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Executive Summary



ABSTRACT

At the direction of the North Carolina General Assembly, the NC Area Health Education Centers
(AHEC) program conducted a study of the impact of the COVID-19 pandemic on the health care
workforce and health care delivery across the state. Its main goal was to recommend strategies for
better addressing the current pandemic and for better preparing for future health crises.

Quantitative results came from 115 leaders of organizations that directly deliver health care
services, and qualitative comments came from those respondents as well as another 32 leaders of
other organizations that educate, regulate, and support the oversight of health care organizations
and the workforce. Survey questions pertained to 15 different areas: workforce pandemic
preparedness, workforce surge preparedness, health care workforce training, pre-existing
workforce shortages, personal protective equipment (PPE), sufficiency of workforce support
mechanisms, impact of postponing nonessential services on the workforce, impact of postponing
nonessential services on hospitals, impact of interruptions to routine health care, impact on
behavioral health services, quality of telehealth services, impact of telehealth on hospitals,
restoring health care delivery, supporting vulnerable populations, and impact on health sciences
students. The survey was conducted in October-November 2020, as the COVID-19 pandemic
continued to rage across the globe and many providers experienced rising numbers of cases.

Findings, which are organized according to the 15 areas of study, present health care leaders’
perspectives on the successes, challenges, and needs that the health care sector faces. As happened
with many other issues in many other sectors, the pandemic intensified already existing challenges
and health disparities, from health care workforce shortages and a health care delivery
infrastructure with limited flexibility to insufficient behavioral health care services and difficulties
meeting the needs of vulnerable populations. And an alarming downward spiral highlighted the
precariousness of the health care system: There was a chronic health care workforce shortage when
the sector experienced an increase in pandemic-related needs and nonessential services were
suspended to accommodate surges and safety practices. Organizations then experienced financial
losses, requiring them to furlough or terminate staff, which worsened the health care workforce
shortage and increased stress on remaining workers.

Recommendations are provided for both actions the State of North Carolina and the health care
sector can take to prepare the workforce for a future health crisis as well as topics needing further
study. These recommendations address both immediate and long-term concerns and are grouped
into five topic areas: staffing, structure, telehealth, behavioral health, and planning for the future.

The breadth of information requested and the timing of the study presented challenges that limited
many respondents’ participation. With the health care sector busy responding to the
pandemic crisis, follow-up studies that dive deeper into key areas and seek input from both
organizational leaders and front-line workers will yield vital results. Despite challenges, the
study collected substantial and useful insights into the status of North Carolina’s health care
workforce. Leaders from all major health systems and many key organizations across the state
participated in the study and expressed gratitude for the opportunity, and findings are
directionally consistent with other information known about the COVID-19 pandemic and the
health care sector.
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SUMMARY OF RECOMMENDATIONS

Staffing Structure Telehealth Behavioral Planning
Health
Ensure an Address Evaluate and Enhance Respond to
adequate health | structural issues strengthen behavioral changing
care workforce that impede system-wide health services needs and
for current and the delivery of capacity for across the prepare
future health high-quality telehealth health care for potential
Crises. health care. services. system. health crises.
Address Improve Determine best Expand access Support
immediate workforce practices for to behavioral protocols to
workforce needs. | flexibility and virtual care. health (BH) safeguard PPE
support team- services. and other
Plan for based care. Support reforms supplies.
long-term of payment and Integrate BH
workforce Assess the reimbursement into primary Address barriers
needs. impact of delays processes for care and other for health
in care. telehealth. Services. science students.
Develop
workforce Strengthen Expand Build workforce Continue to
training to care institutional technological capacity to evaluate
for NC’s most relationships capacity and deliver pandemic
vulnerable with health care access to high-quality challenges and
populations. leaders. virtual care. BH care. responses.

SUMMARY OF FINDINGS

1. WORKFORCE PANDEMIC PREPAREDNESS

The majority of health care leaders (80%) reported experiencing a workforce shortage, with about
half (52%) saying it was worse than before the pandemic. Leaders thought the worst impacted
specialty areas were behavioral health care, primary care, general medicine and surgery, and
critical care. Top barriers to workforce flexibility were inadequate PPE supply, difficulty
onboarding health sciences students, and delays in hiring processes. Leaders believed the most
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effective strategies for meeting workforce demands were cross-training workers, floating staff to
other departments, offering premium pay, and using supplemental staff (such as travel nurses).

2. WORKFORCE SURGE PREPAREDNESS

As of October-November 2020, about half (52%) the organizations reported experiencing a surge,
and 90% of those also reported a workforce shortage. Top barriers for meeting surge staffing
demands were employee burnout, staff being quarantined, and inadequate personal protective
equipment (PPE). The most reported needs for future crises were supporting PPE manufacturing
and distribution, providing support for staff to address personal and family needs, developing
employee well-being and resilience programs, and dedicating resources to train staff.

3. HEALTH CARE WORKFORCE TRAINING

Less than half the leaders (40%) believed their workers were sufficiently or very well prepared to
respond to the pandemic. COVID-19 testing, patient triage, and caring for self and family were
areas of most commonly provided training. Leaders thought the most needed areas of training were
COVID-19 testing, caring for self and family, emergency preparedness, and behavioral health care.

4. PRE-EXISTING WORKFORCE SHORTAGES

A majority of respondents (64%) reported that their broader communities were experiencing a
health care workforce shortage prior to the pandemic. Organizational leaders believed the types of
workers in shortest supply both prior to and during the pandemic were nursing assistants (52%),
registered nurses (48%), respiratory therapists (47%), and behavioral health counselors (41%). The
most common perceptions of why community-wide workforce shortages existed were challenges
due to geographic location; insufficient wages, incentives, and reimbursement systems; and
inadequate qualified workforce supply within the region.

5. PERSONAL PROTECTIVE EQUIPMENT (PPE)

At the beginning of the pandemic, only about half of leaders (53%) felt they had adequate PPE
supply. Most had adequate supply by the time of the study (75%). Many respondents mentioned
needing easier access to PPE in the future. Most organizations implemented strategies to expand
their existing PPE supply including minimizing entry/exit of rooms (81%), rationing N95 masks
(78%), reusing N95 masks (69%), and rationing other types of masks (69%).

6. SUFFICIENCY OF SUPPORT MECHANISMS

Leaders thought their workers were most concerned about COVID-19 exposure (92%), personal
safety (88%), child care (87%), and preventing burnout (75%). Organizations most often provided
counseling services (51%), time off (49%), and resiliency training (38%). About half the
respondents reported that their organizations provided few or none of the supports their workers
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needed. The top two concerns were childcare and behavioral health, and many leaders noted the
need for counseling services for health workers.

7. IMPACT OF POSTPONING NONESSENTIAL SERVICES ON WORKFORCE

Most organizations (71%) temporarily suspended a service or procedure. Most commonly
suspended were elective surgeries (65%), outpatient surgeries (62%), radiology imaging (50%),
dental procedures (49%), and outpatient rehabilitation services (47%). The most common impacts
on the workforce were the reassignment of workers from these areas to other areas or dulties,
increased stress and uncertainty about their jobs, and concerns about furlough or pay reduction.

8. IMPACT OF POSTPONING NONESSENTIAL SERVICES ON HOSPITALS

Across all types of settings, most organizational leaders (87%) experienced financial losses due to
the suspension of service(s). Most shifted to providing some level of telehealth services (72%).
About a third of respondents reported furloughing or terminating staff (35%) , and a third reported
temporarily closing beds, practices, or offices (32%).

Specific to hospitals, the most commonly reported postponed services were elective surgeries
(100%), outpatient surgeries (93%), and outpatient rehabilitation services (86%). Relative to all
respondents, hospitals were more likely to furlough or terminate staff (50%), temporarily (50%)
or permanently (21%) suspend certain services, and permanently close beds or offices (7%).

Specifically for rural hospitals, the greatest impact was financial losses, with 90% of rural hospital
leaders indicating this concern. The second greatest impact was furloughing or terminating staff,
which occurred at a far higher rate than that reported by all health care leaders (80% vs. 35%).

9. IMPACT OF INTERRUPTIONS TO ROUTINE HEALTH CARE

Leaders believed the most common areas of care being delayed or omitted by patients were
primary care (reported by 61% of leaders), elective surgeries (58%), and vaccinations (52%). With
delayed diagnosis and treatment, patients were often in worse health with more severe symptoms
when they finally presented for care. Interruptions in routine health care — whether caused by
patients hesitant to seek care or by providers suspending services — resulted in financial losses for
organizations, which led to the need to reassign, furlough, terminate, or reduce pay for staff.

10. IMPACT ON BEHAVIORAL HEALTH SERVICES

Prior to the COVID-19 pandemic, the demand for behavioral health services already exceeded the
health care system’s capacity. During the pandemic, most leaders believed demand for behavioral
health services increased even more, especially among children and adolescents as well as health
care workers and first responders. Most commonly reported needs were care for anxiety, substance
abuse or misuse, counseling, and depression. Leaders felt there was inadequate supply of
behavioral health care workers and insufficient community resources to help those in need of
behavioral health services.
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11. QUALITY OF TELEHEALTH SERVICES

Most leaders (78%) reported either expanding existing telehealth services or implementing
telehealth for the first time during the COVID-19 pandemic. Most respondents felt that telehealth
was effective for delivering routine health care, including behavioral health services, but less
effective for delivering emergency health care, behavioral or otherwise. Leaders felt that telehealth
best addressed patients’ needs for routine/primary care, behavioral health, chronic disease
management, minor acute care, and patient education. Challenges included patients’ limited access
to technology or the internet, and difficulty meeting patients’ social and privacy needs.

12. IMPACT OF TELEHEALTH ON HOSPITALS

Hospital leaders valued telehealth during the COVID-19 pandemic because it maintained and
expanded their care services; reduced operating costs and PPE usage; and supported workers’
schedules, safety, and continued employment. Leaders reported needing additional technology,
more staff training, improved reimbursement and payment processes, and uniformity of HIPAA-
compliant platforms. Most leaders want telehealth to continue or expand after the pandemic ends.

13. RESTORING HEALTH CARE DELIVERY

Most respondents (68%) had plans to restore services at or above pre-pandemic levels by June 30,
2021. To do so, leaders reported needing additional staff, adequate and reliable PPE, increased
public health measures, more physical space, and additional funding support.

14. SUPPORTING VULNERABLE POPULATIONS

Leaders believed that providers are most commonly challenged in caring for people who are
homeless, undocumented, incarcerated (or formerly incarcerated), non-English speaking, or have
intellectual or developmental disabilities. The pandemic-induced strains on the health care system
have only served to exacerbate these pre-existing challenges. And because people from racial and
ethnic minority groups are disproportionately affected by these and other social determinants of
health, the pandemic has highlighted pre-existing equity issues and health disparities.

15. IMPACT ON CURRENT AND FUTURE HEALTH SCIENCES STUDENTS

Leaders reported that the pandemic had an overall negative impact on students including the
interruption of clinical rotations and the delay of course completion, program graduation, or
licensure. Clinical experiences were often suspended due to a lack of PPE availability and
supervisory capacity — clinical supervisors (i.e., “preceptors™) were too busy providing care to
patients or too stressed to also mentor students. Leaders reported shifting to virtual learning,
engaging students in COVID-19 efforts, offering additional clinical rotations to limit student group
sizes, and relaxing hiring and/or licensure requirements. Many leaders were concerned that the
pandemic-era reliance on virtual learning will prevent students from acquiring necessary hands-
on training to care for patients, and many feared that the pandemic may discourage students from
entering the health care field.
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INTRODUCTION

Addressing the needs of the health care workforce has never been more urgent than during the
COVID-19 pandemic. Recognizing this, the North Carolina General Assembly directed the NC
Area Health Education Centers Program (AHEC) to study the impact of the pandemic on the health
care workforce and health care delivery. The study’s main goal was to recommend strategies for
better addressing the current pandemic and for better preparing for future health crises.

This report completes the AHEC response to Section 3D.6.(c) of S.L. 2020-3, formerly Senate Bill
704 (hereafter “S704”), which requested that the study “focus on the impact of the COVID-19
pandemic, issues that need to be addressed in the aftermath of this pandemic, and plans that should
be implemented in the event of a future health crisis.” S704 identified 15 areas of study (Appendix
D) which can be summarized as follows:

1. Workforce pandemic preparedness 9. Impact of interruptions to routine health

2. Workforce surge preparedness care

3. Health care workforce training 10. Impact on behavioral health services

4. Pre-existing workforce shortages 11. Quality of telehealth services

5. Personal Protective Equipment (PPE) 12. Impact of telehealth on hospitals

6. Sufficiency of support mechanisms 13. Restoring health care delivery to pre-

7. Impact of postponing nonessential pandemic levels of care
services on the workforce 14. Supporting special populations

8. Impact of postponing nonessential 15. Impact on current and future health
services on hospitals sciences students

This directive was impressively comprehensive, highlighting the General Assembly’s desire to
understand all facets of the current pandemic as well as their commitment to improving health care
services and emergency preparedness for all of North Carolina. In our efforts to capture such a
broad range of information on such an ambitious timeline — and while the pandemic continued to
strain capacity — our study focused on collecting data from leaders across health care settings,
drawing initial conclusions, then identifying areas needing further attention.

As has been the case in other sectors of our society, this crisis has served to highlight and
exacerbate preexisting issues and endemic disparities in our health care systems. Many concerns
raised by respondents are issues that providers and policy makers have been working to address
since long before the pandemic began.

Our collective work to improve health care services and systems in North Carolina is ongoing. The
findings of this report illuminate the need for further study of and additional investments in the
health care workforce, systems of support, and structures of care delivery.

The State has an essential role to play in coordinating the various policies that are necessary to
transform workforce and health care needs during the current COVID-19 pandemic, as well as in
future crises.
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CONTEXT

As the COVID-19 pandemic has raged across the globe over the past year, providers and policy
makers have been inundated with countless reports on the nature of the pandemic in the popular
press and professional literature. Though research and recommendations are released daily by
various sources, it has been difficult to put suggestions into practice as providers and policy makers
are overwhelmed by the demands on their time, the sheer volume of information, the difficulty in
assessing the quality of the information, and the perpetually shifting nature of the pandemic.

Some threads of insight have so far remained relatively constant over the lifetime of the pandemic
and across multiple sources. Experts generally agree that there is a need to avoid overwhelming
the capacity of health facilities in order to address provider challenges in caring for both patients
with and without COVID-19, to quell unnecessary and avoidable deaths, and to provide and protect
health care workers.! When providers and facilities become overwhelmed — either due to a surge
in patients or to a short supply of qualified workers — the number of preventable deaths rises among
both patients with and without COVID-19.2 There have also been disturbing reports of staff
contracting and dying from COVID-19 as well as a surge in staff burnout, distress, and lack of
support from their employers.® Additionally, the health workforce is aging, and the risk of suffering
more severe outcomes, including death, from COVID-19 increases with age.*

These factors are prompting concerns about the potential impact to the health care workforce when
they are needed most. As has been the case in other sectors of our society, this pandemic has
highlighted and exacerbated preexisting issues and endemic disparities in our health care systems.
These issues include chronic understaffing, the need for additional workforce training and
interprofessional collaborative practice, limited availability of personal protective equipment
(PPE), licensure issues, Visa concerns, public health system deficiencies, and more.®

LEGISLATIVE MANDATE

In May 2020, the North Carolina General Assembly (NCGA) passed S.L. 2020-3, previously
known as Senate Bill 704, to address growing state-wide concerns about the COVID-19 pandemic.
Section 3D.6.(c) of S.L. 2020-3 (hereafter “S704”) commissioned a Pandemic Health Care
Workforce Study directing AHEC to “conduct a study of the issues that impact health care delivery
and the health care workforce during a pandemic.” The provision further required that “the study
shall focus on the impact of the COVID-19 pandemic, issues that need to be addressed in the
aftermath of this pandemic, and plans that should be implemented in the event of a future health
crisis.” This study included input from a wide variety of stakeholders, as defined by S704:

“universities, colleges, and community colleges that educate health care providers;
health care provider licensing boards;

the Department of Health and Human Services;

the Department of Public Safety; and
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e geographically disbursed rural and urban hospitals, ambulatory surgical centers, primary
care practices, specialty care practices, correctional facilities, group homes, home care
agencies, nursing homes, adult care homes, and other residential care facilities.”

Soon after, the NC General Assembly’s enactment of S.L. 2020-4 directed additional funds to the
Campbell University School of Osteopathic Medicine (hereafter, “Campbell”). A provision in S.L.
2020-4 authorized Campbell to expend federal CARES Act funds “for a community- and rural-
focused primary care workforce response to COVID-19, including, but not limited to, (i)
supporting community testing initiatives, (ii) providing treatment in community-based health care
settings, (iii) monitoring rural populations, (iv) educating health professionals on best practices for
a pandemic response, and (V) supporting rural communities through primary care.”

With this authorization, Campbell dedicated a portion of its funds to support this Pandemic Health
Workforce Study. AHEC worked with Campbell to execute a study that met both the requirements
of S.L. 2020-3 and S.L. 2020-4. The increased funds from Campbell allowed us to expand our
survey sample to health leaders across the state by activating all nine Regional AHECs offices and
the Duke AHEC Program.

The full text of Section 3D.6.(c) of S.L. 2020-3 is provided in Appendix D, “S704 Legislation.”

METHODOLOGY

The study’s Project Team consisted of AHEC representatives and nationally recognized health
workforce researchers from the UNC-Chapel Hill School of Nursing. This partnership was made
possible by the funding support from Campbell.

The expertise of the Project Team ensured that data collection and study results met the highest
standards possible. The study design aimed to capture perspectives from leaders in the various
health care settings outlined in S704. To gather data in the most expedient way possible, a survey
was used to gather information from organizational leaders (Appendix F).

A detailed description of study methods, including the sample, data collection, and analysis can be
found in Appendix E of this report.

OVERVIEW OF THE SAMPLE

Study respondents included leaders from health care organizations that directly deliver health care
services as well as those from other organizations that educate, regulate, and support the oversight
of health care organizations and the workforce. As shown in Figures 0.1 and 0.2, participants
represented several different types of health care settings and were geographically disbursed.
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Of 147 total respondents, the largest
group was from primary care settings
(23%) including primary care practices,
Federally Qualified Health Centers, and
health departments. Another 14 percent
represented ambulatory and specialty
care settings (14%). In addition to other
health care settings such as long-term
care settings (i.e., nursing homes, groups
homes, etc.), health systems, hospitals,
home care agencies, and correctional
facilities, participants also represented
educational  settings,  professional
organizations, and regulatory groups.

Although “health care systems” were not
specified in S704, they were included in
the survey to capture the perspectives of
this health care setting in the state.
Health care systems are comprised of
health care organizations providing
different levels of services across the
health care continuum (e.g., primary,
acute, long-term care). In some cases,
responses were submitted by leaders

from multiple organizations within the

Figure 0.1. Participating Organizations, by Type (n=147)
# of
Type of Setting Participants
(%)
Primary Care Settings 34 (23%)
Primary care practice 15 (10%)
Federally Qualified Health Center 8 (5%)
Health Department 11 (8%)
Ambulatory Care Settings 20 (14%)
Ambulatory surgical center 7 (5%)
Specialty care practice 13 (9%)
Acute Care Settings 14 (10%)
Rural hospital 10 (6%)
Urban hospital 4 (3%)
Long-Term Care Settings 17 (12%)
Nursing home 6 (4%)
Adult care home 4 (3%)
Group home 4 (3%)
Other residential care facility 3 (2%)
Health care system 14 (10%)
Home care agency 10 (7%)
Correctional facility 6 (4%)
Health professional organizations 8 (5%)
Health care regulatory groups 6 (4%)
Educational Settings 18 (12%)

same health system.

It is important to note that this study was conducted in October and November 2020, while
organizations were overwhelmed with the COVID-19 pandemic, the duration and intensity of
which have been far greater than many anticipated. The demands of pandemic response and patient
treatment, combined with the expansive scope and aggressive timeline of this study, prevented
some organizational leaders from fully participating.

Figure 0.2. NC AHEC Program, by County
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INSIGHTS FROM REGIONAL AHEC OFFICE STAFF

The Project Team met with representatives from the AHEC regional offices weekly to identify and
contact stakeholders within their regions, discuss any concerns expressed by organizational
leaders, and resolve any barriers to data collection. This ongoing engagement of AHEC offices
facilitated data collection and the gathering of timely responses from busy organizational leaders.

CHALLENGES IN DATA COLLECTION

The primary issues that arose related to the breadth of information requested, privacy concerns,
and the timing of the study.

AHEC staff indicated that organizational leaders were pleased to be asked to provide important
information to the General Assembly but commented on the extent of information being asked of
them, remarking on the time it took to assemble and verify data across different departments,
facilities, and/or people. Some organizations expressed concerns and distrust about how data
would be protected, reported, used, and accessed by researchers and policymakers. Because the

Figure 0.3. Geographic Areas Represented, by AHEC Region (n=115)
# of
AHEC Region Counties from Which Organizations Were Recruited Participants
(%)
Area L Edgecombe, Halifax, Nash, Northampton, Wilson 16 (14%)
Eastern Beaufort, Bertie, Camden, Carteret, Chowan, Craven, 16 (14%)
Currituck, Dare, Gates, Greene, Hertford, Hyde, Jones,
Lenoir, Martin, Onslow, Pamlico, Pasquotank, Perquimans,
Pitt, Washington, Wayne
Mountain AHEC Buncombe, Haywood, Henderson, Jackson, Rutherford 16 (14%)
(MAHEC)
Charlotte Anson, Cabarrus, Cleveland, Gaston, Lincoln, Mecklenburg, 14 (12%)
Union
Southern Regional Bladen, Cumberland, Harnett, Hoke, Moore, Richmond, 14 (12%)
Robeson, Sampson, Scotland
Duke* 12 (10%)
Wake Durham, Franklin, Granville, Johnston, Lee, Person, Vance, 9 (8%)
Wake, Warren
South East Columbus, Duplin, New Hanover, Pender 8 (7%)
Northwest Alexander, Alleghany, Ashe, Avery, Burke, Caldwell, 5 (4%)
Catawba, Davidson, Davie, Forsyth, Iredell, Rowan, Stokes,
Surry, Watauga, Wilkes, Yadkin
Greensboro Alamance, Caswell, Chatham, Guilford, Montgomery, 5 (4%)
Orange, Randolph, Rockingham
*Duke AHEC is affiliated with the Southern Regional AHEC and collaborates with all AHEC
centers across the state.
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study was approved by Institutional Review Boards (IRB), we were able to assure them of the
confidentiality of their responses.

Nearly all of the AHECs reported that a major challenge in this study was communication
compounded by timing. Most organizational leaders were previously unaware of the pandemic
study or the legislation directing it. Overcoming this lack of awareness used valuable time that was
needed for participating in the study. Some organizational leaders expressed appreciation and a
strong desire to participate in the study but reported being inundated with other priorities as they
responded to the ongoing pandemic crisis. Several organizational leaders, especially those in
regions of the State that were experiencing surges in COVID-positive cases, expressed being too
overwhelmed to take on any additional tasks that were not directly related to their pandemic
response efforts. One leader shared, “It is difficult to reflect on the workforce needs for a pandemic
while you are still in the middle of a pandemic and can’t see an end in sight.”

OPPORTUNITIES FOR CONNECTION AND SUPPORT

The data collection process for this study relied on the preexisting relationships that AHEC
regional offices had with local organizational leaders. These relationships created opportunities to
strengthen the collaborations that are needed to support the State’s ongoing pandemic response
efforts and to provide exceptional health care to communities across North Carolina.

For example, one AHEC staff member shared, “The unintended successes of this project were the
connections [made] during this difficult time and sharing that we and the General Assembly value
their work and perspectives regardless of their ability to complete the survey.”

The challenges and limitations of conducting a study about a pandemic during a pandemic
provides lessons and opportunities for future studies like this one. Despite such challenges, the
study collected substantial and useful insights into the status of North Carolina’s health care
workforce. Leaders from all major health systems and many other key organizations across the
state participated in the study, and our findings are directionally consistent with other information
known about the pandemic and the health care sector.

! (a) Kenyon, 2020 (b) Fraher et al., 2020 (c) Melillo, 2020 (d) Spetz, 2020

2 Jacobson, 2020

3 (a) Artiga et al., 2020 (b) Jewett et al., 2020 (c) Pathman et al., 2021 (d) Norful et al., 2021 (e) Maduke et al., 2021
(f) Reger et al., 2020

4 (a) Buerhaus et al, 2020 (b) Khera at al., 2020 (c) Shahid et al, 2020

5 (a) Armstrong et al., 2020 (b) Fraher et al., 2020 (c) Nagesh et al., 2020 (d) Dow et al., 2020 (¢) HPNNM, 2010 (f)
Gibson et al., 2020 (g) Lai et al., 2020 (h) Spetz, 2020 (i) Mathews & Malik, 2020 (j) Carlin et al., 2021
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GOALS & RECOMMENDATIONS

By grouping findings into four key areas, AHEC identified overarching goals for North Carolina’s
health care systems, workers, and patients.

I. Staffing: Ensure an adequate
health care workforce for current
and future crises.

Il. Structure: Address structural
issues that impede the delivery of
high-quality health care services.

I11. Telehealth: Evaluate and
strengthen system-wide capacity
for telehealth services.

IVV. Behavioral Health: Enhance
behavioral health services across
the health care system.

V. Planning Ahead: Respond to
changing needs and prepare for
potential health crises.

Based on our study findings, we offer the following high-level recommendations to the North
Carolina General Assembly (NCGA) in these five areas.

GOAL I: STAFFING

To ensure an adequate health workforce for current and future crises, North Carolina must address
both immediate and long-term workforce needs across the system of care. An effective pandemic
response requires a large and adaptable health care workforce to respond to an increase in patients,
to address increasingly complex and uncertain patient needs and adjusted workflows, and to
provide flexible backup coverage when workers themselves get sick. When organizations enter a
pandemic with an existing short supply of health care workers, it is even more difficult to catch up
to increased staffing needs and flex to meet different care needs.

RECOMMENDATIONS FOR THE NC GENERAL ASSEMBLY':

A. Address the State’s immediate health workforce needs for the COVID-19 pandemic. Our results
indicate that North Carolina’s health workers most urgently need child care assistance® as well
as behavioral health services such as counseling and wellness care to deal with anxiety, stress,
and burnout. Employers are bearing substantial costs to provide the services their employees
need. The State should continue to support both employers and employees by investing in
community, social, and alternative programs to provide these supports for health care workers.
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The most immediate action that can be taken to relieve stress on workers is to bring the
COVID-19 pandemic under control. To that end, North Carolina must continue to support
ongoing prevention as well as speedy and comprehensive vaccine rollout efforts.

B. Develop a state-wide plan to address long-term health workforce needs. Task the AHEC
Program with working with key stakeholders to create a long-term plan that aligns the
recruitment, retention, training, and deployment of North Carolina’s health workforce with the
health care needs of North Carolinians. Although this need was described in all settings, study
respondents from long-term care and behavioral health were particularly emphatic about the
need for intentional workforce planning and support. In combination with other strategies,
AHEC can implement the World Health Organization’s Health Workforce Estimator (HWFE)
tool to formally conduct small scale tests of ongoing workforce needs.

To address chronic workforce shortages, we need to reconsider our core approach to patient
care. Team-based care is a promising solution that also provides better patient outcomes. We
must support interprofessional collaboration throughout workers’ careers, beginning in school
and carrying through to the hospital floor and other care settings. Research has long shown that
multidisciplinary care teams with well-defined roles that align with professional skillsets can
improve patient outcomes and better use resources. For example, a 2013 article in Health
Affairs? noted:

“Team configurations are based on the needs of the patient population and the practice
size and type. Primary care teams, for example, can include physicians, nurse
practitioners, physician assistants, registered nurses, social workers, dietitians, licensed
practical nurses, medical assistants, or community health workers. Effective care
involves a team’s shared responsibility for a patient, including some role overlap.

Finally, the state-wide plan should incorporate strategies for increasing racial and ethnic
diversity in order to build a health care workforce that reflects the populations of North
Carolina’s communities. Increasing diversity of the health care workforce is vital to achieving
accessible, equitable health care.® Bringing about such a change will not occur quickly, and
intentional efforts are needed to diversify the health care workforce and address the long-
standing inequities and disparities that currently exist in our greater health system.

Analyzing the potential of such large-scale, system-wide solutions needs more exploration than
the scope of this study was able to provide.

C. Develop health workforce training to improve care for North Carolina’s most vulnerable
populations. Health care workers need targeted guidance on how best to care for vulnerable
and marginalized populations, both general care and care specific to a pandemic or other health
crisis. Training on caring for people who are homeless, undocumented, incarcerated, non-
English speaking, or have intellectual or developmental disabilities is most needed.

Efforts must be made to combat provider bias, stereotyping, and prejudice as well as to
overcome minority patients’ distrust of the health care system. As COVID-19
disproportionately harms historically marginalized groups,* it is critical that leaders take steps
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to prepare and support health care workers in responding to the health care needs of the state’s
most vulnerable populations. Like the nation, North Carolina must devote considerable
attention to developing a more coordinated, strategic, and actionable response to address the
specific health and social needs of vulnerable populations.

GOAL Il: STRUCTURE

To address structural issues that impede high-quality health care services, North Carolina must
think holistically and creatively. Health providers don’t work in a vacuum: They are part of a
broader system, and improving the quality of patient care and overall public health depends on
better coordination among all the different players within that system. Structural reforms should
promote best practices, improve the quality of care, reward innovative models of care, and deliver
better health outcomes for all North Carolinians.

RECOMMENDATIONS FOR THE NC GENERAL ASSEMBLY:

A. Develop a state-wide strategy to improve workforce flexibility and support team-based care.
Dramatic shifts in the health care landscape require responsive shifts in how and where the
health care workforce is deployed. A state-wide plan is necessary to increase the health care
workforce and improve its flexibility. The plan should further assess the strategies used during
the COVID-19 pandemic and identify remaining barriers. Health organizations and systems
employed similar strategies in response to pandemic challenges, such as delaying routine
health care, cancelling nonessential services, and shifting care to telehealth services. Though
this study identified valuable findings on these topics, further research is needed to more deeply
evaluate these changes, how they impacted health care workers, and how they impacted short-
and long-term patient outcomes.

B. Assess the impact of delays in seeking or receiving care. During the pandemic, many patients
delayed or avoided seeking health care services for urgent or routine needs. Additionally, many
providers delayed or suspended health care services due to limited staff capacity, limited
facility space, safety concerns, and other realities of pandemic health care. An evaluation of
both clinical and population health outcomes that resulted from such delays is needed to
provide crucial insights into preparing for future pandemics. If not already underway across
the state, plans to get patients caught up on lapsed care need to be developed and implemented.

C. Strengthen institutional relationships with health care leaders. Though it was difficult to
collect complete responses for an expansive study at a time when health care organizations
were overwhelmed with the pandemic, we found that organizational leaders were highly
responsive to survey requests from AHEC because we have established pre-existing
relationships. These trusted, local connections substantially improved leaders’ willingness and
ability to provide the requested information. Future studies and outreach should leverage local
and state-wide relationships to the greatest extent possible.
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GOAL Ill: TELEHEALTH

To evaluate and strengthen system-wide capacity for telehealth services, we must continue to think
creatively and systemically to build on the progress made in response to the COVID-19 pandemic.
Virtual care has long been proposed as a solution for improving access to both routine and
specialized care for patients across the state. The primary roadblocks have been related to
regulations (e.g., HIPAA-related privacy concerns), financing (i.e., Medicare, Medicaid, and
private payer reimbursement processes), and technology (e.g., internet access, especially in rural
areas). The shifts arising from the COVID-19 pandemic — especially state-wide stay-at-home
orders — suddenly opened avenues to telehealth services that had long been closed, and the State,
providers, and payers responded quickly. Out of necessity, this new model of care was
implemented quickly and without much planning. We should recognize and celebrate the agility
of the State, providers, payers, and patients in embracing telehealth. We should also assess the
quality, efficiency, and accessibility of the virtual care that has evolved since the pandemic began
and ensure that North Carolina leverages the massive advances made in telehealth in such a short
time — advances that prove it can be done.

RECOMMENDATIONS FOR THE NC GENERAL ASSEMBLY:

A. Determine best practices for virtual care. Telehealth holds great promise for improving the
quality and efficiency of non-urgent services, during both normal and crisis conditions. During
the COVID-19 pandemic, telehealth was deployed broadly and quickly. A deeper assessment
is needed to learn from providers, patients, and other stakeholders about what worked well,
what needs improvement, and how best to learn from this experience. In addition to best
practices in virtual patient care, the workforce also needs models that describe the roles and
responsibilities of various types of health care workers on the interprofessional telehealth team
as well as training and support to perform those roles and responsibilities. Virtual care and
team-based care are complementary and can be used to more efficiently and effectively deploy
resources while improving health access and outcomes for patients.

B. Support reforms of payment and reimbursement processes for telehealth services. Build on the
work already underway by the State and others to assess how best to pay for telehealth services.
Though virtual care promises better resource use and patient outcomes, future State, federal,
and private payer reimbursement for telehealth services is uncertain. Study respondents
overwhelmingly supported continuing telehealth reimbursements.

C. Expand technological capacity and access to virtual care, including the expansion of
broadband internet services. North Carolina is fortunate to have a number of world-class health
care systems, providers, and facilities, but many services are concentrated in metropolitan areas.
Telehealth is an effective and affordable option that allows all of North Carolina’s citizens
access to high quality health care — as long as they have reliable access to the technology. For
different patients, this could mean needing internet access, a cellular device, or training.
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GOAL IV: BEHAVIORAL HEALTH

To enhance behavioral health services across the health care system, we must prioritize and
embrace holistic, system-wide approaches that integrate behavioral health care with other services.
In both normal and crisis situations, there is a shortage of health care workers trained in behavioral
health, which includes mental health, substance abuse and addiction, and intellectual and
developmental disabilities (IDD). Additionally, behavioral health issues often intersect with other
challenges relating to social determinants of health, such as homelessness, poverty, and
incarceration. Like many other imbalances, the COVID-19 pandemic amplified the gap between
the demand for behavioral health care and the availability of behavioral health services.
Considering the complexity of behavioral health care challenges, solutions must be comprehensive
and integrated across the health care system.

RECOMMENDATIONS FOR THE NC GENERAL ASSEMBLY::

A. Expand access to behavioral health (BH) services. North Carolina would benefit from a
thorough, broad-scale plan to increase BH services and patients’ ability to access them.
Increasing insurance coverage, reforming payment and reimbursement processes, growing the
health care workforce, improving workforce training, establishing multidisciplinary team-
based care, and developing telehealth services are all promising methods for expanding BH
services — and are all recommendations listed in other sections of this report. This crossover
highlights the interconnectedness of BH care with other health care issues and underscores the
need for system-wide solutions.

B. Integrate behavioral health into primary care and other health care services. BH care must be
integrated into other services provided by the health care system (e.g., primary and specialty
care providers, emergency departments), by first responders (e.g., police, EMS), and by
community organizations (e.g., counselors, social workers, chaplains). We encourage the
General Assembly to build on existing work to address this need. Enhancements should
incorporate multidisciplinary team-based care and telehealth services. The state should also
provide or enhance existing supports for cross-training, assuring that health care workers are
prepared to provide at least basic 911 BH care such as Mental Health First Aid®.°

C. Build health workforce capacity to deliver high-quality behavioral health care. In our survey,
behavioral health counselors and psychologists were among the most commonly reported to
be in short supply. The State should confirm these findings and support efforts to increase the
number of providers in psychiatric specialty care services such as psychiatrists, psychologists,
counselors, and psychiatric-mental health nurse practitioners (PMH-NPs), especially in rural
areas. Workforce shortages have led to long wait times between referral and treatment, during
which time patients are not receiving needed care and symptoms may escalate.

North Carolina must enhance professional training for current workers, and curricula for all
health professions should integrate the provision of BH care. This includes both basic 911 BH
care training as well as interprofessional education on delivering team-based care to BH
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patients. Considering BH patients generally have complex concerns that require a coordination
of high-quality care across the healthcare continuum, team-based care is the only way to
successfully address all of a patient’s multiple needs.®

And finally, North Carolina must consider the behavioral health needs of health care workers
themselves. Stress, anxiety, and burnout were already common issues among workers that only
worsened during the COVID-19 pandemic.” Addressing the emotional needs of health care
workers will improve their individual health and will promote a resilient workforce that is
better able to provide health care — behavioral and otherwise — to North Carolina’s citizens.

GOAL V: PLANNING AHEAD

To respond to changing needs and prepare for potential health crises, continued analysis of both
immediate needs and downstream effects is needed. North Carolina must also improve planning
efforts to ensure that health systems and others are prepared to respond to a variety of potential
crisis scenarios, as the CDC calls “an all-hazards approach to preparedness.” Our crisis planning
needs to think beyond stockpiling emergency supplies to also considering how we can build a
resilient and flexible health care workforce.

RECOMMENDATIONS FOR THE NC GENERAL ASSEMBLY':

A. Support protocols for PPE and other supplies. As has been widely reported, health care

organizations did not have sufficient stock of items needed to address the COVID-19 pandemic,
from personal protective equipment (PPE) to ventilators. Shortages of PPE such as masks and
gowns placed health care workers at higher risk of contagion, endangering both their own lives
and the lives of the patients relying on their care. Dovetailing with chronic staffing shortages,
these supply shortages quickly caused systemic challenges and widespread delays in care.

Specifically for PPE, the General Assembly should work with stakeholders to ensure the
supply chain of PPE, both the adequate production as well as smooth distribution in a variety
of settings across the health care sector. Additionally, if it does not already exist, a process is
needed to assess PPE readiness across health care settings to understand, develop, and share
best practices around PPE use and appropriate reuse in a variety of potential scenarios.

Further, it is important to remember that PPE and ventilators were in short supply in this
particular crisis, but it might be something different that is desperately needed next time. The
General Assembly should consider multiple potential scenarios and ensure that the supplies
that would be needed in various health crises are available.

B. Address barriers for health sciences students. Task the AHEC Program with working with

educational institutions, health care organizations, and other key stakeholders to jointly
develop a plan to ensure health sciences students are able to complete required clinical rotations
and other necessary training. During the COVID-19 pandemic, student safety concerns (e.g.,
inadequate PPE) and reduced bandwidth of clinical supervisors and preceptors (e.g., due to
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heightened stress, increased patient care responsibilities, and postponed patient care) meant
that many health sciences students were unable to complete required clinical rotations.
Considering chronic, pre-existing health workforce shortages, North Carolina cannot afford
interruptions to the professional pipeline of new health care workers.

In addition to educators and health organizations working together to ensure adequate
opportunities for on-site clinical training, interprofessional education must be incorporated into
academic settings. Team-based care is essential to the future of health care, and incoming
health care workers should be prepared to practice collaboratively. A foundation in
interprofessional and multidisciplinary care will be crucial for everyday care as well as for a
nimble response to a health crisis. Health professions schools should follow national guidance
to longitudinally incorporate interprofessional competencies across curricula. Schools should
collaborate both internally across professions and externally across institutions to develop
interprofessional experiences for trainees, and those experiences should be supported in the
clinical learning environment. To accomplish this, faculty need support both to create
integrative interprofessional classroom experiences and to work with health systems and
practices to cultivate effective interprofessional clinical experiences.

C. Continue to evaluate pandemic challenges and responses. This study captures just one moment
in a lengthy, evolving crisis. As the nature of the pandemic shifts, so do needs and potential
solutions. The stakeholders interviewed for this study consistently adapted to the challenges
they were facing as quickly and effectively as they were able. A system for implementing
rapid-cycle studies — to share strategies, learn from each other, and circulate successful
solutions — should be implemented to assist stakeholders in a timely response in the future.

Further, the wide breadth and aggressive timeline of this study would have made it difficult for
health care leaders to provide complete answers in the best of times; during a lengthy pandemic,
leaders had even less time to respond fully. Yet, the surveys and interviews provided vital
insights into the current health care landscape and allowed valuable conclusions to be drawn
regarding immediate and long-term needs. Subsequent studies are needed to take a deeper dive
into each of the key areas, examining the extent to which issues raised in this report have been
addressed and identifying new issues needing attention.

Finally, this information about health care workers came secondhand from health care leaders.
A study of front-line workers to follow up on key issues raised in this report will be crucial for
making progress in our collective goal to address the needs of North Carolina’s health care
workforce and, ultimately, improve the health outcomes of all North Carolinians.

! pathman, 2021

2 Dower C. et al, 2013

3 (a) McGee & Fraher, 2012 (b) Richman, Spero, & Fraher, 2016 (c) Stanford, 2020 (d) IOM, 2003
4 Lopez et al., 2021
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This section presents findings of the Pandemic Health Care Workforce Study organized according
to the 15 issue areas specified in S704.

1. WORKFORCE PANDEMIC PREPAREDNESS

Section 3D.6.(c). (1) Adequacy of the health care workforce supply to respond to a pandemic in
the following settings: acute care, ambulatory, primary care, nursing homes, adult care homes,
other residential care facilities, correctional facilities, and in-home care.

At the start of the COVID-19 pandemic, nearly two thirds of the 115 organizational leaders in
health care settings described having either a minor shortage (38%) or a consistent shortage (22%)
of health care workers before the pandemic. However, at the time of the study in October and
November 2020, leaders reported that the shortage had considerably worsened, with about
80 percent of organizations reporting either a minor shortage (33%o) or a consistent shortage
of workers (46%). More than half the organizations (52%) reported that their workforce supply
was worse than before the pandemic (Figure 1.1).

Figure 1.1. Leaders’ Perceptions of Shortages of Health Care Workers

Before COVID-19 October 2020

25

53

Consistent Consistent

Shortage Shortage
44
3 Minor 2 M'38
Surplus Shortage Surplus Shc;rrjtggje
43 22
Balanced Balanced

Leaders were also asked about their internal supply of different types of workers at the beginning
of the COVID-19 pandemic and at the time of the survey. The most common type of workers in
short supply at both the start of the pandemic and in October-November 2020 were nursing
assistants (52%), registered nurses (48%), respiratory therapists (47%), and psychologists and
behavioral health counselors (41%) (Appendix B, Table 1.1).

Finally, leaders were asked about their internal workforce supply by clinical specialty area, again
at the beginning of the COVID-19 pandemic and in October-November 2020. Prior to the
pandemic, leaders most commonly reported a workforce shortage in general medicine and
surgery (63%), critical care (56%), behavioral health care and psychiatry (52%), and
emergency care (50%). As of October-November 2020 — once the pandemic was well underway
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— leaders felt the shortages remained in the same areas but at slightly higher levels (respectively:

63%, 66%, 62%, and 63%) (Appendix B, Table 1.2).

Figure 1.2. Leaders’ Perceptions of Shortages of Health Care Workforce Supply within Organizations,

by Role Category

Role Category

Nurses and Nursing Groups
Ancillary Staff

Physicians

Allied Health

Advanced Practice Providers

Shortage at Shortage in Oct- Not in short
pandemic start Nov 2020 supply
52% 57% 36%
25% 34% 62%
33% 28% 63%
24% 27% 69%
26% 22% 72%

See additional data in Appendix B, Table 1.1.

WORKFORCE FLEXIBILITY

In a crisis situation such as the surge of COVID-19 patients, it is important to have the ability to
redirect the existing workforce supply to meet staffing demands. Organizational leaders were

asked to rate the effectiveness of
various measures for responding
to workforce demands during
the pandemic (Figure 1.3 and
Appendix B, Table 1.3). The
most effective strategies — those
reported as “very effective” or
“moderately effective” — were:

e cross-training workers to
practice in specialties
and departments outside
their usual areas;

o floating staff to other
units and departments
outside of their home
units;

e offering premium pay;
and

e using supplemental
staff, either internally
(such as per diem staff)
or externally (such as
locum tenens physicians
or travel nurses).

Figure 1.3. Effectiveness of Measures Taken to Bolster
Workforce Supply in Response to COVID-19

Strategies

Cross-training health care
workers to practice in
specialties/ departments outside
their “home” work unit (n=105)

Floating staff to other units and
departments (n=105)

Premium pay for overtime,
working extended shifts, or
hazard (n=110)

External supplemental staffing,
such as locum tenens or travel
nurses (n=108)

Internal supplemental staffing,
such as per diem staff (n=108)
Changes to speed up hiring and
onboarding processes (n=107)
Implementing new or enhancing
employee wellness and
resilience programs (n=105)
Closing beds (n=104)

Diverting patients to other
organizations (n=103)

# using Very or
this Moderately
strategy effective
71 69%
78 67%
65 63%
58 62%
60 62%
70 51%
65 43%
35 46%
36 42%
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BARRIERS TO MEETING WORKFORCE NEEDS

Leaders were asked to rate the extent to which a variety of barriers affected their organization’s
ability to readily deploy existing health care workers to needed areas during the pandemic (Figure
1.4). The top barriers (those ranked a “severe” or “moderate” barrier) in redirecting staff to meet
COVID-19 staffing demands included:

e inadequate PPE supply;
o difficulty onboarding health sciences students; and
e delays in hiring processes and other human resources issues.

Figure 1.4, Barriers to Redirecting Health Care Workers during COVID-19
0 .
# reporting GSRomLY
. . as Severe or
Barriers this as a
barri Moderate
arrier .
barrier
Inadequate PPE supply (n=107) 86 45%
Difficulties onboarding health sciences students (n=105) 46 33%
Delays in hiring processes and other HR issues (n=104) 61 31%
Hiring and onboarding newly graduated or licensed health
. < 59 25%
professionals (n=105)
Inadequately trained staff in areas of need (n=105) 43 23%
Restrictive position descriptions, job responsibilities, etc. (n=106) 46 17%
Meeting licensure requirements for physicians, advanced practice 48 13%
providers, and other health professionals (n=104)
Onboarding inactive professionals to return to practice (n=105) 25 12%

2. WORKFORCE SURGE PREPAREDNESS

Section 3D.6.(c). (2) Adequacy of the health care workforce supply to address the COVID-19
surge; the ability to redirect the existing workforce supply to meet staffing demands, including the
identification of any barriers; and recommendations to eliminate barriers and readily deploy
staffing in a future health crisis.

For the purposes of this study, “surge” was defined as a significant increase in the number of
COVID-19 patients requiring care within a short period of time that stressed normal health care
organizational operations.

In October-November 2020, over half of all surveyed organizational leaders (52%) reported that
their organizations had experienced a surge. And over half of these leaders (58%) reported that the
surge was still ongoing. At the time of our study, half of the organizational leaders (48%) reported
that their organizations either had not experienced a pandemic-related surge or they were unaware
if their organization had experienced a surge (Figure 2.1 and Appendix B, Table 2.1).

NC AHEC, 2021 Page 28 of 106 Pandemic Health Care Workforce Study



Figure 2.1. Organizational Experiences with a COVID-19 Surge
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<1 week: 1
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Less than a quarter of the organizations experiencing a surge (23%) had shifted to a crisis staffing
plan to address an existing staffing shortage that affected the provision of care. Many organizations
(40%) had implemented a contingency staffing plan to prepare for anticipated staffing shortages.
About a third of the leaders (38%) reported that their organization had not shifted away from their
usual staffing plan. Nearly all who had experienced a surge (90%o) also reported a shortage of
health care workers.

Specifically with regards to issues during a surge, leaders were asked to identify whether the
following items were barriers in meeting surge staffing demands (Figure 2.2). By far the most
common barriers were employee burnout (reported by 76% of respondents) and staff in
guarantine for COVID-19 (72%). Other moderately common barriers were inadequate PPE
(43%), testing delays for staff clearance to return to work (41%) and challenges with cross-training
staff (40%).

Figure 2.2. Barriers to Meeting Surge Staffing Demands
Barriers (n=58) Ve reporting this
as a barrier
Employee burnout 76%
Staff testing positive or in quarantine for COVID-19 72%
Inadequate PPE 43%
Testing delays for staff clearance to work 41%
Challenges with cross-training staff 40%
Reassignment of high-risk staff or staff with high-risk family member 29%
Lack of staff in telehealth or virtual care delivery 26%
Hiring freezes or HR delays 24%
Lack of staff trained in critical care or caring for ventilator patients 19%
Inadequate funding to support needed resources 7%
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STRATEGIES FOR ELIMINATING BARRIERS

Leaders were asked to rate the helpfulness of the following strategies in eliminating barriers to
readily deploy staff in a future pandemic or health crisis (Figure 2.3). The strategies that were most
frequently reported as very or moderately helpful were:

e supporting PPE manufacturing and distribution;

e providing supports for staff to address personal and family needs;
e developing employee well-being and resilience programs; and

e dedicating resources to train staff.

It is worth noting that these responses came from organizational leaders, and a survey of front-line
health care workers might yield different results in terms of which strategies employees found to
be most helpful.

Figure 2.3. Strategies Needed to More Readily Address Surge
. Very or
SIEEES Moderate)lly Helpful
Supporting PPE manufacturing and distribution (n=102) 90%
Supports for personal and family needs (n=102) 88%
Employee well-being and resilience programs (n=97) 82%
Dedicating resources to train staff (n=76) 72%
More flexible practice regulations (n=76) 68%
Reduce state-to-state practice requirements (n=78) 68%
Developing plans to rapidly engage students (n=86) 67%
Responsibly lift travel bans (n=69) 54%
Relax visa limitations (n=66) 45%

3. HEALTH CARE WORKFORCE TRAINING

Section 3D.6.(c). (3) Adequacy of the health care workforce training, by setting, and the need for
additional training or cross-training of health care providers.

In October-November 2020, less than half of organizational leaders reported that their health care
workers had adequate training to respond to a pandemic or similar health crisis prior to the COVID-
19 pandemic, with only 14 percent reporting workers were “very well prepared” and 26 percent
reporting workers were “sufficiently trained.” The most common response was that workers were
only “somewhat trained” (42%), and more than one in six leaders reported that workers were
“inadequately trained” (18%) to respond to the pandemic (Figure 3.1).

Organizational leaders were also asked to report on the cross-training provided to their health care
workers during the pandemic and to identify other areas of training needed to prepare for future
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health crises (Figure 3.2). There were consistent responses for these two questions, with COVID
screening and testing as well as self-care and wellness appearing high in both lists.

During the COVID-19 pandemic, the most
common areas of cross-training provided
were:

e screening and testing procedures for
COVID-19 in existing or potential
patients;

e patient triage; and

e self-care, personal wellness, and
care of family.

Leaders further reported that in order to
prepare for future health crises, their
workers most needed additional training in:

e screening and testing procedures for
COVID-19 in existing or potential
patients;

Chart 3.1. Leaders’ Perceptions of Workers’
Preparedness for Responding to the COVID-19
Pandemic

18%
Inadequately

trained
42%
Somewhat
trained
14%
Very well
prepared
26%
Sufficiently

trained

e self-care, personal wellness, and care of family;

e emergency preparedness; and

e behavioral health access and treatment.

Area of Training

in Existing or Potential Patients

Emergency Preparedness

Behavioral Health Access and Treatment
Patient Triage

Public Health Care

Developing a Treatment Plan

Chronic Conditions

Palliative Care or Grief Counseling
Providing Care to Patients in Critical Care
Managing the Care of Ventilator Patients
General Medical/Surgical Care

Figure 3.2. Workforce Training during the COVID-19 Pandemic and in the Future

Screening and Testing Procedures for COVID-19

Self-Care, Personal Wellness, and Care of Family

Managing Patients with Respiratory Diagnosis and

Offered during Needed for Future
COVID-19 Pandemic Preparation
(n=109) (n=104)
60% 72%
38% 64%
31% 61%
21% 46%
42% 44%
18% 44%
28% 42%
25% 36%
10% 35%
13% 27%
15% 26%
19% 25%
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4. PRE-EXISTING WORKFORCE SHORTAGES

Section 3D.6.(c). (4) Impact of the COVID-19 pandemic on communities with preexisting
workforce shortages.

Leaders were asked if their geographic area — not necessarily their own organization — already had
pre-existing shortages of health care workers before COVID-19 (Appendix B, Table 4.1). Nearly
two thirds of respondents (64%) believed that their broader communities were indeed dealing with
a health care workforce shortage prior to the pandemic, with the most common types of pre-
existing health worker shortages among nursing assistants (74%), registered nurses (70%), and
psychologists and behavioral health counselors (72%).

At the time of the study in October-November 2020 — once the pandemic was well under way —
leaders reported the most common worker shortages across the community as those same four
types at close to the same levels (67%, 72%, 72%, and 74% respectively).

It should be noted that leaders’ perceptions of shortages in the community (as described in this
section) were generally worse than their perceptions of shortages within their own organizations
(as described in section 1). It is unclear how accurate these perceptions are or what may be
contributing to such a gap.

A substantial increase in the shortage of respiratory therapists was a notable outlier, with 50% of
leaders retroactively reporting a shortage within their organizations at the start of the pandemic
and 63% in October-November 2020. A similar jump was noted in leaders’ perceptions of the
shortage of respiratory therapists in the community, from 56% to 74%. A shortage of this particular
role makes sense in the context of the specific mechanisms of the COVID-19 virus. A future
pandemic or other health crisis may see a shortage in a different role, depending on the needs of
those patients.

Additionally, we asked leaders for their perspectives as to why they believed the health care
workforce shortage existed in their communities. The top three responses were:

e challenges due to geographic location, especially in rural areas;
e low wages, incentives, and reimbursement systems that challenge workforce supply; and
e an inadequate qualified workforce supply within their region or the State.

For example, in describing how geographic location affected workforce shortages, participants
shared the following:

e “This is a small area and the majority of workers are in larger surrounding areas.”

e “[There is] competition with larger communities paying more.”

e “Rural area, lack of community resources, too few clinicians covering too many patients
leading to burnout and impacting quality of care and follow-up received.”

Participants further described issues affecting workforce supply:
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e “The supply of nurses, specifically, cannot reach the demand for nurses on an annual basis
due to turnover caused by burnout. Nurses are tired of working with shortages, especially
in hospitals, so they are finding alternative places to work.”

e “Fewer individuals are choosing service work, wages are low, and the work is challenging
physically, emotionally, and financially.”

Others commented on the quantity and qualifications of pre-licensure education students, noting
the limited number of graduates compared to the number needed across the health care sector.

5. PERSONAL PROTECTIVE EQUIPMENT (PPE)

Section 3D.6.(c). (5) Impact of personal protective equipment (PPE) availability on the health
care workforce, by setting.

Organizational leaders were asked about the supply of PPE equipment including N95 respirators,
gloves, gowns, and face shields. Respondents were asked if they agreed or disagreed with the
following statements:

e “Our organization had an adequate supply of appropriate PPE for our health care workers.”

e “Our organization had adequate, rapid access to additional PPE for our health care
workers.”

Additionally, they were asked to consider those statements by different time periods: at the start
of the COVID-19 pandemic, at the time of the study in October-November 2020, and their
expectation for the future (Figure 5.1 and Appendix B, Table 5.1).

Reflecting back on the beginning of the pandemic, only about half of the respondents felt they had
adequate PPE supply (53%) and easy access to additional PPE (44%). By the time of the survey,
most respondents agreed they had adequate PPE supply (75%) and access to additional PPE (65%).

Figure 5.1. Supply of and Access to PPE
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PPE was in short supply.

We also asked organizational leaders about the strategies implemented to expand limited PPE
supply during the COVID-19 pandemic (Figure 5.2). Most of the leaders reported that their
organizations rationed N95 masks (78%) and other masks (69%), and many reported they even
reused N95 masks (69%). A large majority of leaders reported that their organizations
implemented strategies to minimize entry into and exit out of patient rooms (81%).

6. SUFFICIENCY OF SUPPORT MECHANISMS

Section 3D.6.(c). (6) Sufficiency of support mechanisms for the health care workforce, including
the availability of child care, transportation, mental health and resilience support services, and
other support items.

We first asked organizational leaders to rate the extent to which their workers expressed various
concerns (Figure 6.1 and Appendix B, Table 6.1). The vast majority of participants reported that
health care workers were very or moderately concerned about fears of exposing themselves, other
staff, family, and friends (92%), about personal safety and the safety of other staff, family,
and friends (88%), child care (87%), and preventing burnout (75%). Other relatively common
concerns were about providing elder care (63%) and acquiring food and supplies (57%).

It should be noted that these concerns were reported by organizational leaders on behalf of their
workers; soliciting responses directly from health care workers may yield different results.
However, these insights from leaders do track with concerns reported across the field.?
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Leaders were then asked what support services their organizations provided and what support
services their workers used (Appendix B, Table 6.2)

e The most frequently reported support services provided by organizations were counseling
services (51%), adequate time off (49%), and resiliency training (38%).

e The most frequently reported support services used by health care workers were child care
(41%), counseling services (36%), and adequate time off (36%).

e Generally speaking, support services
for child care (41%), elder care
(23%), and transportation (13%) were
used by health care workers but NOT
provided by their organization.

Additionally, organizational leaders were
asked about the sufficiency of the support
services provided relative to the needs of their
workers during the pandemic.

About half the surveyed leaders (51%) felt that
their organizations provided few support
services or were unable to sufficiently
provide the services needed to address the
concerns of their workers (Figure 6.2).
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Figure 6.2. Sufficiency of Support Services
(n=108)

1%
4% Other

Supports
adequately
provided
22%
Unable to
provide
sufficient
supports
34%
Most
supports
29% provided
Few supports
provided

Page 35 of 106

Pandemic Health Care Workforce Study



Finally, health care leaders were asked to describe additional supports needed to better meet the
needs of their health care workforce in a future health crisis. Childcare was re-emphasized in these
responses, with one organizational leader saying that “childcare was [the] biggest issue.” Other
commonly indicated areas of support needed were behavioral health services, financial support,
and more staff (Appendix B, Table 6.3).

7. IMPACT OF POSTPONING NONESSENTIAL SERVICES ON WORKFORCE

Section 3D.6.(c). (7) Impact of postponing or eliminating nonessential services and procedures
on the health care workforce.

Overall, the majority of respondents (71%)
reported that their organizations temporarily | Figure 7.1. Organizations Postponing or
postponed or eliminated the provision of a Eliminating Nonessential Health Care Services
service or procedure due to COVID-19. An_d Type of Setting n (%)
of hospitals and health care systems, their

. L Overall 76 (71%)
leaders all reported that their organizations .
¢ i t q liminated th Hospitals (n=14) 14 (100%)
emp_ora”y postpone 0!’ eliminate € Ambulatory care (n=19) 13 (68%)
provision of nonesseptlal health care | oaih system (n=13) 13 (100%)
services. Although few in number, Ieafjers Primary care (n=33) 22 (67%)
from long-term and personal care settings | | ong term/personal care (n=14) 6 (43%)
reported the fewest service interruptions Home care agency (n=9) 5 (56%)
(Figure 7.1). Correctional facility (n=5) 3 (60%)

Of the 76 leaders whose organizations

postponed or eliminated services, we asked which types of services were most often impacted
(Figure 7.1 and Appendix B, Table 7.1). Elective surgeries (65%) were most often postponed or
eliminated, followed by outpatient surgeries (62%), radiology imaging (50%), dental
procedures (49%), and outpatient rehabilitation services (47%). Others included outpatient
services, annual physical exams, speech therapy, physical therapy, and occupational therapy.

The duration of service suspension for each organization varied, ranging from less than one
week to indefinitely (Figure 7.1). A suspension period lasting from one to two months was the
most common for elective surgeries (47%), outpatient surgeries (38%), and outpatient
rehabilitation services (25%). For chemotherapy and transplant services, a suspension period
lasting less than a week was most frequently reported (54% and 36% respectively), but an
indefinite suspension period was also reported for these services (29% and 35% respectively).
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Figure 7.1. Duration of service cancellation due to COVID-19, by service type (all settings)
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IMPACTS OF SERVICE CANCELLATION ON HEALTH CARE WORKFORCE

Leaders were asked how the suspension of nonessential services and procedures
affected the organization's health care workforce. Of the 72 respondents, few leaders reported that
there was no impact of service suspension on the health care workforce. Most organizational
leaders reported that employees working in areas where services were suspended were redeployed
or reallocated to other areas of the organization. Leaders indicated that most workers from areas
where services had been suspended were reassigned duties to help the organization address the
COVID-19 response. For example:

e “Most of the workers who were in areas where services were suspended were reassigned
to COVID-19 response.”

o “Workforce staff assigned to areas that experienced interruption or suspension of
procedures were offered cross training, pandemic pay, and the ability to cover entrances
for employee and visitor screening. Surgical and procedural staff were able to work in acute
care settings with cross training.”

Some organizational leaders indicated that their employees felt stress and uncertainty about
working in new settings of care and in new roles. For example:

e “Many health care workers felt undervalued and concerned about their future employment.”

e “Some [workers] were able to shift their roles to meet the current COVID demand needs,
but now that we have shifted back, it has created additional burden and stress.”
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Finally, many organizational leaders described their financial concerns, stating that they had to
furlough staff or reduce pay to balance their reduced visit volume and revenues. For example:

e “Asour visit volume decreased, we had to furlough staff... to balance our reduced revenue.”
e “Nursing workforce was furloughed. No physicians or advanced practice providers were...”
e “Furloughed workers went several months at 20% pay, enough to retain benefits.”

e “We took a PPP [Paycheck Protection Program]loan [from the Small Business
Administration] and paid employees fully during the pandemic, with the exception of great
reduction in doctor's pay.”

8. IMPACT OF POSTPONING NONESSENTIAL SERVICES ON HOSPITALS

Section 3D.6.(c). (8) Impact of postponing or eliminating nonessential services and procedures
on hospitals, particularly rural hospitals.

IMPACTS ACROSS ALL ORGANIZATION TYPES

The majority of organizational leaders (87%) across all types of settings reported experiencing
financial losses due to the suspension or elimination of nonessential services during the COVID-
19 pandemic. Most leaders (72%) also reported shifting to telehealth or virtual care, and nearly
half (44%) reported temporarily suspending programs or services. During the pandemic,

Figure 8.1 Impact Service Delays on Health Care Organizations, by Setting
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organizations also reported furloughing or terminating staff (35%); temporarily closing beds,
practices, or offices (32%); and changing other organizational practices such as introducing
social distancing guidelines, curbside care service, virtual care service, and decreased patient
volumes (27%). (See Figure 8.1 and Appendix B, Table 8.1).

IMPACTS SPECIFIC TO HOSPITALS

Of the 14 hospital leaders, all reported postponing elective surgeries (100%) and nearly all
reported postponing outpatient surgeries (93%), outpatient rehabilitation services (86%), and
radiology imaging (79%).

Of those procedures delayed in hospital settings, the longest delays — procedures postponed one
month or longer — were in dental procedures (86%), elective surgeries (79%), outpatient
surgeries (69%), transplants (50%), and outpatient rehabilitation services (50%) (Figure 8.2).

Similar to all settings, the most commonly reported impact of service suspension in hospitals was
financial losses (79%). Other common impacts included a shift to telehealth or virtual care
delivery (57%), furloughing or terminating staff (50%), and temporarily suspending certain
programs or services (50%).

Relative to all respondents, hospitals (acute care settings) were more likely to furlough or terminate
staff (50%); temporarily (50%) or permanently (21%) suspend certain services; and permanently
close beds, practices, or offices (7%).

This disparate impact was even more pronounced in rural hospitals (Appendix B, Table 8.1).
Leaders from all 10 rural hospitals reported that nonessential services were postponed or
eliminated (100%). About 90% of leaders reported that their organizations suspended outpatient

Figure 8.2. Duration of service interruption due to COVID-19, by service type (hospital settings only)
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surgeries, radiology imaging, and outpatient rehabilitation services. The greatest impact
reported on rural hospitals was financial losses, with 90% of rural hospital leaders indicating
this concern. The second greatest impact reported by rural hospital leaders was furloughing or
terminating staff, which occurred at a far higher percentage than that reported by all health care
organizational leaders (80% vs. 35%).

9. IMPACT OF INTERRUPTIONS TO ROUTINE HEALTH CARE

Section 3D.6.(c). (9) Interruptions in the delivery of routine health care during the COVID-19
pandemic and the impact to citizens, primary and specialty care practices, and the health care
workforce employed in these practices.

Organizational leaders were asked to

describe the health care services they Figure 9.1. Services delayed or omitted by patients

observed people in their communities . % of
. . . . Service area
delaying, overlooking, or omit seeking leaders
altogether during the COVID-19 pandemic. Primary care 61%
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believed were being delayed or omitted by \éacc';‘a“ohns - condi 52%
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61% of I_ead(?rs), elective surgeries (58%), well child visits 47%
and vaccinations (52%) (Figure 9.1). Dental care 41%
. . i i Y
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practices, and other health care delivery Care for cardiovascular symptoms

settings provided more detailed observations (e.g., Chest pain) 19%
about the impact of interruptions in the Cancer diagnosis and care 19%
delivery of routine health care during the Care for stroke-like symptoms 18%
COVID-19 pandemic on their communities, Prenatal/maternity care 16%

practices, and healthcare  workforce.
Organizational leaders reported that people delayed care/treatment or missed the proper timing
of diagnosis. This meant that patients were often in much worse health with more severe symptoms
when they finally presented for care. Some respondents offered telehealth/virtual care, but there
were some cases where patients refused to receive care via these services. For example,
participants shared:

e “Interruptions to the delivery of certain services and the apprehension of patients wanting
to come in for routine care during the height of the pandemic made it challenging to ensure
patients were following up with treatment for chronic health conditions. The
implementation of telehealth services has been incredible but is not a service that all
patients/communities have access to.”
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e “We saw an increase in the number of ED visits and hospitalizations as patients avoided
PCP offices and urgent care due to fear of contracting COVID. We also saw a delay in on-
boarding patients to home health services as patients are required to either see their
physician for a face-to-face visit or complete an audio-visual visit which is challenging in
a rural area with lack of access to wi-fi and/or cellular data.”

e “We continue to see patients presenting to the ED with hypoxia [low blood oxygen],
COVID positive, who delayed care until they were very sick.”

Some organizational leaders additionally described the impact of interruptions in the delivery of
routine healthcare on their health care workers. In general, as patient visit volume decreased,
organizational leaders had to redeploy staff to other areas in their network or furlough staff to
balance their reduced revenue. For example,

e “Due to our patients refusing telehealth and/or [in-person] visits, we had to furlough our
staff and providers. We were concerned on how and if we would survive through this. The
not knowing is always stressful when you have other lives that you are supporting.”

The following table summarizes the impact of interruptions in the delivery of routine healthcare
on patients, workers, and health care organizations (Figure 9.2).

Table 9.2. Summary of impact of the COVID-19 pandemic on routine health care
Impact on Impact on the Impact on
Patients & Community Health Care Workforce Health Care Organizations
e Fear of the unknown e Furloughed staff o Delayed care, procedures,
e Challenges to keep  Redeployed staff to diagnosis
scheduled visits and areas outside of e Shifting care to telehealth,
appointments their typical work especially behavioral health
 Patients refusing telehealth unit services and primary care
services
e Worsening health status e Increased staff ) _ o
. _ fatigue, stress, and e Financial losses, primarily
* Progression of disease burnout due to delays in routine care

10. IMPACT ON BEHAVIORAL HEALTH SERVICES

Section 3D.6.(c). (10) Impact of the COVID-19 pandemic on the delivery of behavioral health
services.

“Behavioral health” is an umbrella term that includes mental health, substance use and addiction,
and intellectual and developmental disabilities (IDD). Leaders provided a detailed assessment of
how the demand for behavioral health services affected their organizations and their communities.
Of the 127 organizational leaders that responded, most reported that the demand for behavioral
health services had increased in their community during the pandemic. Leaders reported that the
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behavioral health services needed in communities during the pandemic were care for anxiety,
followed by substance abuse or misuse, counseling, and depression.

Children and adolescents were reported to be in great need of behavioral health services. North
Carolina’s health care providers recognized the same pattern seen nationally: School closures and
distancing mandates have increased stress and anxiety particularly among children and
adolescents, who are in developmental stages that require significant social interaction.

Additionally, the need for behavioral health services for health care workers and first
responders was frequently reported.

DECREASED ACCESS TO BEHAVIORAL HEALTH SERVICES

Some leaders described how an inadequate supply of behavioral health care workers and
insufficient community resources — such as broadband service needed to receive telehealth care
—reduced individuals’ access to behavioral health services. With both increased need and reduced
access to outpatient care, many organizations saw a rise in Emergency Department (ED)
admissions for behavioral health needs. Leaders reported that EDs in particular experienced a
substantial increase in psychiatric crisis admissions and that these patients were being held longer
in EDs due to a lack of inpatient psychiatric beds. These factors combined to create additional
strain on ED capacity and staff.

In addition to BH access, many respondents (37%) stated that the pandemic negatively affected
the delivery of behavioral health services to patients and health care workers in their organizations.
Though the demand for behavioral health services increased during the pandemic, leaders noted a
variety of barriers including:

e insufficient supply of behavioral health workers;

e delays in admissions to inpatient facilities or group homes due to inadequate COVID-19
testing;

e reduced numbers of inpatient and group home beds due to social distancing standards;

e patients’ personal decisions to delay seeking care;

e lack of accessibility to telehealth services;

e less effective care due to requirements for PPE usage, social distancing, and plexiglass
barriers, in turn, limiting the development of interpersonal relationships between patient
and provider ; and

e limited group therapy sizes due to social distancing requirements.

INCREASED TELEHEALTH SERVICES FOR BEHAVIORAL HEALTH NEEDS

Many leaders indicated that their organizations implemented or increased the use of virtual care
(i.e., telehealth or phone use) to deliver behavioral health services to their patients during the
COVID-19 pandemic. Respondents reported that telehealth increased access to care for patients
by offering remote appointments when in-person visits were restricted. However, other leaders
indicated that telehealth also limited access for individuals without a computer, cell phone, or
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sufficient internet service. Some leaders also noted the challenges associated with providing high
quality of care using telehealth, especially for providing group therapy, substance withdrawal
counseling, and health care for children and adolescents. Finally, leaders reported that insufficient
Medicaid reimbursement rates for telehealth services severely limited their ability to deliver
behavioral health care. These challenges will be discussed in further detail in the next section.

11. QUALITY OF TELEHEALTH SERVICES

Section 3D.6.(c). (11) Ability of telehealth options to deliver routine and emergent health and
behavioral health services to patients.

The majority of respondents (78%) reported either expanding existing telehealth services or
implementing the use of telehealth for the first time during the COVID-19 pandemic.

Organizational leaders shared their perspectives on the effectiveness of different telehealth options
to deliver routine and emergency health services. More than half of those whose organizations
provided such services found telehealth to be “very or extremely effective” for delivering routine
health care (58%) and routine behavioral health care (52%) services. Fewer leaders reported
that telehealth was “very or extremely effective” for emergency health care (33%) and
emergency behavioral health care services (41%) (Figure 11.1 and Appendix B, Table 11.1).

Figure 11.1 Effectiveness of Telehealth Options by Service Area
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Overall, organizational leaders reported that the primary benefit of telehealth was that it
maintained or improved patients’ access to care while also maintaining patient safety. For
example, respondents stated:

e “Telehealth can additionally resolve patient transportation issues, is more convenient,
reduces time, and could potentially decrease safety risks for high-risk patients (i.e., falls).”

e “[Telehealth] provided assurance to patients that they could be seen safely.”

Leaders felt that telehealth best addressed patients’ needs for routine/primary care, behavioral
health, chronic disease management, minor acute care, and patient education. One leader
suggested that telehealth might also increase patient compliance with plans of care since it may
allow for easier patient follow-up. Specifically, several leaders indicated that telehealth was an
effective option for remote monitoring (e.g., of heart implant devices), medication management,
triage or pre-screening, and specialty care.

CHALLENGES AND LIMITATIONS OF TELEHEALTH

The most common challenges that organizational leaders reported about telehealth were related to
technology or internet accessibility and the additional effort required for health care workers to
troubleshoot problems. For example, participants stated:

e “Technology is not effective for all patients. The elderly [are] challenged with use of
software, smartphones, and/or computers. Wi-fi is also not readily available in rural areas.”

e “The time spent trying to get the telehealth to work properly on the patients. It takes two
to three calls to actually prepare and provide the telehealth visit. Either the patient is not
ready and no matter how many times you give them instructions to get ready for the visit
they are never ready, do not answer or left their medication in the other room.”

e "Equipment malfunctions or replacements could not totally be addressed via telehealth
since ventilators require a physical presence of the [Respiratory Care Practitioner] to solve
the issue.”

Leaders also described challenges with telehealth being inadequate for meeting patients’ social
and privacy needs. For example, participants stated:

e “If the resident is able to get out then the trip to the doctor is good for them. It is not so
much the appointment itself but the whole experience. They get to go for the drive, breath
in the fresh air, go to a different environment.”

e “Those who are in domestic violence situations don't have the privacy they need at home
to address their concerns with their provider.”

Overall, leaders reported that telehealth was least helpful for physical exams; providing emergency
care; performing surgical, laboratory, or radiology procedures; and meeting complex care needs.
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12. IMPACT OF TELEHEALTH ON HOSPITALS

Section 3D.6.(c). (12) Impact of telehealth on hospitals during the COVID-19 pandemic.

Leaders across all types of settings? described several positive and negative impacts of telehealth
on their organizations and health care workers (Figure 12.1 and Appendix B, Table 12.1). Overall,
leaders valued telehealth during the COVID-19 pandemic because it maintained and expanded
their care services; reduced operating costs and PPE usage; and supported workers’
schedules, safety, and continued employment.

However, rapidly expanding telehealth infrastructure while simultaneously managing added
pressure from the pandemic also increased workloads and stress on both individual workers and
organizations as a whole. Leaders described a number of challenges throughout their telehealth
implementation process, such as managing security concerns, revenue losses, and care delivery
requirements, all while coping with limited resources and a sense of urgency.

Figure 12.1. Impacts of Telehealth on Health Care Organizations and Workers

Benefits of Telehealth Challenges of Telehealth

e Maintain and expand health care services e Sense of urgency amid limited resources

¢ Reduced operating costs e Security concerns

e Conservation of PPE e Revenue losses

¢ Retention of health care workers ¢ Need for workforce training

¢ New, supportive scheduling options for ¢ Inconsistent care delivery requirements
workers

e Increased workload for health care workers

» Decreased safety risks for workers e Stress and burnout of health care workers

To implement or expand telehealth services in response to the pandemic, organizational leaders
generally described the need to purchase or upgrade hardware and software and to train or
hire additional staff in telehealth usage. The difficulty with training workers is further
compounded by a general lack of existing best practices or defined professional roles in virtual
health care.

A few leaders also reported requirements to quickly credential health care providers in
telehealth and address malpractice concerns during the pandemic. For example, leaders from
organizations using telehealth for the first time offered the following remarks:

o “[We] assessed which clinical services and public health programs could use a telehealth
platform, contracted with a new vendor, [and then] trained staff.”

e “We conducted a thorough assessment of our electronic medical record, trained staff on its
use, assessed the billing regulations governing the provision of telehealth services,
implemented the services after acquiring the needed telehealth equipment for staff and will
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continue to use this service line post COVID. Telehealth visits are now 28% of our
organization’s total visits.”

Some leaders described how the payment and reimbursement processes for telehealth led to
revenue losses. For example:

e “As a Hospital Based Clinic/Provider Based Clinic, we lost revenue because the nurses
were no longer involved in the provision of care.”

TELEHEALTH RECOMMENDATIONS FROM LEADERS

Organizational leaders were asked to identify recommendations related to telehealth usage for
delivering health care services. Several respondents described wanting telehealth delivery
options to continue or expand even after the pandemic is over. A few leaders explained:

e “Telehealth as a mode of delivering healthcare services should be expanded and refined
and should remain an option for care for patients who are able to participate. Payers should
recognize this as a value-added service and should continue providing reimbursement for
telehealth services as we move forward.”

e “Expand the use of telehealth to address staffing shortages and address disparities in
staffing coverage.”

e “Telehealth is a critical tool for us to connect providers and patients remotely and ensure
access to care... We think this should continue for routine, urgent care, and follow-up visits
to reduce patients' need to come into the office.”

e “Mental health parity for telehealth services is CRITICAL and should be indefinite!”

e “I would like to see [telehealth] available for all hospitalized clients in a manner where
they could see and visit with family. This is especially true in LTC [Long Term Care],
rehab and other situations where people cannot visit and families cannot stay informed of
what is happening.”

e “Ideally the benefits (including some of the flexibility with requirements) will continue
even after COVID-19 response ends.”

Although many organizational leaders wanted telehealth options to continue, many also
recognized the need for formal telehealth training for health care workers, uniformity of
HIPAA-compliant telehealth platforms, and fair reimbursement rates for telehealth. For
example, respondents stated:

e “We need major training in this area.”

e “Specific HIPAA-compliant platforms are needed that are streamlined and uniform.
Learning each provider’s unique system is highly problematic.”

NC AHEC, 2021 Page 46 of 106 Pandemic Health Care Workforce Study



e “Reimbursement for telehealth services should be equitable and fair...”

Despite the challenges related to providing telehealth services, most providers and organizations
thought the benefits were strong enough to at least preserve the option of telehealth as North
Carolina moves beyond the pandemic.

13. RESTORING HEALTH CARE DELIVERY

Section 3D.6.(c). (13) Support necessary to resume health care delivery to pre-pandemic levels.

Most organizational leaders (71%) reported that their organizations temporarily postponed or
eliminated the provision of nonessential health care services and procedures for their patients due
to COVID-19. Of those, more than half (68%) reported planning to resume services by June
30, 2021. Further, they generally assumed that services would resume to pre-pandemic levels or
higher (Figure 13.1 and Appendix B, Table 13.1).

Figure 13.1. Expectations for Resuming Suspended Services by June 30, 2021
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Leaders also described the supports their organizations needed to resume the delivery of suspended
healthcare services to pre-pandemic levels. The majority of participants reported needing
additional health care workers to resume services. Some leaders stated:

o “Extra staffing to support screening/testing procedures.”

e “We would need additional staffing and we would need to operate our clinics [with] longer
hours. Given the requirements of masking, disinfecting, and social distancing, we do not
have the throughput that we might have had prior to COVID. To reach pre-pandemic levels,
we would have to be open longer to serve the same number of people (as we cannot see the
same number of people at one time).”
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Many leaders also indicated the need for adequate and reliable PPE and for increased public
health measures (e.g., vaccines, contact tracing, public education, and more testing). Several
others described the need for additional physical space to see patients or to allow them to wait in
their cars in support of distancing requirements. For example, respondents stated:

o “We will continue to need access to clinical supplies such as PPE, available clinical staff
such as primary care providers, dentists, and other clinical staff.”

e “[We would need] PPE and the ability for patients to wait outside of our facility (in cars)
if distancing is still necessary.”

e “[We need an] alternate care delivery site away from non-patients under investigation.”
Many leaders described the need for funding support. For example, respondents stated:
o “[We need] funding to survive the loss of income from closed or reduced services.”

e “[We need] funding to support providers who have been adversely impacted as well as
flexibility to provide services in different ways.”

e “Many facilities and organizations are going to require ongoing financial assistance to
maintain current levels of staffing and continue services, even beyond 2021.”

Finally, several participants described the need for changes in care financing or healthcare
delivery in North Carolina. For example, participants stated:

« “This is a great opportunity to expand health coverage to more North Carolinians. This
would increase opportunity to access healthcare and allow services to return to pre-
pandemic levels.”

o “Money was flowing to do COVID testing, identify cases...when COVID fades, [we] will
be left with people with [high blood pressure] [and] metabolic symptoms but [the] supports
to resume [services] could have been helped through this period of time...wish we knew
how we could pivot/advance health care delivery services to areas that have always had
large gaps for certain populations...squandered [patient] trust that we will have to earn
back. Let’s not go back to where we were; let’s advance from there to something better.”

14. SUPPORTING VULNERABLE POPULATIONS

Section 3D.6.(c). (14) Ability of the health care workforce and health care delivery structure to
respond to the needs of minority populations, individuals with health disparities, and individuals
and communities with increased health risks, during a pandemic.
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Minority groups, people subject to health disparities, and people with increased health risks were
defined in this study as “vulnerable populations.” These vulnerable populations also represent
those at greatest risk for exposure to COVID-19, comorbid or subsequent illness, and limited
access to health care. These barriers are often associated with the social determinants of health
(SDOH) such as age, race, ethnicity, income, employment status, living arrangements, or other
personal characteristics.
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reported across the system were in the ability to
respond to the health care needs of people who
are homeless, undocumented, incarcerated
(or formerly incarcerated), non-English
speaking, or have intellectual or developmental disabilities (Appendix B, Table 14.2). In
general, leaders reported feeling that their health care workforce was prepared to address the needs
of Black or African-Americans, Hispanic or Latinx people, older adults, children, low-income
people, and uninsured or underinsured people.

It is important to note that the survey asked leaders their opinions on the workforce’s ability to
meet the health care needs of these populations. Respondents did not describe the needs of
vulnerable populations extending beyond those that health care providers can directly address,
such as homelessness, poverty, lack of health insurance, and other concerns that are related to the
social determinants of health.

Several leaders described initiatives such as staff diversity training and education, community
outreach programs for diverse groups, and organizational partnerships to reach underserved
communities. However, responses generally lacked specificity, were inconsistent in how
vulnerable populations were defined, and failed to address structural and social reasons for health
disparities.

For example, when leaders were asked what steps their organizations took to prepare health care
workers to meet the needs of vulnerable populations during COVID-19, nearly a third of leaders
responded, “not applicable,” “don’t know,” “treat everyone the same,” or “already caring for these
populations.”
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15. IMPACT ON CURRENT AND FUTURE HEALTH SCIENCES STUDENTS

Section 3D.6.(c). (15) Impact of the COVID-19 pandemic, including concerns surrounding PPE
availability, on current health sciences students and implications for future students contemplating
a career in health sciences.

IMPACT ON CURRENT STUDENTS

Organizational leaders provided insights on the impacts of COVID-19 on current health sciences
students. Nearly all 107 leaders from both health care delivery and other settings indicated that the
pandemic had an overall negative impact on students. By far, the most frequently reported
negative impacts were concerns about the interruption or suspension of clinical rotations and
the delay of course completion, program graduation, or licensure.

Reasons as to why clinical experiences were suspended or canceled were largely related to a lack
of PPE availability and the lack of availability of clinical supervisors (i.e., “preceptors”)
because they were too busy or stressed to mentor students. For example:

e “Operating and cultivating a learning environment is resource intensive and expensive.
Although it is an important part of many organizations, it is not mission critical & can be
a distraction during a high-intensity COVID environment.”

e “We have delayed preceptor opportunities. We have also curtailed internships, so the
ability to gain practical experience is hindered.”

Many leaders are concerned that the pandemic-era reliance on virtual learning for clinical
experiences will prevent students from acquiring necessary hands-on training to care for
patients. Additionally, some leaders reported that students themselves have expressed concerns
about being unprepared to enter the workforce. Leaders’ remarks include:

e “The pandemic has negatively impacted learners. Their ability to have live clinical
experiences instead of simulated ones will impact their growth and development in the
health care workforce.”

e “...Lots of virtual learning with simulation, but that is not sufficient. Class sessions are
mostly on zoom, and zoom fatigue and burnout are high.”

e “..The transition from student to worker during pandemic is extremely challenging and |
fear they have lost a lot of the basic knowledge because they have had to get up to speed
so quickly on COVID. Especially concerned with the [lack of exposure to] teamwork and
resident interaction training/experiences that are so critical, | fear the new students will
return us to a more institutional model we have fought years to get away from.”

One leader summarized the negative impacts, stating:
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“Students were significantly impacted by COVID-19. As most clinical experiences were
cancelled or delayed, students were impacted in many ways including uncertainty of
meeting requirements or attaining graduation; worry of having knowledge gaps with
missed experiences, changing protocols, [and] various rules and regulations across
different settings; eligibility for exams or licensure; and PPE availability.”

Conversely, leaders also described positive impacts of the pandemic on current health science
students, such as the valuable learning opportunity and an increased interest in health care
and public health. For example:

e “They have had to see and experience first-hand how to deal with a pandemic.”

e “In many ways I think it has sparked additional interest in health and public health....”

SUPPORTING HEALTH SCIENCES STUDENTS

Most respondents indicated that their organizations did not introduce any innovations to address
barriers in accepting and/or supporting health care pre-professional students in their clinical
experiences and training. Those who did report changes primarily described the shift to virtual
learning platforms.

Several leaders reported engaging health science students to support COVID-19 efforts, including
training students to pre-screen patients, allowing students to shadow licensed providers in
telehealth, and supporting quality control. For example:

Some organizational leaders reported offering additional clinical rotations to limit student
group sizes or relaxing hiring and/or licensure requirements.

One leader described how developing a taskforce and collaborating with other organizations
proved to be beneficial:

“We developed a system-wide Student Re-Entry taskforce that... worked to identify both
barriers and solutions to return students. This included running scenarios for PPE use;
identifying high-risk experiences where we would not place students...; [and] creating
[memoranda of understanding] with academic partners about COVID measures and
screening guidelines, standard education for all students including PPE protocol, and a
graduated schedule of return to clinicals. We also worked with various partners to develop
other strategies for remote experiences including research and telehealth.”

IMPLICATIONS FOR FUTURE HEALTH SCIENCES STUDENTS

Most leaders (64%) reported that the pandemic negatively impacted future students. These
leaders most often cited concerns that future students would be more likely to reconsider a
health sciences career. For example:
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“..some may steer away from pursuing a career in healthcare in light of the COVID
pandemic for fear of being on the frontlines and experiencing the emotional stress and
burnout associated when future epidemics/pandemics arise.”

“Many are scared, or their parents are.... They are overstressed.”

“I'm sure nursing students are skeptical because they've seen how taxing it is to provide
care for COVID-19 patients, and they don't want to contract the virus themselves. Long
hours, influx of patients/increased census for an extended period of time, death and dying,
scared of spreading the virus to family/loved ones, etc. are reasons in my view nurses
wouldn't want to go to into the healthcare field.”

Whether or not enrollment and entrance numbers actually decline, these common concerns
highlight the stress that health care workers experience on the job and the need for supports to
prevent burnout.

Some leaders were also concerned that continued limitations may remain after the pandemic
subsides. For example:

“Future students may be impacted by continued restrictions in the clinical learning
environment which places extra burden on the education partner to provide virtual
simulation and alternative clinical experiences as possible...”

“The most pressing issue for future students will be fatigue and burnout for our current
preceptors and teachers. The unprecedented times have created additional priorities for our
clinicals and has resulted in some burnout. This is on top of a region that is already above
capacity for student clinical placement needs.”

Despite challenges experienced during the pandemic for health science students, the majority of
organizational leaders indicated that they were “likely” (67%) or “somewhat likely” (24%) to
recommend a health sciences career to future students. Only about 10 percent were indifferent

(Figure 15.1 and Appendix B, Table 15.1).
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e “... Ibelieve the pandemic may have a "9/11" effect on future students by inspiring students
to seek a career in healthcare based on altruistic motivation to help in times of crisis...”

e “.in rural areas, or for students who did not have the ability to shadow/volunteer,
innovations being addressed might ultimately help this population of students.”

Respondents speculated in both directions: Some worry that fewer students will enter the health
sciences due to physical safety and mental health concerns, while others believe more students will
be drawn to help in a crisis situation. It is likely that both outcomes are true to some extent, and
the ultimate impact on enrollment and entrance numbers remains to be seen.?

RECOMMENDATIONS FOR SUPPORTING STUDENTS

Leaders were asked to describe recommendations for supporting current and future health sciences
students. Their responses can be categorized into the following recommendation areas:

e Encourage and promote health sciences careers.
e Offer more virtual learning experiences.

e Increase clinical rotations.

e Expand training efforts.

e Offer financial assistance.

e Ensure appropriate regulations.

Sample quotations provide more detail on these areas, as shown in Appendix B, Table 15.2.

CONCLUSION

At the end of the survey, we invited organizational leaders to share “any specific suggestions about
health care delivery, health care organizations, and the health care workforce during the COVID-
19 pandemic that you think is important for the General Assembly to consider as they plan for a
future pandemic response” (Appendix F). Their responses can be grouped into the following topic
areas, and sample quotations are provided in Appendix B, Table 16.1.

Emergency supplies: The most frequent topic area mentioned was emergency supplies such as
PPE. When considering a potential future pandemic, leaders were concerned about adequate PPE
supply as well as contingency plans for patient care.

Financial concerns: The second most frequent topic mentioned was financial concerns.
Respondents mentioned the importance of small business loans, state-provided emergency
equipment, and flexible reimbursement and payment processes. These financial supports limited
the negative impact on health organizations’ budgets, reducing furlough or termination of
employees and ensuring critical patient services remained active.
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System-wide planning: Many organizational leaders remarked on the importance of a well-
planned, multidisciplinary pandemic response and wanted to see more emergency response
coor