary Care promotes access to quality health care for rural and 
underserved urban Minnesotans. From our unique position within state government, we work as 
partners with communities, providers, policymakers and other organizations. Together, we develop 
innovative approaches and tailor our tools and resources to the diverse populations we serve. 

Overview    
The year 2008 marks Minnesota’s 150th as the 32nd state in the United States 
of America. While the cultural roots of the state’s founders are still evident in 
many parts of the state, much has changed. Rural Minnesota is in transition as 
the population ages and certain segments become more disparate, the 
economy becomes more diverse and increasingly fragile, and the challenges in 
accessing quality health care become more complex.  

Minnesota ranked second in the nation in 2007 for relative healthiness, 
including personal behaviors, the quality of medical care, the community 
environment, and decisions made by public and elected officials. However, 
Minnesota also ranks high in health disparities, especially among minority 
populations. Blacks in Minnesota experience 63 percent more premature death 
than Whites. Residents in non-urban areas in Minnesota experience 31 percent 
more premature death than residents in the fringe counties of large 
metropolitan areas. 2 

The erosion of the working population contributes to the challenge to find 
qualified health care workers, especially physicians, nurses, pharmacists, 
dentists, mental health professionals and technicians in areas such as lab and 
radiology. Health care in rural areas is heavily subsidized through government 
funding including Medicare, Medicaid and MinnesotaCare and subject to ever 
changing regulation and funding. The elderly lack the traditional family care-
giving networks and rely on a long term care system that is in financial 
jeopardy. Physical plants are decaying. The number of people uninsured or 
underinsured is rising and the population is growing increasingly diverse. 
Many rural areas lack the capacity to respond to emergencies and disasters. 

Yet, with all these challenges, Minnesota continues to demonstrate a 
commitment to rural health care that reflects the willingness of communities 
to plan and work together. 

                                                      

2  America’s Health RatingsTM:  A Call to Action for People and Their Communities. United Health Foundation, 2007. 
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This health plan looks at the trends, the challenges and the approaches needed 
to ensure that rural Minnesotans receive excellent health care across the 
lifespan, across the state.   

The Minnesota Rural Health Plan is intended as a flexible document, 
responsive to the changing needs and landscape of Minnesota. It was 
developed using a number of resources including the 1998 and 2004 
Minnesota Rural Health Plans, input and work plans from the Rural Health 
Advisory Committee and the Medicare Rural Hospital Flexibility Advisory 
Committee, rural health community forums conducted in 2008 and guidelines 
from Minnesota’s Public Health Improvement Goals for 2010 (Appendix A). 

Demographics 
Minnesota’s population has increased steadily in the last 20 years, although 
the rate of increase has slowed. Minnesota’s population in 2000 was 
4,919,4793; in 2007 that number increased to 5,263,6104. While the total 
number of Minnesota residents increased 12.4 percent between 1990 and 
2000, growth rate dropped to 7 percent from 2000 to 2007.5 

According to the State Demographer’s office, Minnesota ranked among the 
states with the most rapid growth in the Hispanic/Latino population. This 
surge in the Hispanic/Latino population was most concentrated in Greater 
Minnesota, where the population grew from 17,168 to 47,480 or 176.6 percent 
between 2000 and 2004. In 2007, estimates of the Hispanic population in 
Greater Minnesota totaled 65,162, an increase of 37 percent. 

Minnesota population continues to grow older. Census Bureau estimates show 
the median age rose from 35.4 years in 2000 to 36.6 in 2005. The fastest 
growing age group is people in their 50s, while the next most rapidly growing 
age group includes those over 85 years.  

While all of Minnesota’s population is aging, it is disproportionately affecting 
rural Minnesota. As of 2007, only 10 percent of the population was 65 and 
older in the seven-county metro area compared to counties beyond the Twin 
Cities region where 15 percent of the population was 65 years and older.6 

The Minnesota Demographer’s office reports that 30 percent of the state’s 
total population and 41 percent of those 65 and older live in rural Minnesota. 7 
In Greater Minnesota, a majority of one-person households are elderly.8  

                                                      

3 U.S. Census Bureau 
4 Minnesota Department of Administration. Office of Geographic and Demographic Analysis 
5 Minnesota Demographers Office (1990) and 2000 U.S. Census 
6 U.S. Census Bureau 
7 Implications of Rural Minnesota’s Changing Demographics, Minnesota Planning Critical Issues: Perspectives, July 2000. 
8 Minnesota State Demographer, Population Notes, Jan. 2004. 
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Thirty-seven percent of Minnesota’s rural population lives in a Health 
Professional Shortage Area (HPSA) or a Medically Underserved Area 
(MUA). Forty-six of the most rural counties have 13 percent of the state’s 
population but only 5 percent of the state’s practicing physicians. Parts of 30 
Minnesota counties—mostly in the western and northern parts of the state—
are designated as HPSAs. All or parts of 27 counties qualify as shortage areas 
based on low income9 (Appendix B). 

Strengths 
Minnesota brings significant strengths to rural health challenges, including: 

• Numerous public and private collaborations to improve health care as well 
as community-level, regional and statewide initiatives   

• Well-developed public health/community health planning systems 
• Multiple rural health projects and grants managed through the Office of 

Rural Health and Primary Care 
• Formal systems for community input through the Rural Health Advisory 

Committee, the Medicare Rural Hospital Flexibility Advisory Committee 
and other organizations 

• Excellent data collection and research through the Minnesota Department 
of Health, the University of Minnesota and other agencies 

• Multiple health education and training opportunities through state and 
community college systems 

• Significant commitment of public resources to support the rural  
health system 

• Strong public commitment to excellence and fairness in health care. 

Challenges 
The Rural Health Advisory Committee (RHAC), the Medicare Rural Hospital 
Flexibility Program Advisory Committee and participants in a variety of rural 
health care forums identified challenges in rural health care, including: 

• Workforce shortages among primary care and specialty physicians, 
advanced practice registered nurses, pharmacists, dentists, mental health 
workers, ambulance personnel, radiology and laboratory technicians  
and others. 

• Economic vulnerability of rural hospitals, clinics, long term care facilities, 
emergency medical systems and community-based care in an era of higher 
unemployment, a rise in the number of people who are uninsured or 
underinsured, and government spending cutbacks 

• The growing elderly population, the increasing dependence on and 
confusion regarding Medicare and Medicare Advantage, and the 
insufficient infrastructure to care for the elderly in their homes and  
home towns 

                                                      

9 Minnesota Office of Rural Health and Primary Care, August 2008. 
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• Inadequate access to mental health and chemical dependency services 
• Health disparities among rural populations of color, patients with limited 

English proficiency; lack of interpreter services and cultural awareness 
(Appendix C). 

Goals 
The goals of the Minnesota Rural Health Plan are broad based and meant to 
form a framework to ensure that rural communities have the structure, the 
tools and the resources to provide health care access and quality. The goals of 
the 2008 Minnesota Rural Health Plan are: 

• Ensure a strong integrated rural health care system 
• Ensure a sound rural professional health care workforce 
• Foster improvements to rural health care access and quality, and 
• Support the use of health information technology and telehealth delivery 

in rural communities. 
 
 

Minnesota Rural Health Plan:   
Then and Now 1998-2008 

The first Minnesota Rural Health Plan was developed in 1998 when the rural 
health picture was one of substantial decline in the utilization of services in 
rural hospitals, difficulty in maintenance of 24-hour coverage for emergency 
room services, significant financial losses and other issues such as aging 
plants and inadequate reimbursement. By 2004, when the rural health plan 
was updated and rewritten, 52 hospitals had converted to Critical Access 
Hospital status.   

The 2004 Rural Health Plan set a framework to ensure that rural communities 
had the structure, the tools and the resources to provide health care access and 
quality across the lifespan and across the state. The goals included: 

• Ensure a strong integrated rural health care system 
• Ensure a sound rural professional health care workforce 
• Promote effective health care networking and community collaboration 
• Foster increased capacity and resources to ensure rural health care access 

and quality. 
 

Since 2004, the Office of Rural Health and Primary Care has regularly 
assessed the Minnesota environment and initiated numerous projects, work 
groups and reports based on the goals of the State Rural Health Plan. Some 
examples include: 

• Rural Mental Health and Primary Care Work Group with report  
and recommendations (Appendix D) 
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• Initiation of a state trauma system  
• Creation of Healthy Communities for the Aging Population Work Group 

with report and recommendations 
• Collaboration with rural telehealth providers and stakeholders 
• Annual state Rural Health Conferences (Appendix E) 
• A report to the 2007 Minnesota Legislature on swing beds and access to 

post-acute care in rural Minnesota 
• Ongoing health care workforce analysis 
• Grant programs focusing on increasing access, addressing health care 

infrastructure and fostering collaboration 
• Health workforce loan repayment and health careers programs. 

 

Development of the 2008 Rural Health Plan 

The Minnesota Rural Health Plan has evolved from focusing on the stability 
of small hospitals to a broader look at accessing quality care throughout the 
community. Components of the 2008 plan build on the work done over the 
past several years and address the need to ensure a strong integrated rural 
health care system, a sound professional workforce, improvements to health 
care access and high quality health care, and support use of health information 
technology and telehealth delivery. 

The 2008 Rural Health Plan is a culmination of the efforts of many work 
groups, standing committees, advisory groups and partnerships dedicated to 
improving the provision of and access to health care in rural Minnesota. The 
plan was developed in consultation with the Medicare Rural Hospital 
Flexibility Program Advisory Committee, the Rural Health Advisory 
Committee, Office of Rural Health and Primary Care (ORHPC) staff  
and others.  

The Rural Health Advisory Committee (RHAC) is a 15-member governor-
appointed committee that advises the commissioner of the Minnesota 
Department of Health and leaders of other state agencies on rural health 
issues. Members lead planning and priority setting and all policy analysis 
activities. It is staffed by the ORHPC, and its members lead planning and 
priority setting for ORHPC and all its policy analysis activities. In June 2007, 
the Rural Health Advisory Committee set its priorities for 2007-2009. Those 
priorities are: 

• Rural health workforce issues 
• Development of a new rural health care delivery model  
• Population health issues (e.g., prevention and chronic disease, uninsurance 

and underinsurance, diversity, aging)  
• Financial stability of the rural health system 
• Quality improvement  
• Information and communications technology. 
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These priorities were incorporated into the development of the 2008 Rural 
Health Plan (Appendix F). 

Focused Work Group Projects – In late 2007 and 2008, the Rural Health 
Advisory Committee completed one work group project related to Rural 
Health Plan Development, and began a second work group. The Committee 
established a Rural Health Reform Work Group to offer a rural perspective on 
Minnesota health reform discussions. The work group studied the rural 
characteristics that affect health services, and proposed health reform options 
in response. Among their recommendations are: 

• Redesign health care jobs and health care delivery for better coordinated 
prevention and health care services delivery. 

• Increase support for primary care and for educating primary  
care practitioners. 

• Support utilization of proven cost-effective technology, such as telehome 
care, telemental heath services and teleradiology. 

• Work toward universal coverage, while making incremental changes such 
as improving insurance options for small employers and workers with 
lower wages. 

• Build on strengths of the rural system such as Critical Access Hospitals, 
which often serve as a hub around which to integrate and redesign 
community services (Appendix G). 

Most recently, the Rural Health Advisory Committee formed a Work Group 
on Developing a New Rural Health Care Delivery Model. The work group has 
begun to review efforts underway to promote the medical home model and 
spell out any unique features that should be incorporated for the model to 
succeed in rural areas. The group will also look at the intersecting dynamics of 
primary care shortages, technology, rural demographics, and existing rural 
models of health service integration and care coordination to develop a viable 
rural model for the future. 

The findings of both these work groups will feed into the ongoing and future 
editions of the Minnesota Rural Health Plan and the development of Flex 
Program strategies. The final work group reports are on the ORHPC Web site 
at http://health.state.mn.us/divs/orhpc/pubs/index.cfm?pubtype=reports. 

Community Rural Health Forums  
In January 2008, the Office of Rural Health and Primary Care convened a 
series of rural community health forums to solicit local insight into rural 
health challenges and opportunities. Feedback from those forums was one 
basis for guiding the Minnesota Rural Health Plan. Forums were held in four 
communities: 

• Hibbing in northeast Minnesota 
• Marshall in southwest Minnesota 
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• Mahnomen in northwest Minnesota 
• Owatonna in southeast Minnesota. 

 
Consumers and representatives from hospitals, clinics, health plans, nursing 
homes, area agencies on aging, local public health, emergency medical 
services, Area Health Education Centers, and legislative and congressional 
offices engaged in lively discussions at each of the sites.  

Facilitators from the ORHPC guided the discussion as communities identified 
strengths and challenges in their region’s health care environment, and 
potential solutions to problems (Appendix A). 

The Top Issues 
Although each group identified some regionally specific issues, broad 
priorities emerging throughout the state were, in no particular order: 

• The importance of an integrated health care system 
• The availability and efficient use of health information technology 
• Access to health care, including transportation, specific services, 

continuum of care within the community, quality and 
• Workforce issues. 
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2 The Rural  
Minnesota Landscape 
The 2007 U.S. Census estimates 27 percent of Minnesota’s population lives in 
nonmetropolitan, rural regions of Minnesota. That is a decline from the 2000 
Census when 29 percent of the population was living in rural areas. 
 

 

The Changing Demographics of Minnesota 1990-2007 
Minnesota’s population has shown steady increases in the last 20 years, 
although the rate of increase has slowed. Minnesota’s population in 2000 was 
4,919,47910. In 2007, that number increased to 5,263,61011. While the total 
number of Minnesota residents increased 12.4 percent between 1990 and 
2000, growth rate dropped to 7 percent from 2000 to 2007.12 

Despite the U.S. Census estimates indicating overall population growth has 
slowed, certain regions of Minnesota continue to experience slight population 
growth. Estimates from 2007 show population growth largely concentrated in 
the metropolitan and central regions of the state.  

Fast growing counties have younger age distributions with a large percentage 
under 45. A substantial decline in the 0-14-year-old age group occurred 
between 2000 and 2005 in many of Minnesota’s rural counties.  

The northeast experienced some population loss (-.52 percent) while the 
southwest region of Minnesota continues to undergo a population exodus  
(-3.18 percent) (Map 1).  

Rural counties experiencing population growth likely have become 
recreational or retirement destinations of Minnesota. Counties undergoing 
population loss are likely experiencing economic downturns combined with 
an aging population. 

                                                      

10 U.S. Census Bureau 
11 Minnesota Department of Administration. Office of Geographic and Demographic Analysis 
12 Minnesota Demographers Office (1990) and 2000 US Census 
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Map 1 
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Diversity  

Minnesota has been described as a “homegrown” state, meaning that most of 
its residents were born in Minnesota. In 2000, U.S. Census reports revealed 
that this characterization was changing. Minnesota was becoming a residence 
for people from other parts of the nation and world.   

The 2000 Census revealed an increasingly racially and ethnically diverse 
Minnesota. Between 2000 and 2005, the non-White population (including 
Latinos), grew 21 percent—compared to the 2 percent increase for the White 
(non Latino) population. In 2007, the proportion of the total population 
reported as non-White remained around 11 percent. 

Large segments of the non-White or Hispanic population traditionally have 
been concentrated in urban settings of Minnesota. This too has changed. The 
2000 Census revealed rural counties such as Clearwater, Lyon, Mahnomen, 
Mower, Nobles and Watonwan represent some of the greatest areas of growth. 
Some of this growth is being attributed to the employment opportunities 
provided by large manufacturing and food processing plants located in these 
counties. As of 2007, non-White and Hispanic populations continue to 
increase in Minnesota’s rural areas, but at a much slower rate.  

Hispanics/Latinos 
While there were sharp increases among all populations of color in Minnesota, 
the greatest increase occurred among the Hispanic/Latino population, which 
grew from 53,884 to 143,382 (166 percent) during the 1990s.13 According to 
the State Demographer’s office, Minnesota ranked among the states with the 
most rapid growth in the Hispanic/Latino population. The Hispanic population 
is growing rapidly in both urban and rural areas 14 (Map 2). 

This surge in the Hispanic/Latino population was most concentrated in 
Greater Minnesota, where it grew from 17,168 to 47,480 or 176.6 percent. In 
2007, estimates of the Hispanic population in Greater Minnesota totaled 
65,162, an increase of 37 percent. The Hispanic population is projected to 
triple in the next 30 years.15 

 

 

 

 

                                                      

13 Ibid. 
14 Migration Policy Institute, 2007 
15 Minnesota Population Projections by Race and Hispanic Origin 2000-20030.  Minnesota State Demographic Center, 2005. 
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Black/African Americans 
Significant population growth also occurred in the Black/African American 
community living in Greater Minnesota. While only 9 percent of the 
Black/African American community lives outside the seven-county metro 
area, their numbers in Greater Minnesota grew from 5,296 in 1990 to 14,700 
in 2000 (177.6 percent). In 2007, Census estimates indicated the African 
American population in Greater Minnesota continued to increase. Since 2000, 
African Americans total 26,366 in Greater Minnesota, a 79 percent increase. 
According to the Minnesota Demographer’s office, in-migration from other 
states and from Africa are playing a role in this growth.   

American Indians 
According to the 2000 Census, 81,074 Minnesotans identified themselves as 
American Indian or Alaskan Native alone or in combination with other races. 
In 2007, an estimated 60,929 Minnesotans were American Indian. As 3 
percent of the population, American Indians continue to make up a large 
portion of the non-White population living in rural Minnesota (Table 1). 

Table 1  

2007 Population by Selected Race and 
Ethnic Group Metro Micro Rural State 

White alone 87% 96% 95% 89% 
Black or African American alone 6% 1% 1% 4% 

American Indian and Alaska Native alone 1% 1% 3% 1% 
Asian Pacific Islander alone 4% 1% 1% 4% 
Hispanic or Latino 4% 4% 2% 4% 
Source: U.S. Census Bureau     

 
Twenty-three percent (18,397) of American Indians in Minnesota live on one 
of the 14 reservations or associated trust lands in the state. The Red Lake 
Reservation had the highest concentration of people identifying themselves as 
American Indian or Alaskan Native (98.6 percent), while the Fond du Lac 
Reservation had the lowest (40 percent). The northwest counties of Beltrami, 
Cass and Mahnomen, where three of the largest Indian reservations are 
located, also had the greatest concentration of American Indians. 

Asian/Pacific Islanders 
In 2007, most of the Asian population continued to live in the Twin Cities 
area. The Census Bureau estimates that 84 percent of the Asian population in 
Minnesota is living in the seven-county metropolitan area, while 16 percent 
live in Greater Minnesota. Nobles, Olmsted and Swift are the only counties 
outside the seven-county metro area that have a concentration of Asians 
higher than the statewide average of 3.5 percent.   
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International Immigration 
A significant contributor to Minnesota’s growing population and increasing 
diversity is international immigration. The number of immigrants moving to 
Minnesota in 2002 was the highest it had been since 1982.16  From 1990 to 
March 2000, the foreign-born population entering Minnesota more than 
doubled totaling 54.5 percent. In 2005, 40 percent of all immigrants came 
from Africa and 28 percent came from Asia. Refugee arrivals in Minnesota in 
2005 totaled 11.8 percent of all refugees coming to the United States.  

As of 2004, 6.1 percent of Minnesota residents were foreign-born compared to 
12 percent for the nation17. About 460,000 (10 percent) of Minnesota residents 
spoke a language other than English at home in 2006. This percentage is much 
lower than the national average (19.7 percent)18. Of these, 270,000 (58 
percent) report being able to speak English “very well,” slightly higher than 
the national average (56 percent). The common languages used at home in 
Minnesota other than English include: 

• Spanish (36 percent) 
• Asian/Pacific Island languages (27 percent) 
• Indo-European languages (French, German, Russian, Scandinavian)  

(24 percent) 
• African languages (9 percent) 
• Other (Native American, Arabic) (4 percent)19. 

Minnesota is home to the United States’ largest population of Somali residents 
(approximately 29,000), and has the ninth largest population of African 
immigrants nationally. Other African countries with large populations in 
Minnesota include Ethiopia, Kenya, Liberia and Nigeria. One in five 
immigrants in Minnesota is African. 20 

About 20,000 new African immigrants live in Minnesota’s rural communities 
—many working in meat and poultry packing plants around the state. In 1990, 
fewer than 5,000 African immigrants were estimated to be living in 
Minnesota; in 2007, more than 80,000 African immigrants are estimated to be 
living in this state.21  

Minnesota has the second largest Hmong immigrant population in the United 
States. Population estimates are difficult to determine because cultural and 
language barriers prevent many Hmong from completing census surveys. In 
addition, most census surveys do not include Hmong as an available ethnicity 
option. In 2006, The Hmong National Development Center in Washington, 
D.C. conducted a survey of Hmong in America and estimated 275,000 Hmong 
                                                      

16 Ibid. 
17 U.S. Census, 2004 
18 U.S. Census, 2006 
19 U.S. Census, 2005 
20  African Immigrants in Minnesota, N. Remington, 2008. 
21 African Immigrants Finding a Home in Rural Minnesota.  The Twin Cities Community Newswire, November 2008 
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immigrants were living in the United States. Of those, approximately 49,000 
were believed to be living in Minnesota.  Local community estimates raise 
that number to 60,000-70,000 Hmong in Minnesota.22  Some Hmong clans 
have settled in rural Minnesota communities; the 2000 U.S. Census estimated 
3,000 Hmong lived in rural Minnesota. 

Currently, 90,870 Minnesota students do not speak English at home, with 
Spanish speakers being the largest and most widely distributed language 
group in Minnesota schools. Some of the smaller rural school districts with 
substantial populations of non-English speaking students are Worthington (35 
percent), Madelia (26 percent), Pelican Rapids (24 percent), Sleepy Eye (22 
percent), and Willmar (21 percent). In 2006, more than 120,000 residents of 
Greater Minnesota aged 5 years and older spoke a language other than English 
at home.23 Roughly 43,000 of these individuals spoke English less than “very 
well.” As the number of rural Minnesotans with limited English speaking 
proficiency increases, so does the need for language access services in rural 
health care settings (Figure 1). 

Figure 1 

                                                      

22 Hmong Cultural Center, 2007 
23 U.S. Census 
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Future Population Growth 
Minnesota’s population is expected to continue to grow in size and diversity 
over the next several decades, and accessible health care services are likely to 
be a quality of life consideration for new residents arriving in Minnesota. The 
State Demographer’s office has projected that Minnesota’s population will 
grow to almost 5.5 million by 2010 and over 6 million by 2035. Most of the 
growth is predicted to be due to the continued migration from other states and 
countries. Much of the growth will continue to occur in metropolitan areas, 
while Greater Minnesota is expected to see some growth, especially in regions 
where lakes and forests are becoming retirement destinations.  

Minnesota’s Aging Population  
Minnesota population is growing older. Census Bureau estimates show the 
median age rose from 35.4 years in 2000 to 36.6 in 2005. According to the 
Minnesota State Demographer, the greatest influence affecting the median age 
is Minnesota’s baby boom generation. The fastest growing age group is 
people in their 50s, while the next most rapidly growing age group includes 
those over 85 years.  

While all of Minnesota’s population is aging, it is disproportionately affecting 
rural Minnesota. As of 2007, only 10 percent of the population was age 65 and 
older in the seven-county metro area compared to counties beyond the Twin 
Cities region where 15 percent of the population was 65 years and older 24 
(Map 3).  

Between 2000 and 2005, the elderly population dropped in many rural areas, 
particularly southwestern Minnesota. According to the Minnesota State 
Demographer, this is due to a long history of out-migration in these counties. 
Southwest Minnesota remains the region with the greatest concentration of 
residents 65 or older even though the population is declining in size. The older 
population is growing in north central Minnesota, an area popular with retirees 
and people seeking vacation homes.  

Comparisons of median ages in 2007 across Greater Minnesota range from 
30.5 years to 48.2 years. Border counties, such as Big Stone, Cook, Kittson, 
Lac Qui Parle, Lake of the Woods, Lincoln and Traverse, rank highest in 
median age, while Beltrami, Blue Earth and Clay rank lowest in median age. 

Long term care issues are a primary concern for much of rural Minnesota. In 
Greater Minnesota, a majority of one-person households are elderly.25  In 
Grant, Lac qui Parle and Traverse counties, 59 to 60 percent of solo 
households are people age 65 and over. This has much to do with the large 

                                                      

24 U.S. Census Bureau, 2007. 
25 Minnesota State Demographer, Population Notes, January 2004. 
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majority of young people continuing to leave for better economic 
opportunities in urban areas. 

Map 3 
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Projections for Minnesota’s Aging Population 
Minnesota’s population is expected to continue to grow and age rapidly.  
During the next decade, the fastest growing age group will be 50- to 64-year-
olds. Projections show an explosion of the baby boom generation raising the 
median age from 35 to 41 by 2035. This aging of the population is being felt 
more strongly in rural Minnesota. The Minnesota Demographer’s office 
reports that 30 percent of the state’s total population and 41 percent of those 
65 and older live in rural Minnesota26 (see Map 4). The 65 and over age group 
is projected to grow by almost 700,000 between 2000 and 2030, a rate of 117 
percent. That would bring the 65 and over population up to 1.3 million or 1 in 
4 Minnesotans. The Minnesota Demographer predicts that most rural areas 
will see more than 20 percent of their population over age 65 by 2025.27 

Growing health care needs among the elderly are a top concern for 
policymakers in Minnesota. In 2006, the Rural Health Advisory Committee 
and the State Community Health Services Advisory Committee jointly 
published Creating Healthy Communities for an Aging Population. In their 
report the joint committees discussed a healthy aging community as one that:  
1) addresses basic needs, 2) optimizes health and well-being, 3) promotes 
social and civil engagement, and 4) supports independence. Several 
recommendations were made in the report for supporting elder-friendly, 
healthy aging communities (Appendix H). The report is on the ORHPC Web 
site at: http://health.state.mn.us/divs/orhpc/pubs/healthyaging/hareportnofs.pdf 

Transform 2010  
Transform 2010 is a statewide initiative working to transform policies, 
infrastructures and services to prepare Minnesota for the coming age wave. By 
2011, the large baby boom generation begins to turn 65 and, for the next 50 
years, the aging of society will dominate the demographic landscape.  

Transform 2010 seeks to heighten the sense of urgency to transform policies, 
infrastructures and services, so that Minnesota is prepared for these historic 
changes. In preparation, the Minnesota Department of Human Services (DHS) 
partnered with the Minnesota Board on Aging, the Minnesota Department of 
Health and representatives of 16 other state agencies and held a series of 
regional meetings throughout Minnesota collecting ideas for action. The 
primary themes to emerge from these meetings so far are: 

• Redefine work and retirement  
• Support caregivers of all ages  
• Foster communities for a lifetime  
• Improve health and long term care  
• Maximize the use of technology. 

 

                                                      

26 Implications of Rural Minnesota’s Changing Demographics, Minnesota Planning Critical Issues: Perspectives, July 2000. 
27 Changing Places: Shifting Livelihoods of People and Communities in Rural Minnesota, Minnesota Planning Critical 
Issues: Perspectives, August 2001. 
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A report entitled, Blueprint for 2010, is available at the DHS Transform 2010 
Web site: 
http://www.dhs.state.mn.us/main/idcplg?IdcService=GET_DYNAMIC_CON
VERSION&RevisionSelectionMethod=LatestReleased&dDocName=id_0544
50.

 

Minnesota’s Rural Economy 
Rural Minnesota has deep economic roots in agriculture and raw materials, 
and more recent standings in manufacturing and services. The economy is 
diverse, creating significant disparities from region to region.   

Farming 
Agriculture is still a major part of the rural economy, especially in the 
southern, western and northwestern regions. According to the Minnesota 
Department of Finance, only 2 percent of Minnesotans actually farm, but 
agriculture represents 20 percent of the state’s economy. Minnesota is the 
nation’s largest producer of sugar beets and sweet corn, green peas for 
pressing, and of farm-raised turkeys.   

Minnesota’s farmland is shifting from small, family-operated businesses to 
large agribusinesses. The percentage of land classified as farmland rose from 
25.6 percent in 1992 to 27.6 percent in 2004. The average size of a Minnesota 
farm decreased by 3 percent between 1997 and 2002. The percentage of farms 
with 2,000 or more acres almost doubled from 1992 to 2002, and the 
percentage of farms with 100 to 999 acres decreased by an average of 25 
percent between 1992 and 2002.28   

The United States Department of Agriculture (USDA) defines farm-dependent 
counties as those in which 20 percent or more of the personal income comes 
from farming. In 2004, Minnesota had 10 farm-dependent counties, compared 
with 29 farm-dependent counties in 1989.29 Farm dependent counties are 
located in western Minnesota, along the South Dakota and North Dakota 
borders from Canada to Iowa. Although the number of farm-dependent 
counties has declined, farming continues to have a major economic impact in 
rural communities (Map 4). 

Mining 

In 2006, nearly 75 percent (2.9 million metric tons) of the country’s iron ore 
was produced in Minnesota.30  Most mining operations occur in the north and 
northeastern regions of the state (one county is classified as mining-dependent 

                                                      

28 Economic Research Service of the U.S. Department of Agriculture.  
29 Ibid. 
30 Minnesota Department of Employment and Economic Development. 

http://www.dhs.state.mn.us/main/idcplg?IdcService=GET_DYNAMIC_CONVERSION&RevisionSelectionMethod=LatestReleased&dDocName=id_054450
http://www.dhs.state.mn.us/main/idcplg?IdcService=GET_DYNAMIC_CONVERSION&RevisionSelectionMethod=LatestReleased&dDocName=id_054450
http://www.dhs.state.mn.us/main/idcplg?IdcService=GET_DYNAMIC_CONVERSION&RevisionSelectionMethod=LatestReleased&dDocName=id_054450
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with more than 15 percent of the average annual labor income coming from 
mining).31  

Manufacturing 

Many of the counties previously classified as farm-dependent in southern 
Minnesota are now considered manufacturing dependent (meaning 25 percent 
or more of the average annual labor income comes from manufacturing). 
Twenty two of Minnesota’s rural counties are manufacturing-dependent.32 

Tourism 

Minnesota’s 10,000-plus lakes attract scores of vacationers year-round. The 
USDA considers 14 counties, mainly in central, north central and northeastern 
Minnesota, to be non-metro recreation counties. This designation is derived by 
a number of factors, including the share of employment earnings in recreation-
related industries in 1999, share of seasonal or occasional use housing units in 
2000, and per capita receipts from motels and hotels in 1997. Many of the 
same counties are also retirement destination counties (counties in which the 
number of residents 60 and older grew by 15 percent or more between 1990 
and 2000 due to in-migration)33 (Map 4). 

While agriculture, mining, forestry and manufacturing continue to be the 
significant sources of employment for rural Minnesota, some rural areas now 
rely more heavily on American Indian casinos and tourism adding to the 
growth and diversification of their economies. Between June 2005 and May 
2006, travelers in Minnesota’s rural counties spent more than $5.9 billion 
(approximately half of all traveler expenditures statewide). Tourism supported 
approximately 145,300 full-time-equivalent jobs and created $13.2 billion in 
resident income in rural Minnesota in the same period.34   

 

 

 

                                                      

31 Economic Research Service of the U.S. Department of Agriculture. 
32 Ibid. 
33 Ibid. 
34 The Economic Impact of Expenditures By Travelers (by Region) and The Profile of Travelers, University of Minnesota 
Tourism Center, 2006. 
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Map 4 
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Poverty 
According to the State Demographer’s office, rural Minnesotans continue to 
earn less and have fewer opportunities for higher-wage careers than urban 
Minnesotans. Some of the more agricultural communities are also finding 
much of the original commercial trade leaving the area for larger cities.  

The percentage of Minnesota’s rural residents below the poverty line declined 
from 13.5 in 1989 to 9.7 in 1999; the estimated percentage for 2005 is up to 
10.5.35 

Historically, Minnesota has had lower poverty levels than the nation as a 
whole. However, the state may be moving closer to the average. As of 2006, 
the national poverty rate was 13.3 percent. Minnesota ranked 44th in the nation 
with a poverty rate of 9.8 percent, almost 2 percent higher than in 2000. (In 
2000, Minnesota ranked 49th, and had a poverty rate of 7.9 percent). However, 
the statewide median household income for all Minnesotans was $48,451 in 
2006, higher than the U.S. median of $42,210.36  (Map 5). 

Map 5: Percent of Total Population in Poverty, 2005 

 

                                                      

35 Economic Research Service, United States Department of Agriculture, July 2008. 
36 United States Census Bureau, 2006 American Community Survey. 
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While poverty among persons living in rural counties of Minnesota has 
historically been low, there is evidence of a gradual increase. In 2003, two 
rural counties had a poverty rate of 15 percent or higher; in 2005, one 
additional rural county’s poverty rate rose above 15 percent. Similarly, the 
number of rural counties with a poverty rate of 10 to 14 percent rose from 14 
in 2003 to 37 in 2005.37  Households in these rural counties report median 
incomes that are well below the state and national median (See Map 5).   

Per Capita Income 
For several decades, per capita income trends in Minnesota have closely 
matched national trends, and Minnesota has long had the highest per capita 
income in the Midwest. However, since 2000, per capita income growth in 
Minnesota has been slightly lower than the U.S. average growth. In 2006, 
Minnesota’s per capita income was $38,859, with the exception of Olmstead 
County (which includes the community of Rochester, home of the Mayo 
Clinic). The income per capita in rural counties is $29,306, well below the 
Minnesota average. Northwestern, western and central Minnesota had the 
lowest per capita incomes. From 2000 to 2006, southwestern Minnesota had 
the strongest growth (between 21 and 40 percent).38 

Unemployment 
Minnesota’s 2007 unemployment rate was 4.6 percent, matching the U.S. 
employment rate that year. In May 2007, the state’s unemployment rate 
exceeded the national rate for the first time since 1976. Fifty-three counties 
(all rural) experienced unemployment rates greater than the state’s average 
that year. The unemployment rate in 10 of those counties was higher than 7 
percent, with Clearwater County climbing to 10.4 percent.39  

In May 2008, the state’s unemployment rate jumped to 5.4 percent, its highest 
level since 1991, and a 12 percent increase over April 2008. The rate dropped 
to 5.3 percent, while the U.S. rate held steady at 5.5 percent in June 2008. 
Construction, manufacturing and trade, transportation and utilities have 
experienced significant losses over the last year. Six of the 10 non-metro 
Economic Development Regions had an unemployment rate that was higher 
than the state’s average in May 2008, with the highest being in the 
Headwaters Region and east central region (both were at 6.9 percent). 40 

Small Business 

In 2006, 75 percent of businesses in Greater Minnesota had less than 10 
employees.41  That same year, only 54.5 percent of business establishments 
located outside the Twin Cities offered health coverage. Only 34.9 percent of 
                                                      

37 U.S. Census Bureau Small Area Income and Poverty Estimates. 
38 U.S. Census Bureau, Small Area Income and Poverty Estimates, 2005.  
39 Economic Research Service, USDA 2008. 
40 Minnesota Department of Employment and Economic Development. 
41 Ibid. 
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employers with three to nine employees in Greater Minnesota offered 
coverage compared to 54.1 percent in the Twin Cities.42  Analysis of the 
employment characteristics of the uninsured in Minnesota show the largest 
percentage, 26.8 percent, are working for employers with less than 10 
employees. Additionally, small employers are dropping coverage due to cost, 
or employees are declining coverage because it is no longer affordable. 43  

Mortgage Foreclosures 
From 2005 to 2007, one mortgage foreclosed for every 54 households in 
Minnesota. The highest rates of foreclosures (greater than 2 percent) in 2007 
were in the rural counties surrounding the Twin Cities metro area. More than 
20,400 mortgages foreclosed in Minnesota in 2007; approximately 6,900 (28 
percent) were in rural Minnesota.44 

Homelessness 
Every three years since 1991, Wilder Research has conducted a survey of 
persons experiencing homelessness in Minnesota. According to the 2006 
survey, less than one-third (20 percent) of Minnesotans experiencing 
homelessness were living outside the Twin Cities. Homeless adults are similar 
across the state on many measures, including education levels, ages, how long 
they have been living in Minnesota and their main sources of income. On 
other measures, however, the picture in Greater Minnesota differs. 

For example: 

• 42 percent of children were in short-term, emergency arrangements 
(versus 26 percent in the metro area) 

• 28 percent of men were veterans (versus 22 percent in the  
metro area) 

• 61 percent had a chronic health condition (versus 54 percent in the 
metro area) 

• 35 percent of women were escaping abuse (versus 30 percent in 
the metro area)45. 

Rural Hospitals 
Although on average the financial performance of Minnesota’s small rural 
hospitals has improved in recent years, many produce financial margins too 
low to provide or support the capital investment needed to update aging plants 
and keep pace with the changing technologies available to improve care.46  

                                                      

42 Health Economics Program, Minnesota Department of Health 
43 Health Insurance Coverage for Small Employers, National Health Policy Forum – The George Washington  
University, 2005.  
44 Foreclosures in Minnesota:  A Report Based on County Sheriff’s Sale Data, HousingLink, April 2008. 
45 Homelessness in rural Minnesota, Wilder Research, 2006. 
46 CAH Financial Indicators Report: Summary of Indicator Medians by State. North Carolina Rural Health Research and 
Policy Analysis Center, Cecil G. Sheps Center for Health Services Research, 2006.  
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Half of rural Minnesota’s hospitals have attached nursing homes and 
significantly poorer financial performance than hospitals without  
nursing homes. 

Thirteen rural hospitals closed between 1991 and 1999; four additional rural 
hospitals have closed since 2000 (Table 2). 

Table 2 

Hospital Year Closed County
Number 
of Beds

Fairview Milaca Hospital 1991 Mille Lacs 41
Greenbush Community Hospital 1991 Roseau 27
Heron Lake Municipal Hospital 1991 Jackson 16
Mountain Lake Community Hospita 1991 Cottonwood 24
Parkers Prairie District Hospital 1991 Otter Tail 21
Trimont Community Hospital 1991 Martin 24

Wells Hospital 1992 Faribault 28

Comfrey Hospital 1993 Brown 8
Pelican Valley Health Center 1993 Otter Tail 13

Lakefield Municipal Hospital 1994 Jackson 10

Karlstad Memorial Hospital 1995 Kittson 19

Community Memorial Hospital 1996 Fillmore 24

Harmony Community Hospital 1999 Filmore 8

Arnold Memorial Health Care Cent 2002 Adrian 9

Zumbrota Health Care 2003 Goodhue 24

Minnewaska Regional Health Syst 2005 Pope 19

Divine Providence Health Center 2007 Lincoln 18

Total Rural Hospitals 16 hospitals 315 beds

Closures of Rural Community Hospitals and Change in 
Licensed Beds, 1990-2007

 

 

Long Term Care 
Nursing homes are in essence a rate-regulated industry in Minnesota, and 
Medicaid rates remain well below actual costs. This has been true historically 
and has been exacerbated in recent years by flat or falling rates due to state 
budget deficits and rising inflation, though assisted living or other alternatives 
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have proliferated. Many rural long term care facilities are at risk for closure, 
which threatens the safety net for an aging population.47  

The Economic Forecast for Rural Minnesota 
In May 2007, the Minnesota Legislature approved the Next Generation 
Energy Act of 2007 directing the Minnesota Department of Commerce Office 
of Energy Security to manage a statewide transmission study of dispersed 
renewable generation potential. According to the first phase report on this 
study, there is great potential for wind farming in Greater Minnesota, 
especially in the northwest, west central and southwest areas.48  According to 
the USDA-Economic Research Service, 65 percent of farm operator 
household incomes were from off-farm wages and salaries in 2007. If land-use 
for wind farming increases, the percentage of off-farm income will rise.   

Minnesota’s Department of Employment and Economic Development projects 
a mixed future for rural communities. In general, farming and mining 
industries are projected to do fairly well; the lumber and forest products 
industry is expected to fall. It is anticipated that Minnesota will closely follow 
the national trends and forecasts in rising energy prices, the over building of 
homes and rise in foreclosures, and the tightening of credit.   

Overall, the number of employed Minnesotans is projected to increase through 
2016. However, advances in technology will reduce or eliminate some 
positions, such as cashiering and manual warehouse inventory keeping—jobs 
that are proportionally more common in rural areas.  

Long term, the average age of rural Minnesotans will continue to increase. By 
2020, we will have more residents aged 65 or older than school-aged children. 
Also by 2020, migration will become the largest source of new workers in 
Minnesota.49 

Minnesota’s Rural Health Care Workforce 

A skilled rural health care workforce is necessary for both a healthy 
community and a strong local economy. An adequate supply of health care 
professionals is necessary to make care accessible. Clinics, hospitals and other 
health care employers, in turn, pump millions of dollars into local economies. 

The Health Workforce Analysis Program 

The Office of Rural Health and Primary Care (ORHPC) Health Workforce 
Analysis Program conducts surveys and analysis of a variety of health 
professions. The program has issued a number of reports on the status of the 
health professional workforce shortages including reports on physicians, 
                                                      

47 Mapping The Future:  Enhancing LTC for Older Minnesotans, 2005 to 2030. LarsonAllen. 
48 Dispersed Renewable Generation Transmission Study, Volume 1. Minnesota Department of Commerce, June 2008. 
49 Minnesota Department of Employment and Economic Development, 2008. 
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nurses, dentists and pharmacists. Reports highlight the growing issues for 
rural Minnesota. Unless otherwise noted, information included in this section 
of the Rural Health Plan is derived from the data the Health Workforce 
Analysis Program staff gathered and analyzed. The most current report 
completed on each of the occupations surveyed is included in Appendix I.  

One of every eight Minnesota private sector jobs is in health care.50 The health 
care industry accounts for more than 20 percent of jobs in some rural counties. 
In all, more than 210,000 Minnesotans work in a wide variety of health care 
occupations. Physicians, nurses and dentists are the largest group, and perhaps 
most visible occupations, but health care centers employ a wide variety of 
occupations based in medicine, the biological sciences and health technology 
(Table 3). 

Table 3 

Number 
employed Certification

490 Emergency Medical Technicians and Paramedics

580 Recreational Therapists

1,040 Diagnostic Medical Sonographers

1,920 Physical Therapists

3,680 Medical Records & Health Information Technicians

3,760 Dental Hygienists

4,400 Radiologic Technologists and Technicians

6,030 Pharmacy Technicians

6,450 Medical & Clinical Lab Technologists & Technicians

Selected Minnesota Health Occupations (2007)

 

 

Number, Age and Gender 
As the overall population ages, many professions face the challenge of 
replacing retiring workers. The workforce in some health care occupations is 
still relatively young, but a large share of the dentist, physician and nursing 
workforce is near retirement. 

                                                      

50  U.S. Department of Commerce, County Business Patterns, 2004. Excludes railroad workers and self-employed. 
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Many health care occupations continue to be dominated by one gender. Most 
physicians and dentists are male, but female numbers are rapidly rising.  
Nursing and some allied health occupations continue to be mostly female. The 
rural health workforce is even more gender unbalanced than the rest of the 
state—there are fewer female physicians and dentists in rural areas, and very 
few male nurses in rural areas. (Table 4) 

Table 4 

Profession (data year)
Number 
licensed

Median 
Age % Female

Physicians (2007) 1,137 51 24
Physician Assistants (2007) 133 43 51
Registered Nurses (2006) 4,272 49 95
Licensed Practical Nurses (2006) 3,329 47 98
Dentists (2005) 230 53 12

Rural Minnesota Health Care Workforce*

*Numbers are estimates, based on ORHPC surveys  

Physicians. Thirty-one percent of active physicians were 55 or older in 2007. 
The median age was 49. While the median age is similar across metropolitan 
and rural counties, rural physicians may be slightly older. (See Figure 2). 

Figure 2 
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In 2007, 31 percent of Minnesota physicians were women, up from 21 percent 
a decade earlier. However, the overall gender percentages obscure a large 
difference between older and younger physicians. Only 18 percent of 
practicing physicians 55 or over are female, and 56 percent of physicians 
under 35 are female. 
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Women are a bit less likely than men to practice in rural areas. More than 76 
percent of rural area physicians are male. 

Physician Assistants. In July 2007, Minnesota had 1,111 licensed physician 
assistants, nearly three times the number of 10 years earlier, and a 34 percent 
increase in only two years. The number of licensed physicians increased only 
27 percent from 1997 to 2007. As a result, the ratio of licensed physicians to 
physician assistants fell from 38 to 16.1 (Figure 3). 

Figure 3 
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Some licensees are retired, not working as physician assistants, or living and 
practicing in other states. Based on survey responses and licensing data from 
the Minnesota Board of Medical Practice, the Office of Rural Health and 
Primary Care (ORHPC) estimates approximately 950 physician assistants 
were practicing at least part time at Minnesota practice sites in mid 2007. 
Using the July 1, 2007 population estimate for Minnesota, 950 physician 
assistants equate to 18 active physician assistants per 100,000 people. Based 
on data from about 2004, Minnesota ranked 33rd in the number of physician 
assistants per capita. 

The statewide median age for physician assistants of 38 is younger than 
physicians, reflecting in part a shorter training period. The median age of rural 
physician assistants (PA) is 43. Thirty-five percent of metropolitan physicians 
were under 35 in 2005, compared to only 20 percent of rural PAs. 

More than 60 percent of all physician assistants in Minnesota are women. 
Women especially predominate among younger ranks of physician assistants; 
76 percent of physician assistants under age 35 are female. The gender of 
physician assistants does not differ much between urban and rural areas; 61 
percent of rural physician assistants are women. 
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Nurses. As of June 2005, Minnesota had about 71,200 registered nurses 
(RNs) and more than 23,200 licensed practical nurses (LPNs). Although they 
take less time to train, the nursing workforce is older than the physician 
workforce. The statewide median age of registered nurses is 47. The median 
reaches 49 in rural counties. Twenty-nine percent of rural RNs were 55 or 
older in 2005. Only 14 percent were under 35. 

The licensed practical nurse workforce is about the same age as the RN 
workforce. The median age in rural areas is 48, matching the statewide 
median. Twenty-eight percent of LPNs were 55 or older in 2005; 18 percent 
were under 35. 

More than 93 percent of all registered nurses and 97 percent of all licensed 
practical nurses are female. Male nurses are even less common in rural areas 
than in more urban areas. 

Respiratory care practitioners. In 2006, Minnesota had 1,596 registered 
respiratory care practitioners (RCP), an increase of 8 percent from 2005. The 
median age of respiratory care practitioners is 44. Micropolitan and rural 
RCPs are probably older than RCPs in metropolitan counties, but the small 
number of RCPs outside metropolitan counties makes the data less reliable. 
Statewide, 12 percent of RCPS were 55 or older in 2005. 

More than six of 10 respiratory care practitioners are women. The gender mix 
differs only slightly between urban and rural areas. However, only several 
dozen RCPs practice in the state’s most rural counties. Female domination of 
the field appears to be growing. Seventy-one percent of RCPs under age 35 
are women. 

Physical therapists. Based on survey responses, the Minnesota ORHPC 
estimates approximately 2,990 physical therapists were working at least part 
time in Minnesota in 2007.   

Physical therapists are relatively young, with a statewide median age of 42. 
Rural therapists are even younger, at a median age of 39. Only 9 percent of 
rural physical therapists were 55 or older in 2005, while 39 percent were 
under 35. This may reflect growth of the profession in rural areas after it 
became established in more urban areas. 

More than three-quarters of practicing physical therapists are women. Male 
therapists are somewhat more common in rural counties, where only 68 
percent are female. Women dominate the field at all age levels. 

Dentists. In July 2005, more than 3,800 dentists were licensed to practice in 
Minnesota, but not all are practicing in Minnesota. Based on its annual survey 
of dentists, the ORHPC estimates that about 2,950 dentists were practicing at 
least part time in Minnesota in 2005.  
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There are fewer dentists in rural areas, and they are older and closer to 
retirement than their urban counterparts. The statewide median age was 49 in 
2005. Rural dentists are even older, with a median age of 53. Thirty-eight 
percent of rural dentists were 55 or older, while less than one in four was 
under 45 (Figure 4). 

Figure 4 
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The basic workforce concern is whether enough young dentists will enter the 
workforce to replace large numbers of retiring dentists, and whether enough of 
them will choose rural practices. From the point of view of dentists, it is also a 
question of whether dentists find rural practices economically viable. Many 
small communities are too small to support a full-time dentist. 

Four of five dentists practicing in Minnesota are male. Eight out of nine rural 
dentists are male. Dentistry has lagged behind medicine in recruitment of 
women, but gender balance is improving. Forty-two percent of dentists under 
age 35 are female. 

Dental assistants and hygienists. In January 2006, Minnesota had 
approximately 5,100 practicing dental assistants and 3,310 practicing dental 
hygienists. In rural Minnesota dental assistants had a median age of 35 and 
hygienists had a median age of 40.   

Dental hygienists and assistants are the most female-dominated health care 
occupations in Minnesota. More than 99 percent of hygienists and assistants 
are women. 

Geography 
Physicians and other health care providers are disproportionately concentrated 
in urban centers with major hospitals and clinics. One measure of physician 
supply is the number of physicians per 100,000 population. ORHPC estimated 
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that about 13,700 physicians worked at least part time at a Minnesota practice 
site in 2007. This amounts to 262 physicians per 100,000 Minnesotans. 

In 2007, only 8 percent of physicians in Minnesota practiced in a rural county. 
Eighty-two percent had primary practice sites in metropolitan counties, and 10 
percent practiced in micropolitan counties (Figure 5). 

Figure 5 

 

Olmsted County has an unusually large number of physicians per 100,000 
people, because it houses the Mayo Health System in Rochester, which serves 
many patients from beyond the immediate region. Olmsted County also has a 
high number of non-primary care specialists. Only 28 percent of Olmsted 
County physicians are in primary care specialties. 

Hennepin and Ramsey counties are home to major medical facilities that serve 
patients from across the Twin Cities metropolitan region and the state. More 
than half of physicians in Hennepin and Ramsey counties are non-primary 
care specialists. 

The largely rural northeast, north central, southwest and southeast regions 
actually have more primary care physicians per capita that the counties 
surrounding Minneapolis and St. Paul. 

The northeast region is a special case. Physicians, especially specialists, in this 
region are heavily concentrated in Duluth. Duluth is a major medical center 
for the region. If St. Louis County is excluded, the number of primary care 
physicians in Carlton, Cook and Lake counties drops to 96 per 100,000 
people, more in line with other rural regions of the state. 



The most physician-poor region is the northwest, with only 67 primary care 
physicians per 100,000 people. This may partially reflect leakage of patients 
to clinics in Fargo and Grand Forks in North Dakota. 

Primary Care and Specialists. The first concern in health care access is the 
availability of primary care physicians. Primary care physicians include 
family practitioners, internal medicine physicians, pediatricians, obstetricians 
and gynecologists. While primary care physicians are more specialized than 
the general practitioner, they remain the first point of physician contact for 
most people. Primary care physicians deal with the most common medical 
problems and are the first step before specialized care. 

Forty-nine percent of physicians practicing at Minnesota sites claim a primary 
care discipline as their principle specialty. Eleven percent are surgical 
specialists and 40 percent practice in other specialties. 

The good news for rural areas is that 78 percent of rural physicians practice in 
a primary care specialty. The bad news is rural areas have few specialists. An 
estimated 84 percent of surgical specialists practice in metropolitan counties. 
Only 4 percent practice in the state’s 46 most rural counties. Ninety-one 
percent of non-surgical specialists practice in metropolitan counties. Only 2 
percent practice in rural counties. 

Primary care specialists account for only 44 percent of practitioners in 
metropolitan counties and 57 percent of practitioners in micropolitan counties. 

The disparities are not surprising. Just as smaller communities are less likely 
to have specialized retail or other kinds of professional services, they are less 
likely to have large numbers of physicians, and may have few, if any, 
specialists.  

Physician assistants are distributed across the state in close proportion to 
population. Compared to physicians, physician assistants are more likely to 
practice in smaller cities and rural areas. The 46 most rural counties have 13 
percent of the state’s population and about 14 percent of the state’s practicing 
physician assistants. 

Small size does not alone put a community at risk, but distance from care 
does. The greatest distances between hospitals are in the northern half of the 
state. Lack of larger urban centers and remoteness combine most dramatically 
in large areas of northern Minnesota, but is also an issue in western 
Minnesota. 

Dentists, Dental Hygienists and Dental Assistants. The geographical 
distribution of dentists is similar to that of physicians—more dentists per 
capita in urban areas and fewer in rural areas. In 2005, 78 percent of dentists 
had a primary practice site in one of the state’s 20 metropolitan area counties. 
Only 8 percent practiced in the state’s 46 rural counties. 
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Metropolitan area counties had nearly twice as many active dentists per capita 
as rural counties. Metropolitan areas had 64 dentists per 100,000 population 
and rural counties had 36. Micropolitan area counties, with 55 dentists per 
100,000 population, were closer to the metropolitan standard (Figure 6). 

Figure 6 
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Outside of Minneapolis-St. Paul, Rochester and Duluth, dentists are fairly 
evenly distributed across the state’s major regions. However, the 
metropolitan-micropolitan-rural analysis above suggests that in each of these 
regions, dental practices tend to be concentrated in more urban counties that 
are part of metropolitan and micropolitan areas. 

The 46 most rural counties had only 9 percent of the state’s dentists. 
Approximately 30 percent of the state’s dental assistants and hygienists 
practice in rural locations.   

The 2008 Minnesota Legislature passed legislation establishing a new oral 
health practitioner discipline, licensed by the Board of Dentistry and working 
under the supervision of a dentist. The legislation also created a work group to 
advise the Minnesota Department of Health commissioner on training and 
practice details for oral health practitioners. ORHPC convened and is hosting 
the work group and along with the Board of Dentistry will report the group’s 
recommendations to the Legislature in January 2009.  

Aging Population 
The state demographer projects that Minnesota will have nearly 78,000 more 
people over 85 in 2030 than in 2000. In part due to the aging population, the 
Association of American Medical Colleges recommends a 30 percent increase 
in medical school enrollments between 2006 and 2015 to alleviate an expected 
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physician shortage.51  Older adults suffer more chronic illnesses, use more 
prescription medicine, and have more difficulty with daily activities and 
mobility.52  Health workforce demands will vary by occupation, but may be 
especially strong for occupations such as licensed practical nurses, who often 
work in long term care settings. 

The biggest demands for health care workers to meet the needs of an older 
population will be in suburban and lake-country Minnesota. This does not 
mean other rural areas don’t have a supply problem. Rather, rural areas that 
already have trouble recruiting physicians and other health care professionals 
will be competing more than ever against suburban and other growth areas. 

If an older population does, in fact, generate increased demand for health care, 
it can be assumed that wage levels will rise as health care provider 
organizations try to secure the labor they need. The question for rural areas is 
whether they will be able to compete in the market for labor. 

 

Targeting resources to shortage areas 
Medical technology has advanced significantly, but health care remains a 
labor-intensive industry. Physicians, dentists and other frontline health care 
professionals diagnose and treat people. Physicians or dentists can only see a 
limited number of patients a day. While provider numbers clearly matter, it is 
less clear how many are enough. 
 
Several federal and state programs target funds to increase the number of 
practitioners in rural areas. Such programs require a standard for designating 
areas with shortages (Appendix A). 
 
Health professional shortage areas. Thirty-seven percent of Minnesota’s 
rural population live in a Health Professional Shortage Area (HPSA) or a 
Medically Underserved Area (MUA). Forty-six of the most rural counties 
have 13 percent of the state’s population but only 5 percent of the state’s 
practicing physicians. Parts of 30 Minnesota counties—mostly in the western 
and northern parts of the state—are designated as HPSAs. All or parts of 27 
counties qualify as shortage areas based on low income. 
 
Medically underserved areas. Parts of eight rural counties have populations 
designated as medically underserved. (Large areas of Minneapolis and St. 
Paul also have designated medically underserved populations).  

                                                      

51 Association of American Medical Colleges, AAMC Statement on the Physician Workforce, June 2006. 
 
52 An overview of relationships between age and health care demand is found in The Impact of the Aging Population on the 
Health Workforce in the United States, pp. 10-13 (prepared by The Center for Health Workforce Studies, University of New 
York at Albany, for the Bureau of Health Professions, Health Resources and Services Administration, December 2005). 
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As with HPSA determinations, medically underserved areas are based on 
service areas comprising all or parts of one or more counties with population 
centers within 30 minutes travel time of each other. Service areas are scored 
based on percent of population below poverty, percent of population over 65, 
infant mortality rate and the per capita number of primary care physicians. 
Areas with qualifying composite scores are designated as medically 
underserved areas.   
 
The lowest scoring (most underserved) service area in Minnesota is a lightly 
populated area in western Koochiching and northern Itasca counties.  

Minnesota Strategies 

Initiatives to meet rural health workforce challenges involve government, 
private industry and professional associations, and focus on two broad 
strategies: 1) attracting young people to health care careers and 2) 
encouraging health care professionals to work and stay in rural areas. A basic 
premise in these efforts is that young adults from rural areas, or students who 
have had positive rural experiences as part of their training, are most likely to 
take jobs in rural areas. 
 
Recruitment of students to health care begins in high school or before. An 
alliance of health care employers, higher education institutions and 
government cosponsor a Minnesota Chapter of Health Occupations Students 
of America (HOSA). HOSA has more than 800 Minnesota student members. 
The Minnesota Department of Health, Minnesota Department of Education 
and the Minnesota Department of Employment and Economic Development 
promote health career education in secondary schools, and together with 
higher education and private industry sponsor an annual conference for 
secondary school health careers teachers. The Minnesota Department of 
Health also makes grants to local educational consortia to support health 
careers curricula. The grants are targeted to rural areas and long term care. 
 
Minnesota’s Area Health Education Centers (AHEC) support the University 
of Minnesota’s Health Professions Schools by building on programs that place 
and support health profession students in rural clinical locations throughout 
the state. There are four regional AHECs in Minnesota. 
 
The state also uses financial incentives to encourage health care professionals 
to begin their careers in rural or underserved areas. Loan repayment grant 
programs encourage primary care medical, mid-level practitioner and 
pharmacy students to practice in rural areas. State law defines rural to include 
all areas outside the seven-county Twin Cities area, with the exceptions of 
Duluth, Mankato, Moorhead, Rochester and St. Cloud.   
 
A separate loan repayment program offers up to $40,000 over two years to a 
wide range of medical, dental, mental health and social work professionals 
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who are practicing at sites in either a rural or urban health professional 
shortage area.    
 
The state also offers loan repayment grants to nursing and dental students, but 
these programs are not restricted to rural areas. Grants are made to nursing 
students who commit to practice in nursing homes and Intermediate Care 
Facilities serving persons with Mental Retardation or a Related Condition 
(ICF/MRs). Dentists must agree to serve state public program enrollees or 
patients receiving sliding fee discounts.   
 
The University of Minnesota Medical School and Dental School both promote 
rural practice. The University admits 55 students each year to its Duluth 
program. Students study two years in Duluth before transferring to the Twin 
Cities to complete their M.D. More than half of graduates who enter through 
the Duluth program enter family practice residencies.   
 
The School of Dentistry rotates students through a two-week practicum at a 
clinic in Hibbing, which cares for mostly underserved families from 
northeastern Minnesota. The clinic is a joint venture of the University and 
Hibbing Community College. The University is considering opening a similar 
clinic in Willmar.   
 
The University’s College of Pharmacy opened a Duluth program in 2003, with 
a special emphasis on pharmacy practice in non-metropolitan areas. This year, 
first-year Duluth pharmacy students joined Duluth medical students in a 20-
hour primary care medicine course in Grand Rapids and surrounding rural 
communities. 
 
Many colleges in Minnesota train nurses, clinical laboratory professionals and 
other health care workers. Health care workforce issues are the focus of the 
Minnesota Healthcare Education-Industry Partnership (HEIP), a collaboration 
of Minnesota State Colleges and Universities, the health care industry and 
government. An HEIP taskforce worked on initiatives to increase the supply 
of clinical laboratory workers and established a Career and Technical 
Education Teacher Induction Program to support first-year secondary health 
careers teachers.    
 
The Minnesota Dental Association (MDA) has made a strong push to promote 
rural dental practice over the past two years. MDA is concerned about the 
large number of rural dentists nearing retirement age, and the ability of small 
communities to find replacements. MDA encourages communities to create 
local task forces to promote themselves to prospective dentists and other 
health care professionals. The association emphasizes the economic 
contribution that a dental practice makes to a community. A solo-dentist 
practice typically employs two dental assistants, a dental hygienist and a 
receptionist. The chair of MDA’s rural dentistry task forces estimates that a 
dentist needs 1,800 to 2,000 patients to be economically viable. 
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Other programs indirectly address rural health workforce needs by 
strengthening rural hospitals and clinics, possibly making them more 
attractive practice sites for physicians and other health professionals. These 
include grants to small hospitals and clinics for planning, quality improvement 
projects, and improved infrastructure and equipment. 
 
Some communities have recruited foreign health care professionals to meet 
shortages. Nationally, only 41 percent of family medicine and 56 percent of 
internal medicine residency positions were filled by U.S.-educated physicians 
in 2006.53 Non-citizens study under J-1 visas, but require a waiver to stay in 
the United States and work. Each state was originally allotted 20 waivers; 
allocations were raised to 30 in 2002. Physicians with waivers must work 
three years in a shortage or underserved area. Minnesota placed 22 waivered 
physicians in federal fiscal year 2008. Of those, four are primary care 
physicians; the rest are specialists. More J-1 physicians have been placed in 
the northwest and southwest regions of Minnesota than in other parts of  
the state.   

Workforce Planning Issues 
Size and remoteness matter. Smaller markets mean fewer providers. 
Remoteness of providers creates access—and potentially—health outcome 
issues for rural citizens.  

Rural-based physicians, dentists and other health care providers practice in 
locales that may be characterized by lower earning opportunities, financially 
vulnerable health care organizations, long distances to specialists or tertiary 
hospitals, limited access to advanced technologies and a lack of collegial 
support. For all these reasons, the smallest communities in the most remote 
locations have trouble attracting the health care providers they need.  

The best health care is expensive. Health care delivery will change, in part to 
stay affordable. Health care organizations will use different occupational 
mixes and entirely new occupations to increase quality and control costs. Past 
examples of change include the emergence of physician assistants, nurse 
anesthetists and minute clinics. Health care workforce will continue to be a 
vital issue for rural residents, health care employers and their communities. 
Rural citizens need enough practitioners to receive timely, quality care. 
Hospitals and clinics need to be able to hire enough employees at salary levels 
they can afford. Rural communities will always compete in a larger market for 
workers. Industry, communities and government will have to work together to 
ensure access to health care across rural Minnesota. 

                                                      

53 National Resident Matching Program, “Advanced Data Tables for 2006 Main Residency Match,” March 16, 2006, 
retrieved from www.nrmp.org. 
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Future Prospects 
A Minnesota Department of Economic Security (now the Minnesota 
Department of Employment and Economic Development) report on the job 
outlook for 2000-2010 states, “demand for health care is anticipated to 
continue to grow as the population ages, and this will lead to increased 
demand for occupations such as registered nurses, pharmacy technicians, 
home health aides, and social and human service assistants.” How Minnesota 
will increase the supply of health care professionals to meet projected demand 
is likely to require additional, cooperative efforts that involve academia, 
ORHPC, health care advocates and local communities.   

Examination of health care workforce shortage issues in rural Minnesota is 
provided in a series of ORHPC workforce profiles with examples included in 
Appendix D. The profiles focus on supply and demand issues as well as the 
distribution of the following health care occupations: physicians, nurses, 
pharmacy, dental and laboratory technicians. They provide current 
information about the professional activities, work hours, practice locations 
and specialties, educational background, job tenure, age, and gender of the 
various health care practitioners. Overall, the aging of the health care 
workforce and the decreasing number of graduates from Minnesota’s health 
professional programs creates a shortage of health care practitioners, which 
could become more acute and widespread in the future unless efforts to 
increase the supply of health practitioners are expanded. Proposals from the 
workforce profiles include the need to:  

• Increase the capacity and funding of Minnesota’s medical, dental, 
pharmacy and other health professional programs to increase the 
supply of health professionals  

• Create and enhance financial incentives, such as loan repayment 
and scholarships, to encourage students to pursue health 
professional degrees and practice in Minnesota working in regions 
with the greatest needs 

• Support federal legislation to further subsidize medical, nursing, 
dental, pharmacy and other health professional schools. 

 
 

Access to Health Care Services 
The primary barriers to health care services in Minnesota can be categorized 
as geographic and socioeconomic. Driving distances, extreme weather and 
lack of transportation services create geographic barriers for rural 
Minnesotans in need of health care services. Health services along with health 
practitioners are disproportionately concentrated in urban areas of Minnesota. 
A shortage of health professionals and services increases the odds that rural 
residents will be forced to go greater distances in search of health care.   

Reduced access to health care services has adverse effects on the health status 
of rural communities. We know nationally that rural populations are behind in 
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meeting Healthy People 2010 objectives. National studies also show that rural 
residents are somewhat more likely than urban residents to use hospital 
services including emergency room visits and overnight hospital stays.54   
Access to a source of care is a major factor keeping rural residents from 
enjoying preventative health care services.   

Health Disparities Among Populations of Color 
National research shows that persons of color are disproportionately affected 
by the lack of access to health care services and receive lower quality health 
care compared to Whites.   

Age-adjusted death rates from 1996 through 2000 indicated considerable 
disparities in cancer, heart disease and HIV\AIDS for African Americans 
living in Minnesota.55 As of 2007, the Minnesota Department of Health’s 
Office of Minority and Multicultural Health reports that mortality rates for 
African Americans due to AIDS/HIV, diabetes, homicide, perinatal conditions 
and SIDS are more than twice the rates for Whites. For American Indians, 
age-adjusted mortality rates for cirrhosis, diabetes, homicide, nephritis, 
septicemia, suicide and unintentional injuries are more than twice the rate  
of Whites. 56   

The cardiovascular disease death rate has improved for populations of color in 
Minnesota. Death rates from 1990 through 1998 were 33 percent higher than 
the state population and 44 percent higher than the total American Indian 
population.57 The 2000-04 data indicate the disparity that existed between 
American Indians and Whites decreased from 57.6 to 34.0, and currently there 
is only a slight disparity in heart disease death rates between African 
Americans and Whites. While there were no disparities for heart disease 
deaths for Asians and Latinos in 1995-99, the death rates for 2000-04  
have improved.  

There have been improvements in diabetes death rates and decreases in 
disparities for African Americans and American Indians. Data from 1995-99 
and 2000-04 show the death rate for Latinos remained virtually the same over 
the two time periods. The Asian diabetes death rate increased slightly but 
remains lower than the White rate of 22.3.58 

                                                      

54 Urban and Rural Health - Health Care Services Use Differs, Center for an Aging Society, Georgetown University, No. 7, 
Jan. 2003, p 5.  
55 Minnesota Department of Health Center for Health Statistics, Populations of Color in Minnesota Health Status Report – 
Update Summary, Fall 2002, p. 7. 
56 Minnesota Department of Health Center for Health Statistics, Populations of Color in Minnesota Health Status Report – 
Update Summary 2007.  
57 Office of Minority and Multicultural Health (OMMH), Eliminating Health Disparities: Cardiovascular Disease,  
March 2001. 
58 Office of Minority and Multicultural Health, Eliminating Health Disparities Initiative - 2007 Legislative Report. 



   

 45

Analysis of uninsured rates indicates disparities also exist across racial and 
ethnic groups in Minnesota. The Health Economics Program of the Minnesota 
Department of Health conducted three health access surveys that reveal that 
all racial and ethnic groups except Asians experienced significantly higher 
rates of uninsurance compared to Whites in 2001, 2004 and 2007. In 2007, 
Hispanic/Latinos were up to three times as likely as White Minnesotans to be 
uninsured (19 percent compared to 6.4 percent). In addition, rates of 
uninsurance for Black Minnesotans (14.7 percent) and American Indians (16.0 
percent) were also disproportionately high (See Figure 7). 

The Health Economics Program also found that African Americans and 
American Indians were more likely to report having health insurance through 
public health insurance programs compared to Whites who more frequently 
reported having group insurance through their own family or family member’s 
employer.59 

Figure 7 

Uninsurance Rates in Minnesota by Race/Ethnicity
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Regional survey data indicate that Greater Minnesota’s racial and ethnic 
groups are experiencing similar obstacles to adequate health care services. For 
example, a 2002 regional health behavior survey of 10,500 residents in 27 
counties in south central and southwestern Minnesota revealed that 
respondents of Hispanic/Latino origin are more likely to be without health 
insurance coverage (30.6 percent) compared to only 7 percent of all 
                                                      

59 Minnesota Department of Health Center for Health Statistics, Populations of Color in Minnesota Health Status Report – 
Update Summary, Fall 2002, p. 14. 
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respondents reporting no health insurance coverage. 60 Another survey of 
adult residents in a nine-county region of northeastern Minnesota and 
northwestern Wisconsin asked respondents to list reasons for failure to receive 
needed medical care. Among residents of the nine counties in Minnesota who 
did not get necessary medical care, 38.3 percent of non-Caucasians said 
“insurance did not cover it,” compared to only 24.8 percent of all northeast 
Minnesotans who responded with the same reason.61 The second most 
frequent reason among non-Caucasian respondents was the medical care “cost 
too much” (22.8 percent), compared to 23.2 percent of all respondents who 
provided the same reason.62 Interestingly, 10.1 percent of non-Caucasian 
respondents cited “not being treated with respect” as a cause for failure to 
receive medical care, making it the third most frequent reason given. This is 
very different from all respondents, 10.4 percent of whom cited the medical 
need was “not serious enough” as the third most frequent reason for not 
seeking care.    

Access to Mental Health and Behavioral Health Care 
Physician workforce statistics show that 83 percent of psychiatrists in 
Minnesota practice primarily in urban areas (seven-county metro, Olmsted, 
Stearns and St. Louis counties).63 Analysis of Minnesota’s rural hospitals 
reveals that only 20 (18 percent) have outpatient psychiatric services delivered 
onsite directly by hospital staff. In rural Minnesota, treatment for mental 
health problems is often unavailable and falls to an already strained primary 
health clinic system. The demand for inpatient psychiatric beds in rural 
Minnesota increased 37 percent versus 24 percent at urban sites from 1998 to 
2002, driven partly by the unavailability of beds in the Twin Cities.64   

A persistent issue for rural primary care providers is the absence of emergency 
mental health services. An ORHPC survey of rural primary care clinics 
conducted in 2004 revealed more than half of the providers (56 percent) said 
emergency mental/behavioral health services are not available within the 
community.65 Where emergency mental health services are unavailable, 
providers said most patients are transferred outside the community, most 
frequently to a hospital with inpatient treatment and available space. 

In 2005, under the guidance of Minnesota’s Rural Health Advisory 
Committee, ORHPC formed a rural mental health work group to study the 
delivery of mental health care in rural primary care settings. The result was a 
                                                      

60 Regional Health Profile ’02. 
61 Bridge to Health Survey 2000. Northeast Minnesota counties include Aikin, Carlton, Cook, Itasca, Kanabec, Koochiching, 
Lake, Pine and St. Louis. 
62 Ibid. 
63 Minnesota Mental Health and Chemical Dependency Treatment Utilization Trends 1998-2002, Issue Brief 2004-07, MDH 
Health Economics Program. 
64 Ibid. 
65 Rural Health Advisory Committee’s Report on Mental Health and Primary Care, January 2005, Minnesota Office of Rural 
Health & Primary Care. 
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report entitled, Mental Health and Primary Care in Rural Minnesota, which 
identified the issues surrounding mental health care delivery and highlighted 
successful models of integrated primary care and mental health services in 
rural Minnesota (Appendix D). Some of the key findings from the report 
included: 

• Shortages of rural mental health providers result in long waits for 
appointments and long travel to obtain specialty care. 

• The cost of mental health care and the complexity of the payment 
system are barriers for patients seeking care. 

• A stigma about mental/behavioral health is a barrier to care, 
especially in rural areas. 

• Rural primary care practitioners would like more education on 
managing mental/behavioral health. 

From these findings, efforts for improving mental health care delivery through 
the rural primary care system depend on a number of factors including: 

• Availability of a trained professional workforce in primary and 
mental health care 

• Adequate funding so health systems are able to provide needed 
mental health services 

• Effective state and federal policies that support mental health care. 

The report proposes a series of recommendations addressing three broad 
areas: 1) the need for a competent and qualified workforce; 2) up-to-date 
education for primary providers and policy; and 3) funding streams that 
support the complexity of care in rural communities. Some of the specific 
recommendations include: 

• Enhance and promote mental/behavioral health education and 
training for all primary practice students. 

• Promote and support demonstration projects and models of 
collaborative care between mental health providers and primary 
care providers. 

• Support efforts to expand public program coverage of telehealth 
consultations by mental health professionals. 

• Promote and develop rural site experiences for primary care and 
mental health practitioners that emphasize collaborative practice 
within the primary care setting. 

 
The Mental Health and Primary Care in Rural Minnesota report continues to 
be a resource for improving mental health service delivery through the rural 
primary care system.  

Mental health care as well as the continued difficulty finding beds for 
inpatient mental health needs remains a problem in rural areas. New concerns 
regarding local emergency medical services (EMS) and mental health 
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transports, and the mental health needs of veterans returning from the wars in 
Afghanistan and Iraq, are leading the discussions occurring in many rural 
Minnesota communities. 

Rural Ambulance Services 
Emergency ambulance personnel are an important segment of the rural health 
care workforce. In 2002, the ORHPC and Rural Health Advisory Committee 
issued A Quiet Crisis: Minnesota’s Rural Ambulance Services at Risk. The 
report is based on a survey of ambulance services throughout Minnesota and 
provides information about Minnesota’s ambulance personnel.  

Minnesota’s rural ambulance system relies heavily on volunteers. According 
to the report, “the proportion of ambulance volunteers is highest in areas 
where the resident population in the primary service area (PSA) is less than 
15,000.”66  The southwest and south central regions of Minnesota have the 
highest percentage of volunteer ambulance personnel (91.0 and 91.9 percent 
respectively). Compared to urban staff, rural ambulance personnel are most 
likely to be older (45 percent are 40+ years compared to 34 percent of urban 
staff), unpaid (77 percent of rural staff are volunteer), and female (41 versus 
20 percent of urban staff). These characteristics and a shrinking younger 
population have rural communities concerned about the retention and 
recruitment of EMS personnel.  

As of 2008, Minnesota EMS delivery system is still a “patchwork quilt facing 
many challenges.”67  The challenges include:  

• Statewide consistency on training availability 
• Inadequate reimbursement from third-party insurers 
• Communications dollars and 
• Local government support. 

 
The greatest challenge for rural ambulance services, according to the 
Minnesota Ambulance Association, continues to be the dependence on 
volunteer ambulance crews. The aging demographics of Minnesota’s rural 
population mean fewer people are able to meet the demands of serving on 
ambulance crews, reducing the pool of potential volunteers. Combined with 
other existing challenges, this creates a situation where one to two rural 
ambulance services per year are going out of business.68 

Some recommendations for improving the financial and workforce status of 
rural ambulance services include:    

                                                      

66 A Quiet Crisis: Minnesota’s Rural Ambulance Services at Risk, Minnesota Department of Health-Office of Rural Health 
and Primary Care, December 2002. 
67 Overview of Emergency Medical Services for Minnesota Elected Official, Minnesota Ambulance Association, July 2008. 
68 Ibid 
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• Strengthen and stabilize volunteer ambulance retention 
incentives – this includes maintaining the current Emergency 
Medical Services Regulatory Board (EMSRB) longevity program 
along with increasing the amount to $1,000 dollars per year of 
volunteer service, and dedicating a funding source for the program 
to reach the goal of $1,000 per year of service. 

• Strengthen involvement of medical directors in ambulance 
service operations – develop incentives for medical directors to 
participate in available national and state training opportunities and 
create additional training opportunities that better meet the needs 
of rural medical directors. 

• Support federal legislation – to improve reimbursement and 
provide other supports to rural ambulance services.  

More information about the state of Minnesota’s rural ambulance services and 
recommendations to improve their financial and workforce status is provided 
in A Quiet Crisis and can be accessed on the ORHPC Web site at 
http://www.health.state.mn.us/divs/orhpc/pubs/ambulancerpt.pdf 
(PDF:138pgs/1MB). 

In 2007, the Minnesota Emergency Medical Services Regulatory Board 
formed a work group to assess the challenges and factors associated with 
transporting patients with behavioral or psychiatric disorders. Data the work 
group gathered and assessed indicated that 4 percent of all 911 emergency 
calls and 8.6 percent of all interfacility/medical transports in 2006 were 
behavioral/psychiatric disorder calls. The data also demonstrated that 
behavioral transports average 51 percent longer (in minutes) than other 
transports.69       

The work group issued several recommendations in their report. The report, 
including promising practices and background information on the availability 
of and access to psychiatric and behavioral health services, can be found 
online at: 
http://www.emsrb.state.mn.us/docs/EMS_Behavioral_Health_Report.pdf  
(PDF:55pgs/17MB) (Appendix J). 

Transportation 

Lack of public or assistive transportation services in rural areas often 
compound the health need. In surveys, focus groups, and other forums, the 
lack of transportation is often cited as one of the primary barriers to accessing 
health care in rural areas. It was also cited as a major burden to health care 
access, especially in very rural areas and for the elderly population, during a 

                                                      

69 EMS Behavioral Health Report: An Examination of the Challenges of Transporting Behavioral health Patients in 
Minnesota and Recommendations for Improvement, Minnesota Emergency Medical Services Regulatory Board, November 
2007. 
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2007 Minnesota Rural Health Conference forum. Transportation has become 
one the Minnesota Rural Health Association’s primary concerns.70   
   

Uninsured 
The most common socioeconomic barriers to care are cost or lack of health 
insurance, high unemployment and persistent poverty. Historically, 
uninsurance rates in Minnesota have been lower than the national average. 
Rates of uninsured in Minnesota rose significantly between 2001 and 2004 
from 6.1 percent to 7.7 percent. The recent rise in uninsurance rates in 
Minnesota is being attributed to a combination of factors, including insurance 
costs, economic downturn, erosion of employer-provided coverage and public 
program cutbacks. As of 2007, the uninsured rate remained stable at 7.2 
percent in Minnesota.  

The same cannot be said for residents of Greater Minnesota. Regional 
comparisons of uninsurance rates indicate that residents of non-metropolitan 
areas are more likely to be uninsured (Map 6). From 2004 to 2007, 
uninsurance rates continued to climb for residents of Greater Minnesota from 
7.6 percent to 7.9 percent, while rates for residents of the metropolitan Twin 
Cites fell from 7.8 percent to 6.6 percent (Figure 8). Rural economic 
conditions and the prohibitive cost of purchasing coverage individually or as a 
small business add to high rates of uninsurance. Sometimes other factors, such 
as the presence of an American Indian reservation where residents receive 
health care services through the Indian Health Service, can create artificially 
high uninsurance rates (e.g., Mahnomen County). A county with a large 
minority or immigrant population also will influence uninsurance rates since 
these populations are more likely to be without any form of health insurance.71   

 

 

 

 

 

 

 

                                                      

70 Rural Minnesota Forum on Health Care Reform, Center for Rural Policy and Development, September 2007. 
71 Populations of Color in Minnesota, Health Status Report. Minnesota Center for Health Statistics, Spring 2007. 
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Map 6 
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Figure 8     

   Uninsurance Rates by Economic Development Region, 2004 and 2007 
 

 

 

 

 

 

 

 

 

 

 

    Source: Minnesota Health Access Surveys, 2004 and 2007 

Uninsurance rates do not convey the entire picture about the lack of access to 
health care services. Many rural residents may have some health insurance, 
but face significant cost sharing or limits on benefits. An increasing number of 
working individuals with low incomes must either pay higher insurance 
premiums to maintain their employer-based insurance or purchase non-group 
health insurance, which come with very high deductibles and premiums. 
According to the Kaiser Family Foundation, 63 percent of the self-insured 
plans offered to applicants have benefit restrictions or additional cost 
sharing.72 In particular, coverage for maternity benefits, mental health care, 
and prescription medications tend to be limited, especially in comparison to 
what is typically offered under group health plans. Enrollment in income-
based public programs, such as Medical Assistance (MA), General Assistance 
Medical Care (GAMC), and MinnesotaCare, is another indicator that standard 
opportunities to obtain health care, such as employment, are unavailable. 
Counties like Becker, Beltrami, Cass, Clearwater, Mahnomen and Wadena 
have higher than average participation in Minnesota’s publicly funded health 
care programs (Map 7). This reaffirms that rural residents are less likely to 
have the usual access to private health insurance.     

                                                      

72 Underinsured in America: Is Health Coverage Adequate? Kaiser Commission on Medicaid and the Uninsured, July 2002. 
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Map 7 



 

Affordability and lack of health insurance were concerns frequently mentioned at 
all the ORHPC 2008 Community Rural Health Forums. This is not surprising 
since rural residents of Minnesota have lower average incomes and higher poverty 
rates compared to urban residents. Given the absence of universal coverage, the 
responsibility of providing essential health services to the most disadvantaged and 
vulnerable populations often falls to Minnesota’s Rural Health Clinics (RHCs) 
and Federally Qualified Health Centers (FQHCs).   

According to the Minnesota Association of Community Health Centers 
(MNACHC), FQHCs provided care to over 68,000 (41 percent of their total 
patients) uninsured Minnesotans in 2005. Additionally, 81 percent had household 
incomes under 200 percent of the federal poverty level and 35 percent of patients 
were enrolled in a public health care program (MinnesotaCare, GAMC, Medicaid 
or Medicare). Reimbursements for care under these programs are more beneficial 
than no payment at all; however, they are still less than the cost of care provided. 
The rising percentage of uninsured and underinsured in Minnesota has increased 
uncompensated care costs that have been compounded by smaller percentages of 
insured patients. The MNACHC reports that the cost of serving the uninsured for 
member clinics has increased drastically. From 2002 to 2004, the costs increased 
24 percent from $14.8 million to $18.4 million. In 2006, one urban and one rural 
FQHC satellite closed due to financial hardships related to uncompensated care 
costs and rising numbers of uninsured patients. 

Underinsured  

 Though the majority of Minnesotans have medical and dental insurance, rising       
premiums and deductibles are contributing to the growing number of people       
with inadequate health coverage. Rural Minnesotans who are insured are more 
likely to have self-purchased insurance policies rather than employer-sponsored 
policies. Often individually-purchased policies include high premiums, 
deductibles and copayments.   

 In recent years, health insurance benefit sets that require higher enrollee cost 
sharing have become more common. In addition to the emergence of high-
deductible “consumer-driven” health insurance products, enrollee cost sharing has 
risen in more traditional products as well. Enrollee out-of-pocket spending 
represented 14 percent of total spending per Minnesota enrollee in 2006, 
compared to 10 percent in 2000.73 Minnesota farm families responding to a 
survey regarding health insurance have noted that their deductibles are so high 
they don’t actually benefit from having insurance.74  

 

                                                      

73 Health Insurance Premiums and Cost Drivers in Minnesota, 2006. Minnesota Department of Health, Health Economics 
Program, October 2007. 
74 How Farmers and Ranchers Get Health Insurance and What They Spend for Health Care, The Access Project, December 2007. 
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Health Care Reform: Addressing the Needs of Rural Minnesotans 
Health care reform emerged from the 2007 Minnesota Legislature as a priority 
issue (Appendix K). During the legislative interim, study, analysis and 
recommendations were developed in multiple forums for consideration during the 
2008 legislative session. The Minnesota Rural Health Advisory Committee 
(RHAC) established a Rural Health Reform Work Group to offer a rural voice to 
the health reform discussions. This work group identified the unique features of 
rural Minnesota that should be taken into consideration in developing state-level 
health care reform proposals.   

Results of the work group were compiled and a report entitled, Health Care 
Reform: Addressing the Needs of Rural Minnesotans (Appendix G) was published 
and shared with the Governor’s Health Care Transformation Task Force and other 
stakeholders charged with making recommendations to the 2008 Legislature. 
Options and recommendations in the report are organized according to the themes 
for action undertaken by the Health Care Transformation Task Force established 
by the 2007 Legislature. 

The premise of the work group and the report was that health care reform policies 
must be responsive to the unique characteristics of rural Minnesota and its health 
care system to achieve the results intended for citizens. Failure to account for the 
nuances of delivering care in rural areas may make access, care delivery and 
health outcomes worse instead of better. The need to substantially change the way 
health care is delivered has been well documented. In Minnesota, we are facing 
ever increasing costs for the provision of care. Few of these health care dollars are 
being used to manage chronic conditions or to prevent illness and promote good 
health. More people are going without insurance or are buying expensive policies 
with high deductibles and high out-of-pocket costs. The ratio of uncompensated 
care costs to operating expenses for rural hospitals has risen to levels only 
previously reported by urban hospitals in the late 1990s, indicating the uninsured 
or underinsured are turning more and more to emergency rooms for care in rural 
areas.75 

Studies show that despite the high cost of health care, quality outcomes are not 
assured. Care is not consistent across the continuum and medical practice varies 
from setting to setting. Patients are at risk for medical errors ranging from 
receiving the wrong medications to undergoing the wrong surgery. Along with 
rising cost and poor quality, the health care system is challenged by a growing 
population of people with chronic illnesses and conditions. The health care system 
in the United States responds well to acute episodes, but does not have a 
consistent way of caring for people with long-term chronic conditions. At a time 
when more people have multiple conditions requiring the kind of coordination of 

                                                      

75 Minnesota Hospitals: Uncompensated Care, Community Benefits, and the Value of Tax Exemptions. Minnesota Health 
Economics Program, 2007. 
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care that primary care practitioners provide, the primary care workforce is 
eroding. More and more medical students are opting for specialty professions. 

These shortcomings are compounded in rural areas where access to primary and 
specialty care can be problematic, the population is older, poorer and less insured, 
employers are less likely to offer health insurance and the health system 
infrastructure is financially fragile. 

Statewide Trauma System  
Trauma is the third leading cause of death in Minnesota. On average, trauma 
claims the lives of 2,400 Minnesotans annually. States that have implemented 
comprehensive statewide trauma systems have increased survival rates by 15 to 
20 percent.  

As of August 2005, Minnesota has its own comprehensive statewide trauma 
system. The goal of the trauma system is to decrease injured patients’ time to 
definitive care by ensuring that their medical needs are appropriately matched 
with hospital resources (Appendix L).  

Participation in the statewide trauma system remains voluntary. But wide-scale 
participation will ensure that a statewide, cooperative effort is in place to care for 
seriously injured patients.  

A State Trauma Advisory Council (STAC) was appointed in late 2005. Nearly 50 
percent of its members are rural hospital and EMS providers. The STAC 
established criteria for participation in Minnesota’s Statewide Trauma System, 
working within the established Critical Access Hospital process to avoid 
duplication of requirements or undue compliance burdens. The criteria are such 
that nearly every hospital in Minnesota is able to participate in this voluntary 
system if they choose.  

Designations 

As of September 2008, Minnesota’s Statewide Trauma System has 36 designated 
trauma hospitals: four Level I, three Level II, 10 Level III and 19 Level IV. 
Twenty-three of these are Critical Access Hospitals. Over 15 additional hospitals 
are currently in various stages of the designation process.  

System Review and Improvement 
In 2007, the American College of Surgeons (ACS) conducted a comprehensive 
review and assessment of the statewide trauma system. The multidisciplinary 
team consisted of eight nationally recognized trauma and EMS experts. Their 
objective was to “help promote a sustainable effort in the graduated development 
of an inclusive trauma system for Minnesota.” Over 60 trauma stakeholders from 
across Minnesota attended during the four days.  
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An 80-page final report contained 79 recommendations covering 17 specific 
component areas of the system. Many of the recommendations naturally overlap 
with the state’s EMS system, thus there is a need to coordinate analysis and 
planning with the state EMS Regulatory Board (EMSRB). To do so, a Joint 
Policy Committee (JPC) was formed.  This committee is examining and 
prioritizing each item, and will be making future agency work plan 
recommendations to the EMSRB and STAC.  

Improving Access to Provider Training 

There has been a marked increase in the demand for Comprehensive Advance 
Life Support (CALS) Benchmark Labs for physicians and mid-level practitioners 
since the advent of the state trauma system. CALS is the preferred path for rural 
providers to meet the educational standards for participation in the trauma system. 
Timely and affordable access to this training has become a problem for two 
reasons. The Benchmark Lab portion of the training requires overnight travel to 
Minneapolis, making it nearly impossible for many rural providers to attend. For 
those who are able to make the trip, the waiting list is over a year long.  

Along with this demand for training is the realization that simulated mannequin 
labs are becoming more lifelike, and are relatively inexpensive and portable. In 
addition, Advanced Trauma Life Support (ATLS)—another pathway for meeting 
the trauma system training standards—has been utilizing mannequin labs for 
years to teach procedures. In recognition, the STAC approved waiving the CALS 
Benchmark Lab requirement for physicians and mid-levels if the ATLS skills are 
incorporated into the CALS Provider Course and taught in a similar fashion to 
ATLS (e.g., mannequin simulator).  

The state ATLS coordinating body is planning to provide the course in rural areas 
throughout the state. This is a first for Minnesota, and perhaps nationally. This 
course is traditionally taught only in Level I or II trauma facilities located in the 
larger population areas.  

The MDH trauma program purchased five TraumaMan simulated trauma 
mannequins and is providing these to all ATLS and CALS training institutions to 
significantly reduce the costs of the courses incurred with renting the mannequins. 
Reducing costs will improve affordability for students, and encourage additional 
courses to be offered.  

Data collection and submission are required for all participating trauma hospitals. 
The trauma system utilizes a secure web-based registry, which is free for all 
hospitals. Training on how to use this system is regularly scheduled via webinar 
technology. Rural hospital participation has been very good.  
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Consultations 
Staff from the MDH trauma program regularly travels to rural hospitals to provide 
individualized consultations in preparation for applying to become designated. 
Staff also maintain and provide a vast resource of documents, template policies, 
etc. for use by all hospitals. These best practice offerings allow a rural facility to 
incorporate what works best for them, and not have the immense burden of 
recreating them. 

Future Focus for 2009 
Plans are underway for continued development of the statewide trauma system, 
including: conducting regional training seminars; hiring a trauma registry 
epidemiologist; implementing a statewide trauma performance improvement plan. 
In addition the program will conduct a statewide trauma benchmark, indicators 
and scoring assessment. This comprehensive report to the Legislature regarding 
the implementation of the voluntary trauma system, including recommendations 
for including the trauma system criteria in rule, will be completed in the fall of 
2009. 

 

Health Information Technology  
Minnesota, like many states, is at a crossroads in the use of health information 
technology.  There has been a long-standing statewide commitment to ensure 
affordable, accessible, quality health care. In recent years, many have recognized 
that health information technology adoption and effective use will transform the 
health care system. Increased availability of technology and high-speed 
communications have further supported Minnesota’s rural health care providers in 
adopting health information technology, but until recently these efforts were 
sporadic and at times, isolated. 

Minnesota e-Health Initiative 

Minnesota’s formal recognition of the need to integrate health information 
technology into the health care system began in 2004 with legislative 
authorization to form a Minnesota e-Health Initiative, a broad public-private 
collaborative to accelerate the adoption and use of health information technology 
in order to improve health care quality, increase patient safety, reduce health care 
costs and improve public health. The Minnesota e-Health Initiative76 developed a 
common vision around four broad goals: 

• Empower consumers with information to make informed health and medical 
decisions. 

                                                      

76 http://www.health.state.mn.us/ehealth/ 
 



   

 59

• Inform and connect health care providers by promoting the adoption and 
use of interoperable electronic health records and electronic health 
information exchange.  

• Protect communities and improve public health by advancing efforts to 
make public health systems interoperable and modernized. 

• Enhance the infrastructure through: 
• Standards for health information exchange 
• Policies for strong privacy and security protection of  

health information 
• Funding and other resources for implementation 
• The assessment and monitoring of progress on adoption, use and 

interoperability. 
 

Several significant statutory changes and mandates have been enacted in support 
of health information technology use and adoption:  

• A 2007 requirement that all hospitals and health care providers have 
interoperable electronic health records by 2015, requiring CCHIT 
(Certification Commission for Healthcare Information Technology) 
certification if available for the setting 

• A requirement to develop a statewide plan to achieve the 2015 EHR 
Mandate (adopted June 2008) 
http://www.health.state.mn.us/ehealth/ehrplan.html 

• A requirement that all health care providers and payers establish and 
use an e-prescribing system by January 1, 2011. 

Funding for Rural Health Information Technology 

Recognizing the unique needs of rural and community health care providers in 
adopting health information technology, the 2006 Minnesota Legislature 
appropriated $1.3 million in matching grants for the adoption of interoperable 
electronic health record (EHR) systems, health information technology (HIT) or 
health information exchange.   

In recognition of the urgency for rural health care providers to meet the statutory 
requirements for HIT adoption, the 2007 Legislature added additional funding to 
support providers in rural and underserved areas, increasing the biennial grant 
appropriation to $7 million dollars, and adding $6.3 million in no-interest loans. 

Not all health care providers are eligible for this funding, however. Emergency 
Medical Services providers are notably excluded from most funding programs.   

HIT Adoption in Rural Minnesota 
Data on adoption of EHRs in Minnesota hospitals has not been analyzed on a 
rural-urban basis, but available data suggests that Minnesota hospitals, including 
rural hospitals, are moving toward EHR adoption (Tables 5 and 6).  
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Table 5:  EHR Adoption Rate in Rural and Urban Primary Care Clinics – September 2007 

2005 2007 2005 2007 2005 2007
Fully Implemented 17% 42% 13% 20% 20% 58%
Implementation in process 29% 20% 23% 28% 34% 13%
Implementation in next 12 months 11% 11% 13% 15% 10% 9%
Implementation in next 13-24 months 16% 13% 22% 21% 11% 8%
Implementation beyond 25 months 9% 11% 7%
No plans for Implementation 5% 5% 4%

All Rural Urban

*Source: 
Stratis Health surveys, 2005 and 2007 

Table 6  EHR Adoption in Minnesota Hospitals - 2007 

Electronic Health Record 
Implementation No Yes, partially implemented Yes, fully implemented N

Has EHR 34 49 15 98
EHR includes:
●  patient level data 8 39 26 73
●  results management (from lab, 
radiology, etc) 4 17 53 74
●  order entry management 8 26 40 74
●  decision support 21 37 16 74  

        *Source: Minnesota Hospital Association extraction of AHA Survey 2007 data 

A 2006 Rural Health Resource Technical Assistance Center survey of 
Minnesota’s Critical Access Hospitals to assess their use of health information 
technology suggests a mixed picture for Minnesota’s CAHs:  

• 77 percent of respondents do not use electronic health records 
• 48 percent have a formal HIT plan and 88 percent have funding included in 

their budget for purchase of HIT 
• 50 percent do not share clinical data among departments within the hospital 
• 12 percent share clinical data electronically with other hospitals  
• 14 of 62 hospitals use telemedicine to consult with clinicians at other sites. 

 
CAH Health Information Technology Toolkit 

To assist Minnesota’s Critical Access Hospitals in implementing health 
information technology in their facilities, Stratis Health, Minnesota’s Quality 
Improvement Organization, created an e-Health Grant Health Information 
Technology Toolkit for Rural and Small Providers, which was distributed in June 
2007 through the Minnesota Flex Program. 
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Lessons Learned 
Feedback from e-Health grant projects have identified a number of common 
themes for rural and smaller providers echoed nationally: 

• Implementing health information technology is very complex and almost 
 always takes longer than anticipated; thorough and systematic planning  
 is critical. 
• Collaboration is essential among providers who share health information 
 within a community and should be initiated early in the planning process.  
• Funding health information technology in addition to other capital 
 expenditures is a major financial strain for rural and small health 
 organizations. 
• Adequately preparing and engaging the workforce is a critical success factor. 
• Budgeting time and staff for EHR implementation is challenging as staff 
 usually have both management and direct patient care responsibilities.  
• Some EHR products do not fit rural health care where the hospital, 

physicians and long term care are often a single entity. 
• Some EHR products may not be interchangeable among provider types, 

especially when independent entities. Required features can be substantially 
different by provider type. 

 
Telehealth  

Minnesota’s current landscape for telehealth mirrors somewhat the development 
of health information technology. Telehealth services have grown in Minnesota 
with early efforts beginning in the early 1990s, and expanding gradually since. 
Considerable progress in providing telehealth services has been made in rural 
Minnesota. Telemedicine consultative specialty care, mental health services, and 
in-home monitoring have grown along with the ability of providers to safely 
exchange electronic patient data to support practitioners in delivery of 
telemedicine services.   

Current community and regional successes have benefited from the creativity and 
initiative of a few individuals determined to respond to needs for health care 
services that might not otherwise be available. Those individuals gathered 
support, networked, found resources, and focused on finding ways to connect 
their patients to the services they needed. Efforts to interconnect those providers, 
add services, and create a telehealth system in Minnesota have begun to formalize 
and strengthen. 

Minnesota Telehealth Forum 2006 

In September 2006, the Minnesota Office of Rural Health and Primary Care 
hosted the first statewide forum to gain a common understanding of existing 
services and needs, identify barriers and challenges to development of an 
interoperable telehealth network of services in Minnesota, and make 
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recommendations that would support further development. Some common themes 
emerged: 

• Minnesota’s telehealth services are strong, but lack coordination  
and leadership. 

• Telehealth services exist, but no directory of services or list of providers  
is available. 

• Reimbursements for telehealth services are sporadic and often do not  
provide sustainability. The “business case” is not solid for investing in 
telehealth services. 

• Providers and consumers lack an understanding of the benefits of telehealth in 
providing access to high quality, accessible care. 

 Minnesota Telehealth Registry 
In response to the 2006 Forum recommendations, the Minnesota Office of Rural 
Health and Primary Care partnered with the University of Minnesota to survey 
Minnesota’s health care providers to 1) develop an online searchable directory of 
telehealth services and providers, and 2) develop a deeper understanding of 
telehealth service delivery in Minnesota, including financing, staffing, facilities 
and equipment, etc., and 3) promote the use of telehealth services among 
Minnesota health care providers. The results of the 2007 Minnesota Telehealth 
Survey77 and the Minnesota Telehealth Registry can be found at: 
http://www.mti.umn.edu/  

Rural Broadband Access in Minnesota 
According to the Center for Rural Policy and Development, as of 2006, 49 
percent of all Minnesota households used broadband to connect to the Internet, 
with 57 percent adoption in metro-area homes and 39.4 percent in rural homes. 

Some rural communities and health care providers have in place the infrastructure 
to handle the telecommunications requirements for both Health Information 
Exchange (HIE) and telehealth. However, many providers struggle to obtain the 
level of broadband required to reliably, safely and securely transmit data or 
provide telehealth services while ensuring privacy and security for the patient. In 
the 2007 Minnesota Telehealth Survey, cost was listed as the top reason by 
respondents for not implementing telehealth services. Minnesota’s 
telecommunications industry is moving forward in establishing broadband options 
for rural parts of the state. However, costs for delivering service to rural 
communities can be significantly higher than to their urban counterparts.   

Universal Service Administrative Company (USAC) reimbursement is intended to 
even the costs of obtaining high-speed connections for rural health care providers. 
In reality, due to significant administrative barriers, the reimbursement 

                                                      

77 Minnesota Telehealth Inventory 2007 
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mechanism is difficult for small Minnesota providers to access and therefore 
underutilized. It does not apply to equipment and infrastructure costs, further 
adding to the affordability issue for small rural health care providers. 

Greater Minnesota Telehealth Broadband Initiative 
In fall 2006, the Federal Communications Commission (FCC) announced a pilot 
program to expand reimbursements for telecommunications services to support 
statewide and regional telehealth networks in network planning, infrastructure 
build out and network operation. In fall 2007, the FCC authorized the Greater 
Minnesota Telehealth Broadband Initiative to apply for up to $5.4 million in 
reimbursements over three years.   

The Greater Minnesota Telehealth Broadband Initiative (GMTBI)—Minnesota’s 
FCC Rural Healthcare Pilot Project—represents five health care networks. Each 
network contains multiple health care sites in towns/cities throughout the state: 

• Minnesota Telehealth Network: 38 Minnesota sites and nine North  
Dakota sites 

• Medi-Sota, Inc.: 31 hospital consortium in southwestern Minnesota and  
South Dakota 

• North Region Health Alliance: 21 hospital consortium in northwest Minnesota 
and northeast North Dakota  

• SISU Medical Systems:16 hospital IT consortium primarily in  
northeast Minnesota 

• Minnesota Association of Community Mental Health Programs:  
78 facilities statewide. 
 

The GMTBI vision is to enable a set of standard telehealth connection services 
throughout Minnesota that will allow any health care location in the state to share 
one or more telehealth services with any other health care location regionally, and 
ultimately nationally.  

The three- to five-year goal for the pilot is to interconnect the sites identified by 
the GMTBI and to lay the foundation for future development and expansion of the 
network to sites beyond the pilot program. 

Summary 
The rural Minnesota landscape is a dynamic portrait of changing demographics, 
changing economy and changing health care needs. The rural population is both 
older and more culturally diverse than it was. Rural economic viability is tied 
more to tourism, government and entrepreneurship than traditional agriculture. 
Health professional workforce shortages are linked to the aging of the workforce 
and the drain of the population to urban and suburban areas. Access to health care 
services is an issue not only because of the loss of health care professionals but 
also because of the increase in the number of people who are uninsured or 
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underinsured. Yet, with all the changes, rural Minnesota continues to be a viable 
and vibrant landscape, ready to adapt and readjust.  
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3 Goals and Objectives 
The goals of the Minnesota Rural Health plan are broad based and meant as a 
framework for ensuring that rural communities have the structure, tools and 
resources to provide access to quality health care across the lifespan and across 
the state.   

Goals: 
• Ensure a Strong, Integrated Rural Health Care System  
• Ensure a Sound Rural Professional Health Care Workforce  
• Foster Improvements to Rural Health Care Access and Quality  
• Support the Use of Health Information Technology and Telehealth 

Delivery in Rural Communities. 
 

 

Overview 
Healthy rural communities depend on strong integrated systems that provide 
health care services through family practice clinics, local hospitals, ambulance 
services, skilled nursing facilities, hospice and home care services, and local 
public health services. Health care systems contribute to a rural community not 
only through direct care services but also by providing a significant economic 
base. Health care services in some communities are one of the largest employers, 
providing jobs and health insurance.  

State and federal funding have helped support rural health care through programs 
such as the Medicare Rural Hospital Flexibility Program, which establishes 
Critical Access Hospitals (CAHs), Rural Health Clinics and Federally Qualified 
Health Center designation as well as a variety of other grant programs. Hospital 
closures have slowed but many rural communities still struggle to maintain basic 
services due to financial constraints, workforce shortages, an aging population 
and population shifts. 
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Goal A:  Ensure a Strong, Integrated Rural Health Care System 

Objectives: 
 

1) Identify, assess and facilitate multi-stakeholder discussion of rural health care issues in 
order to develop policy and program improvement recommendations on prioritized issues. 

2) Disseminate and encourage replication of promising practices and models for improvement 
in prioritized health areas. 

3) Ensure continued successful funding and implementation of Minnesota’s Medicare Rural 
Hospital Flexibility Program.  

4) Support the rural health system infrastructure.  

Objectives for Goal A 

 
1) Identify, assess and facilitate multi-stakeholder discussions of rural 
health care issues in order to develop policy and program improvement 
recommendations on prioritized issues. 

The Office of Rural Health and Primary Care (ORHPC) staffs, participates and 
facilitates in a number of forums for identifying, assessing and discussing rural 
health issues. The Rural Health Advisory Committee identifies significant areas 
of concern and develops work plans to assess the issues and make 
recommendations to the commissioner of the Minnesota Department of Health. 
The Medicare Rural Hospital Flexibility Program Advisory Committee meets 
regularly to discuss issues of importance to rural hospitals and systems of care 
and to make recommendations regarding the direction of that program in the state. 
The State Trauma Advisory Council was established by legislation to advise, 
consult with and make recommendations to the commissioner of the Minnesota 
Department of Health regarding the development, maintenance and improvement 
of the statewide trauma system. 

 The ORHPC provides additional research and policy analysis on a broad range of 
rural health issues.   
 
A number of other forums in both the public and private sectors exist to study, 
prioritize and make recommendations on rural health issues, including the 
Minnesota Rural Health Association, the Rural Health Resource Center and the 
University of Minnesota Rural Health Research Center.   
 
Fruitful partnerships already exist among these entities. It is in the best interest of 
rural Minnesota for these partnerships to continue and flourish. Issues are 
identified through community forums, advisory committee meeting discussions, 
and discussions with a variety of other organizations addressing rural health 
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issues. (Refer to Appendix A for information regarding the 2008 Community 
Forums and Appendix F for the RHAC 2007-2009 Priorities) Once issues are 
identified and prioritized, recommendations are targeted toward a number of 
audiences including local, state and federal lawmakers, private sector 
policymakers, and public-private collaborators. 
 
2) Disseminate and encourage replication of promising practices and models 
for improvement in prioritized health areas. 

The survival of quality health care in rural Minnesota depends in part on the 
ability of health care systems to adapt and innovate. Sharing successful projects, 
programs and ideas strengthens health care for everyone. Promising practices and 
models can include: 

• Clinical practices that improve quality and patient satisfaction 
• Local and regional coalitions to improve access to care 
• Community efforts to address health problems (such as one small 

Minnesota community’s highly successful, affordable and replicable 
weight-loss program) 

• Innovative and successful projects supported by Minnesota Flex 
Grants and other state rural health grant programs 

• Successful models for planning and implementing health information 
technology and telehealth programs. 

 
 Promising practices and the lessons learned by those involved in their 
development, implementation and sustainability often detail the advantages and 
struggles of providing quality health care in a rural area.  

 
3) Ensure continued successful funding and implementation of Minnesota’s 
Medicare Rural Hospital Flexibility Program.  

 
The Medicare Rural Hospital Flexibility (Flex) Program has had a significant 
impact on the viability and sustainability of Minnesota’s small rural hospitals and 
the development and integration of Minnesota’s rural health system. The ongoing 
funding of this program is crucial in ensuring that essential health care services 
are maintained, and the development and integration of Minnesota’s rural health 
system by rural hospitals continues. In addition, the Flex program is the source of 
funding for innovative efforts to improve access to services in rural communities. 
(See Appendix A for the 2008 Flex Program Objectives and related information.) 
Continued successful implementation in Minnesota will include meeting the 
following critical program objectives: 

• Support quality improvement and performance improvement efforts 
for Critical Access Hospitals and throughout the rural health care 
delivery system. 
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Goal B:  Ensure a Sound Rural Professional Health Care Workforce 

Objectives: 

1) Foster and continue multi-sector, multi-agency collaboration aimed toward creative approaches to 
Minnesota’s health care workforce shortages. 

2) Support health professional recruitment efforts.  
3) Promote programs that encourage members of minority and immigrant communities to enter health 

care professions. 
4) Promote health professional workforce retention. 
5) Disseminate and encourage replication of promising education, recruitment and  

retention practices. 

• Support and strengthen Minnesota’s 79 Critical Access Hospitals, 
which act as the hubs of their communities and regions in developing 
rural health systems that address the growing chronic care, disease 
prevention and health promotion needs of rural communities. 

• Support emergency medical services performance improvement, 
integration and state trauma system development. 

• Support the development, implementation and enhancement of formal 
and informal rural health networks across the continuum of care. 

 
4) Support the rural health system infrastructure 

• Grants, technical assistance, leadership training, etc. 

Overview  
The shortage of qualified health care professionals continues to be problematic for 
rural Minnesota. As the population of currently practicing doctors, nurses, 
dentists, pharmacists and other professionals ages, the challenge to maintain a 
sound workforce will grow. Efforts to attract a younger workforce to rural areas 
have met with limited success. Urban areas can offer higher wages, better 
working hours, and more educational and cultural opportunities. Plans for 
ensuring the strength of the rural professional workforce need to encompass a 
broad base of programs and innovations focused on education, pay and 
opportunities for professional growth within the community, as well as building 
the capacity of the higher education system and increasing numbers of faculty. 

Objectives for Goal B 

1) Foster and continue multi-sector, multi-agency collaboration aimed 
toward creative approaches to Minnesota’s workforce shortages. 

Minnesota’s health workforce issues cannot be resolved by any one agency or 
organization. Addressing the health care workforce shortage involves a number of 
sectors including the education system, providers, public agencies and the 
community. The regulatory and licensing sector also needs to be involved to 
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explore issues such as scope of practice. Minnesota has a number of successful 
partnerships already in place addressing the needs and barriers to providing a 
quality rural workforce, including: 

•  Health Education-Industry Partnership (HEIP). Led by Minnesota 
State Colleges and Universities (MnSCU), HEIP seeks to bring health 
employers, educators and government partners together to develop 
relevant, forward-thinking health care education programs. Recent 
innovative programs include a multi-sector partnership to develop 
training for community health workers focusing on minority 
communities and a program to increase nursing faculty to expand the 
educational system capacity. 

• Area Health Education Center (AHEC). This federally-supported 
program, directed by the University of Minnesota’s Academic Health 
Center, develops activities that nurture youth as they explore health 
careers, provides community-based inter-professional training for 
health professions students, and supports continuing education for 
health care professionals and community members. There are four 
regional AHEC program offices across the state.  

• Minnesota Department of Health-Office of Rural Health and Primary 
Care (ORHPC) Health Workforce Analysis Program. In collaboration 
with Minnesota’s professional licensing boards and others, ORHPC 
collects, analyzes and reports on supply and demand of 12 different 
professions (with plans for adding more), and is an integral partner in 
Minnesota’s health care workforce planning efforts. (See Appendix I 
for more information).   

• Minnesota Departments of Labor and of Employment and Economic 
Development. Projects include nurse training in partnership with rural 
hospitals and providers. 

 

2)  Support health professional recruitment efforts.  

Ensuring a sufficient workforce involves successfully recruiting qualified students 
into health care programs and recruiting practicing professionals into rural 
communities. The following examples illustrate how this is currently being done; 
these efforts will continue to be supported: 

• Expansion of programs and services into workforce shortage areas not 
currently addressed, such as mental health professions and radiology 
technicians 

• Direct services offered by the nonprofit Rural Health Resource Center 
including assisting Minnesota’s rural communities in health 
professional recruitment, and coordination of Minnesota’s 
participation in the national online Rural Recruitment and Retention 
Network (3RNet) 
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• Development of centralized information sources on education 
programs, scholarships and financial aid and rural health workforce 
projects within the Minnesota higher education system 

• Development of additional, and expansion of existing, programs that 
expose elementary and secondary students to health professions 

• Execution of programs and projects such as loan forgiveness 
programs, the J-1 Visa waiver program, the Summer Health Care 
Internship program, H-1B nursing education projects and Department 
of Labor workforce retraining programs. 

 

3)  Promote programs that encourage members of minority and immigrant 
communities to enter health care professions.   

Special efforts need to be made to recruit minorities and immigrants living in 
rural Minnesota into health care professions. Minority and immigrant 
communities represent a strong and willing workforce committed to the rural 
setting. Increases in the number of minority health professionals will help address 
health disparities as well as contribute to the economic health of rural areas. 
Examples of existing programs and projects that could be strengthened and 
expanded include: 

• Partnerships between secondary and post-secondary schools and 
community health care providers 

• Mentorship programs, scholarships and loan repayment 
• Exploration of expedited licensing and credentialing of health 

professionals trained in foreign countries 
• Continued strong partnerships with the Minnesota Department of 

Health Office of Minority and Multicultural Health and the 
communities and programs it supports. 

4)  Promote health professional workforce retention. 

In addressing the health professional workforce shortage, attention also needs to 
focus on retaining those qualified professionals already in the rural health 
workforce. The 2003 ORHPC Registered Nurses Survey, for example, indicated 
that almost 15 percent planned to leave nursing for other types of jobs. Current 
and ongoing efforts to keep the current workforce address a number of areas. 
Examples include: 

• Support for a rural communications infrastructure that encourages 
local and regional continuing education and opportunities for 
educational advancement for health professionals 
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Goal C:  Foster Improvements to Rural Health Care Access and Quality  

Objectives: 

1) Work with partner organizations to ensure rural representation in the development of local, state and 
national health care programs and policies and to maximize their effectiveness.  

2) Seek and disseminate funding to address infrastructure needs of rural health care facilities.  
3) Understand the rural health system’s financial condition and support strengthening it.  
4) Provide continuing and enhanced technical assistance to hospitals, clinics, nursing homes and other 

health care providers in order to strengthen the rural health infrastructure at the community level and 
improve its ability to meet community needs.  

5) Conduct high quality research and policy analysis on rural health issues and encourage those doing 
general health care research to include rural breakouts and comparisons.  

• Work group discussions and recommendations regarding support for 
key licensed primary care professionals’ ability to practice at their “top 
of license”   

• Support for professional education programming, including programs 
such as Comprehensive Advanced Life Support (CALS) 

• Effective dissemination to rural health care professionals of 
educational opportunities 

• Support of workplace improvement innovations such as nursing 
magnet hospitals 

• Continued research and data collection on the status of the workforce 
• Support for efforts to ensure appropriate and adequate compensation 

for rural health professionals. 

5) Disseminate and encourage replication of promising education, 
recruitment and retention practices.  

Sharing successful innovations provides opportunities for providers, educators 
and communities to tailor initiatives to their own needs. Promising practices are 
highlighted in ORHPC’s and other organizations’ publications and Web sites, and 
shared through workshops, community forums and statewide conferences. 

 

Overview 
Without funding and other resources, many rural areas in Minnesota will be hard 
pressed to provide even a basic level of services. Increases in health care costs 
and in the numbers of people who are uninsured or under-insured are an ever-
increasing challenge to rural communities. Many hospitals and nursing homes are 
challenged by aging, outdated facilities and have few resources to update them. 
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Infrastructure to provide high speed Internet access and cell phone access is 
lacking in some parts of the state. 

Objectives for Goal C 

1) Work with partner organizations to ensure rural representation in the 
development of local, state and national health care programs and policies 
and to maximize the their effectiveness.  
Rural health issues affect all sectors of the community. For rural health programs 
and policies to make sense, it is important to involve a range of partners in their 
development. It is also critical that the rural voice be represented in health care 
program and policy discussions at all levels. Partners involved in strengthening 
rural health programs and policies in Minnesota include: 

• Office of Rural Health and Primary Care and the Rural Health 
Advisory Committee 

• Minnesota Rural Health Association 
• Minnesota Department of Health Office of Minority and  

Multicultural Health 
• Area Health Education Centers 
• Minnesota Center for Rural Health/Rural Health Resource Center 
• University of Minnesota and Minnesota State Colleges  

and Universities 
• Stratis Health 
• Emergency Medical Services Regulatory Board 
• Center for Rural Policy and Development  
• Minnesota Rural Partners 
• Minnesota Department of Human Services 
• Minnesota Department of Education 
• Minnesota Hospital Association 
• Minnesota’s long term care associations, Minnesota Health and 

Housing Alliance and Care Providers of Minnesota 
• Health professional associations such as the Minnesota Medical 

Association, Minnesota Academy of Family Physicians, Minnesota 
Nurses Association, Minnesota Association of Physician Assistants, 
Minnesota Pharmacists Association 

• Minnesota Ambulance Association 
• Minnesota Council of Health Plans 
• Rural representatives on public and private committees, commissions 

and task forces addressing health care issues. 
 

Productive partnerships already exist among many of these entities, and of course, 
it is in the best interest of rural Minnesota for these partnerships to continue and 
flourish.   
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2)  Seek and disseminate funding to address infrastructure needs of rural 
health care facilities. 

It is estimated that rural Minnesota hospitals alone need more than $99 million to 
shore up aging facilities and plants. Countless skilled nursing facilities and clinics 
are also in need of repairs and renovations. Additionally, many of our rural health 
care facilities do not have access to modern communication technology such as 
high speed Internet, telemedicine and cell phones. Funding from a variety of 
sources (including state, federal and private foundations) is needed to strengthen 
the rural health provider infrastructure. Current funding examples include: 

• Small Hospital Improvement Program (SHIP) 
• State funding for hospital capital improvements and planning 
• State funding for the planning or implementation of interoperable 

electronic health records, related applications or health information 
exchange 

• Federal funding through the U.S. Department of Agriculture for rural 
communications infrastructure 

• Local bonding and fund raising initiatives. 

 

3)  Understand the rural health system’s financial condition and support 
strengthening it.  

Funding from public and private sources help ensure access to care, innovations 
in care and the general strength of the rural health system.   

• Conduct periodic assessments of the financial condition of 
Minnesota’s rural health system, including operations, capital 
improvement, and growth/diversification needs 

• Educate policymakers and funders on the resource needs of 
Minnesota’s rural health system 

• Collaborate with other state, federal and private rural health funders to 
maximize the input of current funding programs 

• Seek opportunities as appropriate to advance initiatives for  
new funding. 

 

4) Provide continuing and enhanced technical assistance to hospitals, clinics, 
nursing homes and other health care providers in order to strengthen the 
rural health infrastructure at the community level and improve its ability to 
meet community needs.   

Rural communities have long demonstrated resourcefulness and resiliency in 
ensuring health care services. Often, with some technical assistance, hospitals, 
clinics and other providers can develop solutions to health care issues. ORHPC 
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provides technical assistance directly in its areas of expertise—as do some of its 
partner organizations—and supports or arranges technical assistance on a wide 
array of topics, including: 

• Clinical quality improvement and patient safety 
• Performance improvement approaches, such as Balanced Scorecard 
• Discharge planning 
• Reimbursement and practice management issues 
• EMS and ambulance service planning and management 
• Needs assessment, diversification and marketing 
• Community economic impacts of the rural health sector, through 

projects such as Rural Health Works 
• Financial advice and feasibility information for Critical Access 

Hospitals, Rural Health Clinics and Federally Qualified Health Centers 
• Grant writing workshops, information on available funding. 

 

5) Conduct high quality research and policy analysis on rural health issues 
and encourage those doing general health care research to include rural 
breakouts and comparisons. 

High quality research is needed to identify and prioritize needs, validate issues 
and point the way toward successful solutions. In May 2008, Governor Pawlenty 
signed significant health care reform legislation into law. At minimum, the reform 
package includes: 

• The Statewide Health Improvement Program 
• Health care homes 
• Payment reform, quality measurement and cost/quality transparency 
• E-Health and 
• Insurance coverage and affordability. 

Implementation of this comprehensive health care reform package will make 
significant progress toward achieving quality, affordable, accessible health care 
for all Minnesotans. In May 2007, the RHAC formed a work group and developed 
Health Care Reform: Addressing the Needs of Rural Minnesotans, a report 
regarding the unique characteristics of rural Minnesota and their implications for 
policymakers. The ORHPC and many of its partner organizations will continue to 
have a key role in providing the rural voice and considerations in this important 
health delivery movement.   

Research can take place in a number of sectors including institutions of higher 
education, public programs and privately funded programs. Examples of current 
research organizations supporting rural health in Minnesota include but are not 
limited to: 
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Goal D:  Support the use of health information technology and telehealth delivery in rural communities 
(New 2008 Goal). 

Objectives: 

1) Support expanded broadband access necessary for telehealth use.  
2) Seek and disseminate funding to support the adoption and effective use of interoperable electronic 

health records in rural health care facilities. 

• The Office of Rural Health and Primary Care and the Rural Health 
Advisory Committee 

• The Center for Rural Policy and Development 
• The University of Minnesota Rural Health Research Center 
• University of Minnesota Duluth Center for Rural Mental Health 
• Minnesota Center for Rural Health/Rural Health Resource Center.  

 
Partnerships exist among these organizations already exist and strengthening them 
will only lead to better rural health policies and programs for rural Minnesotans. 
 

 

Overview 
The adoption and effective use of electronic health information systems can play a 
significant role in transforming the health care system and in supporting healthier 
communities. New tools are bringing the power of information systems to the 
practice of medicine and public health, improving both quality and safety. 

Minnesota policymakers recognize that more effective use of information—
including the timely exchange of information—will be needed to improve the 
quality and safety of care. Several significant mandates were enacted in the 2007 
and 2008 legislative sessions that impact all health care providers in Minnesota: 

• All health care providers and hospitals have an interoperable electronic 
health record (EHR) system by 2015  

• A statewide implementation plan to meet the 2015 interoperable EHR 
mandate  

• All health care providers and payers establish and use an e-prescribing 
system by January 2011. 
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Objectives for Goal D 

 
1) Support expanded broadband access necessary for telehealth use.  

 
   Investment in health information technology is beyond the reach of many  
   rural health care providers. The lack of reimbursement for telemedicine  
   services also hampers broad rural acceptance and utilization of this  
   technology. Additionally, the lack of coordination and communication across 
   systems is the biggest challenge for small providers. Broadband networks  
   have not yet reached some of the more remote locations in rural Minnesota 
   preventing some residents of small towns from being directly engaged in their 
   own health care, an important feature of the health care home. 

 
2) Seek and disseminate funding to support the adoption and effective use of 

   interoperable electronic health records in rural health care facilities. 
 

 Electronic health records (EHRs) and telehealth services are being used more 
 frequently, bridging the geographical distances that can interfere with access 
 to health care. However, the rural health care infrastructure is under-resourced 
 and not all rural health providers have the financial capacity to fully 
 implement EHRs or exchange information electronically.
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Appendix A:  Flex Advisory Committee,  
  Flex Program Objectives,  
  2008 Flex Work Plan 

Medicare Rural Hospital Flexibility Program 

Overview and New Objectives   

Overview  

Minnesota continues to demonstrate its commitment to the health of our rural population through multiple 
strategies. Through the Medicare Rural Hospital Flexibility (Flex) Program Minnesota has seen the financial 
stabilization of many rural hospitals, the growth of networks and partnerships to increase quality and access 
to care, greater support for emergency services and a greater emphasis on the role of the critical access 
hospital in the health of the community. The Office of Rural Health and Primary Care (ORHPC) and 
Minnesota’s Flex Program stakeholders continuously scan the rural health environment, assess needs and 
respond to changing conditions. 

Although there have been improvements, particularly with the conversion of 79 hospitals to Critical Access 
status, rural Minnesota still faces significant health related challenges.  The Minnesota Flex Program, 
through the Minnesota Rural Health Plan and related assessments, brings a systems approach to these 
challenges. The Minnesota Flex Program incorporates the federal goals of the Flex program into its planning 
and programming to address the following issues: 

1.  Growing aging population with increased chronic care needs 
Rural Minnesota is undergoing major shifts in demographics, especially with the aging population. 
Although only 30 percent of the state’s total population lives in rural Minnesota, 41 percent of those 65 and 
older currently live there. All counties with more than 20 percent of the population 65 and older are in rural 
Minnesota. With the aging of the population comes an increased incidence of chronic disease and disability. 

2.  Stressed rural health care delivery system 
All 79 hospitals that qualify for critical access status in Minnesota have been designated as CAHs. 
Minnesota’s Flex Program has therefore progressed to placing greater emphasis on support of existing 
CAHs, network development and support, integration of EMS services, and support of quality improvement 
initiatives. Although on average Minnesota CAH’s financial performance has improved in recent years, the 
need for support remains among Minnesota CAHs for several reasons.  Among those CAHs now in the 
black, many produce financial margins too low to provide or support the capital investment needed to 
update aging plants and keep pace with changing technologies. In addition, half of Minnesota CAHs own 
and operate nursing homes. Minnesota is one of only two states with a rate equalization law that requires 
private pay rates to be no higher than Medicaid rates paid by the state. In essence, nursing homes are a rate-
regulated industry in Minnesota, and Medicaid rates remain well below actual costs.  
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3.  EMS and Trauma system challenges 
Most of Minnesota’s ambulance services are located in low population rural areas (231 vs. 41 in urban 
areas). Of 4,533 rural ambulance personnel in Minnesota in 2002, 3,481 were volunteers. Daytime hours, 
weekends and holidays are the most problematic shifts to fill, and about 900 ambulance personnel (half 
from rural areas) leave an ambulance service each year. At any time, 74% of Minnesota’s ambulance 
services are recruiting. 

Ambulance issues are magnified in rural areas, where demands are high but resources scarce. Minnesota 
EMS leaders have identified top concerns in the industry as: 

• Regional program support 
• Rural workforce staffing 
• Clinical Quality Improvement 
 
• Leadership development 
• Community visibility 
• Medical direction 
 
Minnesota Statewide Trauma System:  The 2005 Minnesota Legislature authorized the creation of the 
Minnesota Statewide Trauma System. A State Trauma Program was established and placed within the 
Office of Rural Health and Primary Care, largely because of the program’s focus to incorporate rural 
hospitals and CAHs into the system.  Further, the Trauma Program has dedicated staff in ORHPC who 
provide technical assistance and consultations for hospitals seeking a trauma level designation, and these 
staff members will contribute to Minnesota’s Year 10 Trauma objectives.  

4. Lack of access to technology such as broadband, health information technology and tele-health as 
well as lack of technology support workforce 
Minnesota’s Flex program grants and state rural health grants have long supported projects in planning and 
implementing health information technology and telemedicine. Four years ago efforts directed toward 
statewide development also began, with the creation of the Minnesota Department of Health’s e-Health 
Advisory Committee. This public-private advisory committee developed recommendations intended to 
address health information exchange, including coordination with telehealth development. ORHPC efforts 
during these discussions ensured that rural interests were being represented. The 2007 Minnesota 
Legislature, in response to the recommendations of the e-Health Advisory Committee, authorized significant 
funding to support e-Health development, appropriating $14 million for support of providers in rural and 
underserved areas. Despite state funding for HIT and $5.3 million from the FCC Rural Health Care Pilot 
Program, the need for additional support remains unmet. 

5.  Economic disparities; uninsured and underinsurance 
Rural Minnesota residents are poorer than urban residents and more likely to receive public assistance 
including TANF, food stamps and Supplemental Social Security (SSI). In addition, the rate of uninsured 
rose in Minnesota from 5.7% to 7.4% between 2001 and 2004. (MDH, 2006) Rural Minnesotans who are 
insured are more likely to have self-purchased insurance policies rather than employer-based policies that 
often include high deductibles and high co-payments. A respondent from a recent study on Minnesota farm 
family insurance said, “We just make the deductible then the year is over so we never really feel the benefit 
from having insurance.” (The Access Project, 2007) 
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6.  Lack of access to mental health services 
A workgroup sponsored by the Minnesota Rural Health Advisory Committee on rural mental health and 
primary care found that rural primary care providers are seeing an increase in mental and behavioral health 
issues in their clinics. The shortage of mental health providers results in long waits for appointments and 
long trips to obtain specialty services. The workgroup surveyed Critical Access Hospital emergency rooms 
regarding mental health emergencies and found that lack of psychiatric beds, lack of adequately trained 
staff, lack of resources in the community and lack of transportation are significant barriers to appropriate 
care (Mental Health and Primary Care, 2005). 

7.  Rural health status disparities 
A recent analysis of Minnesotan’s health status comparing rural populations to urban populations found that 
rural residents are more likely to smoke and less likely to wear seat belts. Motor vehicle death rates are 
higher and so are unintentional injuries. Older rural residents suffer more tooth loss than their urban 
counterparts. Rural Minnesotans have higher cancer fatality rates and higher mortality rates due to heart 
disease. 

8.  Increasing minority and immigrant population 
Rural Minnesota has experienced significant growth in minority and immigrant populations. Much of the 
growth has been attributed to the employment opportunities provided by manufacturing and food processing 
plants located in rural counties. For example, between 1990 and 2000 the rural Hispanic population 
increased by 176 percent and the Black African American population by 177.6 percent (U.S. Census, 
Minnesota Demographer). Rural hospitals and health care systems are being challenged to provide culturally 
appropriate care and care for those whose first language is not English. 

9.  Health care workforce shortages and an aging health care workforce 
Thirty-seven percent of Minnesota’s rural population lives in a Health Professional Shortage Area (HPSA) 
or a Medically Underserved Area (MUA). Forty-six of the most rural counties have thirteen percent of the 
state’s population but only five percent of the state’s practicing physicians. Along with physician shortages 
are significant shortages of nurses, dentists, pharmacists and ancillary medical personnel. Moreover, the 
rural workforce currently in place is aging. For example, the median age of a rural physician is 48 years. 
Forty-five percent of the rural ambulance workforce is over the age of 40, with 67 percent of the rural 
ambulance services indicating they have difficulty finding coverage for all the shifts particularly during the 
daytime when volunteer personnel are at their regular jobs (A Quiet Crisis: Minnesota’s Rural Ambulance 
Services at Risk, 2002). 

The Minnesota Rural Health Plan 
The preceding environmental assessment is informing the update of Minnesota’s Rural Health Plan, now 
underway. The new plan will be submitted by the required ORHP deadline, three months following receipt 
of the Year 10 Notice of Grant Award.   

Background: The first Minnesota Rural Health Plan was developed in 1998 when the rural health picture 
was one of substantial decline in the utilization of services in rural hospitals, difficulty in maintenance of 
24-hour coverage for emergency room services, significant financial losses and other issues such as aging 
plants and inadequate reimbursement. By 2004, when the rural health plan was updated and rewritten, 52 
hospitals had converted to Critical Access Hospital status.   
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The 2004 Rural Health Plan set a framework to ensure that rural communities had the structure, the tools 
and the resources to provide health care access and quality across the lifespan and across the state. The goals 
included: 

• Assure a strong integrated rural health care system 
• Ensure a sound rural professional health care workforce 
• Promote effective health care networking and community collaboration 
• Foster increased capacity and resources to assure rural health care access and quality 
 
Since 2004, The Office of Rural Health and Primary Care, through Flex and its other programs, has 
regularly assessed the Minnesota environment and initiated numerous projects, workgroups and reports 
based on the goals of the State Rural Health Plan. Some examples include: 

• Rural Mental Health and Primary Care Workgroup with report and recommendations 
• Initiation of a state trauma system  
• Creating Healthy Communities for the Aging Population Workgroup with report and recommendations 
• Collaboration with rural telehealth providers and stakeholders 
• Annual State Rural Health Conferences 
• Report to the 2007 Minnesota Legislature on swing beds and access to post-acute care in rural Minnesota 
• Ongoing healthcare workforce analysis 
• Grant programs focusing on increasing access, addressing health care infrastructure and fostering collaboration 
• Health workforce loan repayment and health careers programs. 
 
Within the structure of the State Rural Health Plan, the Flex program has addressed federal Flex Program 
goals in a variety of ways.  Examples include: 

• Designation of Critical Access Hospitals in Minnesota. With assistance from the Minnesota 
Flex Program, all eligible small Minnesota hospitals have attained designation, for a total of 
79 Critical Access Hospitals. 

• Development and Implementation of Rural Health Networks. The Flex program has 
expanded beyond the original hospital network agreements to support other types of 
networks such as telepharmacy, telehealth, joint CAH ventures such as home care and joint 
training and group purchasing. 

• Support of existing Critical Access Hospitals. Through grants and technical assistance, the 
Flex program has supported Critical Access Hospitals in a variety of projects intended to 
strengthen the CAH and its role in the health of the community. Examples include funding 
for equipment, mock surveys, performance improvement efforts such as benchmarking 
balanced scorecard and funding for hospital-initiated community chronic disease 
management programs. 

• Improvement and Integration of Emergency Medical Systems Services. The Flex program 
has made substantial contributions to the development of Minnesota’s State trauma System.  
In addition, the Flex program has provided financial and technical assistance to rural 
ambulance services for training, equipment and financial planning. 
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• Improving Quality of Care. The Flex program has worked collaboratively with Stratis Health, 
Minnesota’s Quality Improvement Organization, on projects such as community continuity 
of care collaboratives and an annual rural quality conference. 

The outcomes of Minnesota’s Flex program activities have also received ongoing evaluation at the state and 
national level.  In addition to documenting results, these evaluations have also guided the course of program 
planning and operation. 

Year 9 Rural Health Plan Activities: Revision of the Rural Health Plan has moved forward on several 
fronts: 

Priority setting and planning by the Rural Health Advisory Committee - The 2004 Rural Health Plan was 
guided and approved by the Minnesota Flex Program Committee and the Rural Health Advisory Committee 
(a 15 member governor appointed committee that advises the Commissioner of Health and other state 
agencies on rural health issues.)  The Rural Health Advisory Committee leads planning and priority setting 
for the ORHPC and all its policy analysis activities.  During Year 9, the Rural Health Advisory Committee 
set its priorities for 2007 – 2009.  Those priorities are 

• Rural Health Care Workforce Issues 
• Developing a New Rural Health Care Delivery Model  
• Population Health Issues  
• Financial Stability of the Rural Health System 
• Quality Improvement Information and Communications Technology  

 
These priorities will also inform the development of the Rural Health Plan, which will be reviewed by the 
Rural Health Advisory Committee as part of its adoption. 

Focused Work Group Projects - During Year 9, the Rural Health Advisory Committee completed one 
workgroup project related to Rural Health Plan Development, and began a second workgroup. The 
committee established a Rural Health Reform Work Group to offer a rural perspective on Minnesota health 
reform discussions. The work group studied the rural characteristics that affect health services, and proposed 
health reform options in response. Among their recommendations are: 

• Redesign health care jobs and health care delivery for better coordinated prevention and health care 
services delivery. 

• Increase support for primary care and for educating primary care practitioners. 
• Support utilization of proven cost-effective technology, such as telehome care, telemental heath services 

and teleradiology. 
• Work toward universal coverage, making incremental changes along the way such as improving 

insurance options for small employers and lower wage workers. 
• Build on strengths of the rural system such as its Critical Access Hospitals, which often serve as a hub 

around which to integrate and redesign community services. 
 
Most recently, the Rural Health Advisory Committee formed a Work Group on Developing a New Rural 
Health Care Delivery Model. The work group has begun to review efforts underway to promote the medical 
home model and spell out any unique features that should be incorporated for the model to succeed in rural 
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areas. The group will also look at the intersecting dynamics of primary care shortages, technology, rural 
demographics, and existing rural models of health service integration and care coordination to develop a 
viable rural model for the future. 

The findings of both these work groups will also inform the Minnesota Rural Health Plan and the 
development of Flex Program strategies. 

Statewide Community Forums - The Minnesota Flex Program sponsored four community forums 
throughout rural Minnesota. The nearly 100 attendees included representatives from Critical Access 
Hospitals (CAH) and other rural health care providers, Emergency Medical Service (EMS) volunteers and 
personnel, community leaders, congressional delegation staff, and consumers from all four corners of the 
state. The forums were structured to solicit impressions from participants on assets of and challenges of 
CAHs, other providers, and EMS in their communities, and then to solicit recommendations for innovative 
change to address the identified challenges. Participants provided a wealth of information, diverse 
perspectives, and thoughtful suggestions. 

Program Evaluation Results – The most recent Minnesota Flex program evaluation project focused on 
Quality Improvement Activities, Outcomes, and Needs of Minnesota’s Critical Access Hospitals.  This 
evaluation reviewed Flex-supported quality improvement activities and made recommendations for future 
programming.  These findings will also be reflected in the Rural Health Plan. 

Flex Goals and the State Rural Health Plan 
The Minnesota Flex Program will address each Flex grant goal with a methodology that includes input from 
our stakeholders, updated data on rural health needs and a plan approval process that involves both the 
Minnesota Flex Program Committee and the Minnesota Rural Health Advisory Committee.  

The Minnesota Flex Program Committee meets periodically to provide input on the goals of the Flex 
program. The committee is made up of twelve CAH administrators, representatives from Stratis Health (the 
state Quality Improvement Organization), the Minnesota Hospital Association, the Emergency Medical 
Services Regulatory Board, the Minnesota Rural Health Association and other stakeholders.  The Flex 
Committee has been engaged in Rural Health Plan and Flex Program development to assure the plan address 
all goals of the Flex program. 

The Rural Health Advisory Committee is comprised of legislative, hospital, health profession, long term 
care and consumer representatives appointed by the governor. They will be asked to review and provide 
input into the Minnesota Rural Health Plan and to assure that the health plan addresses Minnesota’s broader 
rural health needs.  

Involvement of both committees will assure that a broad rural health constituency is engaged in the planning 
process. Additionally, the State Trauma Systems Advisory Council will review the plan as it relates to 
trauma response and emergency services. 

For membership of each committee, see Attachment 6, Appendix, pages 11-13. 
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APPROACH 

Minnesota’s Flex Program methods during Year 10 build on and continue the approach developed last year 
for the five – year period that began with 2007 – 2008.  The approach includes ongoing assessment and 
planning based on stakeholder involvement, community, state and federal data, and field research in rural 
Minnesota communities and hospitals, culminating in the updated Rural Health Plan. Work plan strategies 
include grants and other financial assistance supported by Flex funds and significant state dollars, technical 
assistance, partnerships through which the QIO, hospital association, state survey division and other partners 
deliver expert services to CAHs and rural communities, technical assistance by ORHPC, coordination with 
the Rural Health Resource Center’s Minnesota Rural Performance Improvement (MRPI) Program, and 
policy development by ORHPC and the Flex Program Committee. 

Minnesota employs a multi-part strategy for investing federal Flex funds. In Year 10, Minnesota proposes to 
leverage Flex funds with $9.5 million in related state rural health funding. Flex funds will be used for direct 
assistance and coordination, program planning, targeted focused grants to partners with specialized expertise 
to achieve Flex objectives, such as the QIO and the state hospital association and the Comprehensive 
Advanced Life Support (CALS) program, and targeted Flex grant funds for hospital, quality, EMS and 
network projects that address the priorities established in the program guidance. Each aspect of the 
Minnesota program will incorporate measurement, reporting, accountability and evaluation. 

In response to the requirements of the Federal Flex program guidance, the needs and stakeholder 
input described above, and in anticipation of a completed Rural Health Plan by fall of 2008, 
Minnesota proposes a 2008-09 state Flex Program with the following goals and objectives: 

A. Continue updating and revision of the Minnesota Rural Health Plan to reflect the current rural health 
needs and the current goals of the Federal Flex Program and the needs of Critical Access Hospitals 
and the communities they serve. 

B. Support quality improvement and performance improvement efforts for Critical Access Hospitals 
and throughout the rural health care delivery system. 

C. Support and strengthen Minnesota’s 79 Critical Access Hospitals as the hubs for their communities, 
regions and for the state in developing rural health systems that address the growing chronic care, 
disease prevention and health promotion needs of rural communities. 

D. Support emergency medical services performance improvement, integration and state trauma system 
development. 

E. Support the development, implementation, and enhancement of formal and informal rural health 
networks across the continuum of care. 

F. Evaluate the processes, outputs and outcomes of Minnesota’s Flex program on an ongoing basis. 
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EVALUATION PLAN   

Minnesota’s evaluation plan operates with a regular ongoing structure to gather program information and 
analyze it for performance improvement. The process focuses on the program’s state and local impact on 
Minnesota’s rural health system, using retrospective reviews and data collection tools for on-going 
measurement and reporting. Evaluation is integrated and institutionalized into all ongoing and evolving 
program processes. It includes evaluative input from state stakeholders on past and current Flex program 
activities; reviews of all potential data sources for information, analysis and program planning; review of a 
select number of Flex grants, invoices and program reports. It studies both state level organizational 
performance of ORHPC and the program’s state partners as well as local organizational performance of 
CAHs and other rural health system entities. The Minnesota evaluation process yields regular reviews and 
reports, which are used to advance state-level program performance and improve the effectiveness of 
program strategies at the local and regional level. 

In addition to ongoing evaluation activities (see Report on Prior Year and Work plan Objective F for 
details), during Year 10 the Office of Rural Health and Primary Care will undertake an in depth evaluation 
of the impact of flex funding that supports CAHs designated by the State of Minnesota as either Level III or 
Level IV Trauma Hospitals. This evaluation will establish baseline reports and analysis of required 
performance improvement standards and trend them over time. It will provide feedback to participating 
hospitals for integration into their internal trauma care QI/PI programs. All trauma hospitals will report 
specific injury data as required in the Minnesota trauma registry and its accompanying data 
inclusion/exclusion criteria. These reports and analyses will assist in identifying gaps in care and serve as 
objective measures for improvement. Continual improvement toward full compliance will reduce death and 
disability for injured Minnesotans in rural areas. 

New Objectives – Year 10 
 

Objective A:  Update and revise the Minnesota Rural Health Plan to reflect the current rural health 
needs and the current goals of the Federal Flex Program and the needs of Critical 
Access Hospitals and the communities they serve.   

Development of the new Rural Health Plan will reflect the perspective of a mature Flex program focused on 
system development and on quality and performance improvement. The vision for the plan includes using 
the infrastructure and financial stability of the Critical Access Hospital as the hub for developing rural 
health systems that address the growing chronic care, disease prevention and health promotion needs of 
rural communities. This means supporting networks and collaborations that address the continuum of care 
from prenatal to quality end-of-life care in each rural community. 

Objective B:  To support quality improvement and performance improvement efforts for Critical  
  Access Hospitals and throughout the rural health care delivery system.  
Minnesota’s Year 10 strategy for quality and performance improvement continues successful activities 
begun in prior years and initiates new projects. Efforts will include increased resources and focus in the 
areas of quality and performance improvement and capacity building.  ORHPC, Stratis Health QIO and the 
Minnesota Hospital Association (MHA) will work with CAHs to improve quality and performance by 
expanding performance improvement benchmarking and public reporting of quality data through Hospital 
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Compare and other state and national reporting programs. Quality improvement will be an ongoing focus of technical 
assistance and funding and will be at the center of new activities for CAHs by the QIO and the Hospital Association.   

Objective C:  To provide ongoing support to CAHs and CAH-eligible hospitals.  
 

The Year 10 approach for supporting hospitals arises from the needs assessment, guidance from CAHs and the state 
hospital association, and findings from research and field experience of Flex and ORHPC staff during recent years. 
ORHPC will provide financial and technical support to CAHs with Flex and state funds and personnel. Activities 
include a summit for all CAHs; topics will include information technology/telemedicine, electronic health records, 
quality and performance improvement, leadership culture and patient safety, access to capital, CAH/FQHC 
integration; best practices in revenue management and other business systems, and patient services improvements. 
ORHPC will continue to assist CAHs with their re-surveys through on site training. Work will continue on an analysis 
of financial implications of CAHs with attached long term care facilities.  Support will continue on implementation of 
a MN Hospital Association multi-CAH performance improvement benchmarking effort.  ORHPC will continue to 
provide consultation on reimbursement issues. In addition to discrete projects in each area, ORHPC will offer 
Minnesota CAH and Network Quality and Performance Improvement Sub-Contracts on a competitive basis. 

 

Objective D:    To support Emergency Medical Services performance improvement, integration and State 
Trauma System Development.   

In Year 10 Minnesota’s Flex Program EMS methodology will continue to build upon the known challenges facing 
Minnesota’s rural EMS system and upon the assessment and strategies expected from the Rural Health Plan. The 
EMS approach includes a central focus on State Trauma System development and related efforts to establish 
formalized trauma programs within CAHs, encouraging CAHs to become trauma centers, integrate EMS into trauma 
operations and improve overall trauma care in their communities. Strategies include Trauma System development, 
designation and training, support for improved EMS medical direction, and focused support and funding for 
improving performance of recruitment and retention, reimbursement and restructuring.   

In addition to discrete projects in each area, ORHPC will offer Minnesota Flex EMS and Trauma Performance 
Improvement sub-contracts on a competitive basis. These sub-contracts will provide focused funding for rural EMS 
projects authorized by the Flex Program guidance, specifically supporting EMS agencies in efforts of 
recruitment/retention, reimbursement and restructuring. Sub-contract support will assist rural EMS providers to 
respond with proven interventions to the major changes affecting the rural health system and rural communities.  With 
such support, local and regional EMS partners working together will be better able to assess their environments and 
community needs through approaches such as the local-level Benchmarks, Indicators, and Scoring (BIS) process, and 
plan and implement strategic responses to improve rural EMS delivery.   

 
Objective E:      To support the development, implementation, and enhancement of formal and 

informal rural health networks across the continuum of care.  

Minnesota’s Flex networking goal in year 10 will continue efforts to develop rural health networks, CAH networks, 
and other forms of networks, all with the goal of providing integrated, high quality care to patients. In response to 
needs for expansion of integrated interoperable electronic health records and health information exchange, along with 
expansion and coordination of telehealth services, ORHPC is directing resources toward ensuring that statewide 
efforts support rural providers. 
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The Flex program will support CAHs’ formal and informal networks that improve regional collaboration and 
leadership. The program will continue to offer Rural Health Works community economic analysis and planning 
assistance. Formal vertical networks will be supported and expanded through the Flex Program’s coordination with 
the Minnesota eHealth Initiative and its emphasis on health information technology networks. ORHPC will support 
CAHs, clinics, health information exchange initiatives that advance the HIT, telemedicine and communications 
infrastructure objectives of the Institute of Medicine Rural Quality Report strategy on information and 
communications technology (ICT). ORHPC will continue to convene telemedicine stakeholders, and provide 
continuing support to telepharmacy, tele-mental health and other technology based partnerships, including the Greater 
Minnesota Telehealth Broadband Initiative, Minnesota's FCC Rural Health Care Pilot Program project. Minnesota 
will provide state grants and loans for collaborative electronic health records (EHR) and HIT projects, and support the 
continued development and use of an online dynamic directory of telehealth services in Minnesota. 

Objective F:      Conduct a thorough annual evaluation of the Flex Program and use the results to  
      refine the current program and to enhance the future program.  

 

Findings in the evaluation of Minnesota’s Flex program are used on an ongoing basis to refine the program and 
further the objectives through data-driven decision making. The ORHPC will continue its established ongoing 
evaluation of technical assistance and other services to CAHs and other rural health providers. We will continue 
evaluating subcontractor processes and outcomes, as well as stakeholder involvement in and support of the Flex 
program. New evaluation activities have been added to the MN Flex evaluation plan for Year 10 in order to gather 
more data to guide planning for support of CAHs and other rural providers, for enhancing quality of care in rural 
Minnesota, and for other objectives as needed. Program efforts will continue to synchronize with the national effort 
and state and federal data will be used to evaluate program strengths, weaknesses and outcomes, improve program 
systems and guide the future of Minnesota’s Flex program.  
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Appendix B: Health Professional Shortage Areas 
and Medically Underserved Areas 
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Appendix C: Language Access Services in 
Critical Access Hospitals for People With 
Limited English Proficiency 

ABSTRACT 

Objectives.  This study examined how well Critical Assess Hospitals (CAHs) were meeting the needs of 

patients with limited English proficiency in rural Minnesota. The specific objectives were to: 1) describe the 

level of resources and policies devoted to the provision of language access services; 2) assess the demand 

for language access services; 3) assess the availability, quality and costs of providing language access 

services; and 4) compare the costs of providing language access services in rural areas in Minnesota by 

region and proximity to metropolitan areas. 

Methods.  Respondents were staff from CAHs in rural areas in the state of Minnesota (n=60).  Data on 

language access services were obtained using a mail questionnaire. Results were analyzed using counts, 

frequencies, and cross-tabulation analysis. 

Results.  Key findings were: 1) less than half (41%) of CAHs had designated staff for managing language 

access services for patients with limited English proficiency; 2) a majority of CAHs provided oral and 

written translation services as well as signage posted in languages other than English; 3) nearly one quarter 

(23%) of CAHs assessed the skills and competencies of interpreters; 4) the average reported cost to provide 

language access services for each limited English proficient patient encounter was $68, but reimbursement 

for providing these services was limited; and 5) the costs of providing language access services varied by 

region and proximity to metropolitan areas. 

Conclusions.  CAHs used a variety of methods to provide language access services for patients with limited 

English proficiency. Practice and policy implications of study findings are discussed. 

The complete report is online at http://www.health.state.mn.us/divs/orhpc/rhac/pubs.html. 
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Appendix D: Mental Health and Primary Care 
  in Rural Minnesota  

Executive Summary 

Mental health is an integral part of a person’s general health and well-being. In rural areas, 
where specialized mental health services are scarce, accessing mental health professional 
services can involve long drives and long waits. Primary care is often the only system for 
delivering mental health services. 
 
Recognizing the important role of primary care in rural mental health care, the Rural Health 
Advisory Committee (RHAC), a governor appointed committee charged with advising the 
Commissioner of Health and others on rural health issues, formed a statewide work group to 
study access to mental health services through the primary care system. Over the past year 
and a half, the work group examined state and national information on rural mental health 
and primary care, surveyed rural providers, looked at examples of promising practices for 
education and care delivery. This report presents these results, along with recommendations 
for public and private policymakers that will improve care through the rural primary care 
system. 

 
Key Findings 
 

Work group study, discussion and surveys done over the past year and a half show: 
• Rural primary care providers are seeing an increase in mental/behavioral health issues in 

their clinics. 

• The shortage of rural mental health providers results in long waits for appointments and 
long travel to obtain specialty care. 

• The cost of mental health care and the complexity of the payment system are barriers for 
patients seeking care. 

• A stigma about mental/behavioral health problems is a barrier to care, especially in rural 
areas. 

• Rural primary care practitioners would like more education on managing mental and 
behavioral health. 
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Integration of mental health into primary care is a key to ensuring the best quality services. 
Innovations already exist in some rural Minnesota communities, including integration of 
mental health professionals within the primary clinic 
system and use of telecommunication services. 

 
Recommendations 
 

Improving mental health care in the primary care system is dependent on a number of factors 
including: 
• Availability of a trained professional workforce in primary and mental health care 

• Adequate funding so health systems are able to provide needed mental health services 

• Effective state and federal policies that support mental health care. 

 
Health Professional Education 
 

These first recommendations are targeted at academic health programs that train health 
professionals who care for patients with mental/behavioral health concerns. These 
recommendations also apply to health professional organizations and associations 
responsible for continuing education. 
• Enhance and promote mental/behavioral health education and training for all health 

profession students training in primary practice. 

• Enhance mental/behavioral health training for those in family medicine residencies. 

• Promote and develop rural site experiences for primary care and mental health 
practitioners that emphasize collaborative practice within the primary care setting. 

• Develop and support rural site experiences for those in psychiatric residency programs. 

• Develop and support accessible mental health related continuing education for rural 
primary care providers. 

• Include mental/behavioral health content in conferences and other continuing education 
opportunities for primary care providers, as well as nontraditional audiences such as 
pharmacists, dentists, school nurses, counselors and law enforcement personnel. 

 
Health Systems 
 

The second set of recommendations include a variety of entities including health care  
  provider systems and networks, hospitals, clinics and payer systems. 

• Promote and support demonstration projects and models of collaborative care between 
mental health providers and primary care providers. 
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• Develop a common set of mental health benefits. Support the work being done through 
the Minnesota Mental Health Action Group to develop a basic set of mental health 
benefits common to all health plans. 

• Advocate for funding streams that promote collaborative and integrated mental health 
and primary care models. 

• Promote and expand telehealth collaborations to strengthen delivery of mental health 
services in remote and underserved areas. 

• Develop quality improvement projects that address mental health bed capacity, 
appropriate patient transfer and continuing education for emergency room personnel. 

• Create an understandable guide to the current payment system for mental health care for 
rural primary care providers and rural mental health providers. 

 
State and Federal Policies and Programs 
 

The third set of recommendations are meant for policymakers including the legislature, state 
agencies and the federal government. 
• Expand state-funded health professional loan forgiveness programs to include 

psychologists, social workers and other mental health professionals who agree to work in 
rural areas 

• Support efforts to expand public program coverage of telehealth consultations by mental 
health professionals. 

• Eliminate the funding rule for the Medical Education and Research Costs program that 
requires small sites to have at least a 0.5 FTE health professional student in any given 
discipline in order to receive training reimbursement. 

• Eliminate the copayments on psychopharmaceuticals for Medicaid and MinnesotaCare. 

• Support the Minnesota Mental Health Action Group’s efforts to develop best practice and 
benefit models. 

• Provide Medical Assistance reimbursement for care management and coordination of 
care for patients with complex mental health needs. 

• Establish an access-to-care standard that recognizes both distance to services and waiting 
time. 

• Promote development and utilization of electronic records in mental/chemical/behavioral 
health. Ensure that the rural mental health community is represented in state level 
discussions on developing and implementing electronic health records. 

• Support the development of crisis response teams through collaboration with the 
Minnesota Department of Human Services, counties and health plans. 

• Promote mental health emergency quality improvement projects in critical access 
hospitals through funding from the Medicare Rural Hospital Flexibility grants. 
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• Improve Medicare coverage for mental illness and bring it to parity with physical illness 
coverage. The current Medicare Part B coinsurance rate for mental health services is 50 
percent as opposed to 20 percent for physical health services. 

• Create a coordinated state data collection and analysis system for mental health 
incidence, prevalence and treatment data in Minnesota. 

 
Improving mental health service delivery through the rural primary care system involves 
approaches that recognize the need for a competent and qualified workforce; up-to-date 
education for primary providers and policy; and funding streams that support the complexity 
of care. 
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Appendix E: The 2008 Minnesota Rural 
Health Conference 
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Appendix F: Rural Health Advisory 
Committee, Priorities 
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A Comparison of ORHPC-Related Rural Health Goals and Priorities 

2007-2009 RHAC Priorities 2006 ORHPC                
Strategic Plan Goals 2008 Rural Health Plan Goals 

  

Workforce 
Support development of the health care 
workforce required to meet the needs of 
rural and underserved Minnesotans 

Ensure a sound rural professional health care 
workforce 

Rural Health Care Delivery 
Model 

Ensure a strong, integrated rural health care 
system 

Ensure a strong, integrated rural health care 
system 

Personal & Population Health Ensure a strong, integrated rural health care 
system 

Foster improvements in rural health care 
access & quality 

Financial Stability 
Strengthen financial stability and capacity of 
Minnesota's rural & underserved urban 
health care system 

Ensure a strong, integrated rural health care 
system 

Quality Improvement Ensure a strong, integrated rural health care 
system 

Foster improvements in rural health care 
access & quality 

Information & Communications 
Technology 

Promote information and communications 
technology that meets rural Minnesota's 
health care needs 

Support the use of health information 
technology and telehealth delivery in rural 
communities 
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Appendix G: Health Care Reform: Addressing 
  the Needs of Rural Minnesotans 

Executive Summary 

Health care reform emerged from the 2007 Minnesota Legislature as a priority issue. During the legislative 
interim, study, analysis and recommendations were developed in multiple forums for consideration during 
the 2008 legislative session. 

The Rural Health Advisory Committee (RHAC) established a Rural Health Reform Work Group to offer a 
rural voice to the health reform discussions. RHAC is a 15-member statutory body established to advise the 
Commissioner of Health and other state agencies on rural health issues. RHAC recommends and evaluates 
approaches to rural health concerns that are sensitive to the needs of local communities. 

This work group identified the unique features of rural Minnesota that should be taken into consideration in 
developing state-level health care reform proposals. Rural Minnesota has 80 percent of the state’s land area, 
30 percent of the total population and 41 percent of those 65 and older. This older population has more 
chronic disease and disability, and there are other health status differences between rural and metro areas. 
Rural Minnesota has also experienced significant growth in minority and immigrant populations. Rural 
employment is disproportionately characterized by low-wage, part-time and seasonal jobs, making 
uninsurance more common. Rural Minnesotans who are insured are less likely to have employer-sponsored 
policies and more commonly have individually-purchased policies, often with high premiums, deductibles 
and copays. 

Members of the work group included policy experts, health care providers, and academicians. Results of the 
work group will be shared with the Governor’s Health Care Transformation Task Force and other 
stakeholders charged with making recommendations to the 2008 Legislature. 

Options and recommendations in this report are organized according to the themes for action undertaken by 
the Health Care Transformation Task Force established by the 2007 Legislature. 

Options and Recommendations 

Reduce health care expenditures and limit the rate of growth. 

1) Increase support for primary care and for educating primary care practitioners. 
2) Reduce duplication by supporting integration and coordination of services. 
3) Redesign health care jobs and health care delivery for better coordinated prevention and 

basic health care services delivery. 
4) Support utilization of proven cost-effective technology, such as telehome care, telemental 

heath services and teleradiology. 
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Increase affordable coverage options and ensure all Minnesotans have coverage. 

1) Work toward universal coverage. The combined effects of higher uninsurance rates, lower 
availability and lower participation in employer coverage, lower rural incomes, and fewer 
satisfactory individual or small group market insurance options, leads this report to conclude 
that a comprehensive coverage solution will be required to meet the insurance needs of rural 
Minnesota. 

2) Until a comprehensive coverage solution is available, this report recommends continued 
efforts such as those below, with a narrower focus on rural Minnesota, to improve coverage 
options. 

3) Consider improving the affordability of commercial insurance by providing income-related 
premium subsidies on a sliding scale on policies purchased in the private market to any rural 
Minnesotan who has been without employer based coverage for more than 12 months. 

4) Consider revisiting approaches for state participation in reinsurance strategies for the 
individual or small group markets, with attention to those issues determinant of past failures 
such as adverse selection, rising premiums and dwindling subscribers. Reinsurance, if 
available at a reasonable cost, may have the potential to improve the chances for pool 
approaches for these groups to succeed. 

5) Revise the asset-related eligibility of MinnesotaCare in acknowledgement of the illiquid 
farmland assets held by lower income farm families. 

Improve quality and safety of health care. 

1) Financially support rural health promotion and chronic disease management pilots that 
integrate care provided by Critical Access Hospitals and community providers across the 
continuum. 

2) Develop and incorporate rural relevant measures for quality into pay for performance 
strategies. 

3) Design and support a rural health delivery model (i.e., medical home) where chronic and 
acute care is seamless. 

Improve the health status of Minnesotans. 

1) Develop a community-based health care mission covering the continuum of care from health 
promotion and disease prevention to chronic disease management and end-of-life care. 

2) Support the role of local public health in data gathering, health promotion and disease 
prevention. 

Change state health care purchasing to promote higher quality with lower cost. 

1) Support and document the comprehensive approaches to case management, primary care, 
mental health and dental care being taken by state public programs’ county based purchasing 
projects. 

2) Study further options for expanding MinnesotaCare (or another state-sponsored but not 
necessarily state-subsidized program) to those with lower incomes and higher assets as well 
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as small businesses (less than 10 employees). Support county and regionally based 
purchasing cooperatives. 

3) Ensure that access standards for managed care networks reflect and support the rural health 
infrastructure. 

4) Allow pilot project initiatives that offer flexibility with how health care coverage is 
purchased by state employees or subsidized enrollees, with the goal of encouraging the 
development of rural-focused collaborative health networks. 

Promote appropriate and cost-effective investment in new facilities, drugs and technologies. 

1) Provide support for affordable and accessible electronic communication technologies (i.e., 
broadband) to ensure availability and sustainability of telehealth capacity in rural areas. 

2) Develop rural centers of excellence through the University of Minnesota and Minnesota State 
Colleges and Universities to train the rural technology workforce needed to staff health 
information technology applications. 

3) Develop centralized technical support models. 
4) Expand support for telehealth in Minnesota. 

Support options for serving small employers and employees and self-employed. 

1) Increase affordable health care coverage for small employers. 
2) Support county and regionally based purchasing cooperatives and alliances. 
3) Encourage demonstration projects with new health benefit structures designed for rural 

residents who may have low incomes with high assets. 
4) Continue to monitor innovative efforts in other states and be open to implementing those 

ideas on a demonstration or pilot basis. 
5) Regularly assess the viable health coverage options available in rural Minnesota, through 

both formal and informal means. 

Reduce administrative costs. 

1) Provide rural and small facilities support for converting to standardized billing and eligibility 
systems. 

2) Reduce duplication and centralize the repositories where quality data reported to government 
and private groups is collected. 

3) Continue support for the adoption of interoperable electronic health records by maintaining 
the funding of state sponsored grants, loans and other financing options. 
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Appendix H: Healthy Aging Communities 
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Appendix I: Health Care Workforce Program 
and Publications 
In 1993, the Minnesota Legislature mandated regular surveys of the state's health care providers on a variety 
of issues. Working with Minnesota’s licensing boards, the Office of Rural Health and Primary Care collects 
practice data for health professionals in conjunction with regular licensing renewals.  

Survey participation is optional so the data does not represent all licensed professionals. Response rates vary 
between 60 percent and 90 percent, depending on the profession surveyed. Data includes major professional 
activities; hours per week in each major professional activity; practice location and setting; specialties; race 
and ethnicity (added in 2005).  

Profession-specific data and reports:  

• Physicians  
• Registered Nurses  
• Licensed Practical Nurses  
• Dentists  
• Dental Hygienists  
• Dental Assistants  
• Physical Therapists  
• Physician Assistants  
• Respiratory Care Specialists  
• Pharmacists, Pharmacy Technicians and Pharmacies  
• Clinical Laboratory Professionals  
• Occupational Therapists  

Other health workforce analysis and reports  

• 2007 Demand Assessment Survey December 2007   
• 2006 Demand Assessment Survey March 2007   
• 2005 Demand Assessment Survey May 2006  
• Aging Trends:  

Physicians, Registered Nurses, Licensed Practical Nurses and Dentists May 2006  
• Overview of Minnesota Health Care Employment April 2006   
• Demographics of Physicians, Nurses and Dentists: Urban-Rural Comparisons of Minnesota’s 

Health Care Workforce November 2005   
• Comparing Minnesota's Health Professionals 2004 October 2005   
• 2003 Minnesota Health Workforce Demand Assessment  
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Appendix J: EMS Behavioral Health Report 
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Appendix K: Minnesota Health Reform 
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Appendix L: Minnesota Statewide Trauma System 
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