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Executive Summary 

Objectives 

 
The objective of the Idaho Primary Care Needs Assessment is to identify communities with the greatest 

unmet health care needs, disparities, and health workforce shortages across Idaho, and identify key 

barriers to health care access for Idaho communities in terms of preventative and primary care. The 

principal focus of the needs assessment is upon primary care services, defined as family medicine, 

general medicine, internal medicine, pediatrics, and OB/GYN specialties.  

The first section of the Idaho Primary Care Needs Assessment examines 47 primary care health 

indicators subdivided into three categories: health status, health care access, and health risk behaviors. 

Subsequent sections of the needs assessment review federal Health Professional Shortage Area (HPSA) 

and Medically Underserved Area and Population (MUA/MUP) designations, programs and resources in 

Idaho relevant to preventative and primary care access and improvement, as well as primary care 

educational opportunities and advanced medical training programs available within the state. 

Limitations 

 
5ǳŜ ǘƻ ǘƘŜ ƳŜǘƘƻŘ ƻŦ Řŀǘŀ ŎƻƭƭŜŎǘƛƻƴ ŀƴŘ ǎƳŀƭƭ ǇƻǇǳƭŀǘƛƻƴǎ ƛƴ ǎƻƳŜ ƻŦ LŘŀƘƻΩǎ ǊǳǊŀƭ ŀƴŘ ŦǊƻƴǘƛŜǊ 

counties, sufficient sample sizes for some counties could not be acquired from selected health indicator 

data sets to conduct analysis and draw reasonable, valid conclusions. As a result of these insufficient 

sample sizes (less than 20 observations) for some chosen health indicators, caution is urged not to draw 

specific conclusions based solely on those estimates, as doing so may not be representative of the 

population group identified.  

Also as a result of a change in weighting and methodology in selected indicator data sets, as well as the 

availability of data, information was drawn from a number of sources. BRFSS data from 2011 and later 

should not be compared to data collected in 2010 and preceding years due to the methodology change. 

Findings 

 
According to the chosen method of analysis using the selected health indicators, the quartile ranking 

table exhibits where the areas of greatest need exists for primary care services and healthcare programs 

to overcome health care barriers and associated outcomes. Shoshone, Nez Perce, Clearwater, Caribou, 

and Benewah County exhibited the worst health status among the 44 Idaho counties. In contrast, 

Madison, Blaine, Teton, Valley and Ada County were shown to have the best health status outcomes in 

the state.  

Using the results from the chosen indicators and method to measure health access, Boise, Adams, 

Owyhee, Payette, and Clearwater County displayed the greatest need for improved health access, while 

Elmore, Nez Perce, Ada, Blaine, and Bannock County were shown to provide the best health care access 

in Idaho. With regards to health risk behaviors, Oneida, Madison, Bear Lake, Jefferson, and Boise County 

indicated populations with minimal risk behaviors, while Shoshone, Owyhee, Elmore, Lemhi, and Teton 
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County presented populations demonstrating the highest prevalence of lifestyle behaviors detrimental 

to health outcomes among Idaho counties. 

Although the method of analysis and indicators selected for the Idaho Primary Care Needs Assessment 

differed from other available models based on its intended focus (primary care versus overall 

community health), the results from the assessment closely resembled published findings such as the 

Robert Wood Johnson Foundation and University of Wisconsin Population Health InstituteΩǎ County 

Health Rankings & Roadmaps (www.countyhealthrankings.org). The similarities between the 

assessment with models such as County Health Rankings & Roadmaps can largely be attributed to using 

a comparable approach incorporating a number of factors related to population health, in many 

instances derived from the same state and federal data sources.  

Conclusions 

 
Health is a qualitative value, not a quantitative value. As such, it is influenced by a number of dynamic 

values and beliefs residing within the population as well as health access and socio-demographic factors 

not accounted for in current shortage designations. Primary care is but one interrelated component of 

an inclusive system shaped by the environment. 

Shortage area designations play a critical role in directing many state and federal resources, including 

but not limited to the National Health Service Corps (NHSC) and increased Medicaid and/or Medicare 

reimbursement for services provided by primary care providers practicing in geographic HPSAs, 

Community Health Centers and Look-a-Likes, Critical Access Hospitals (CAHs), and Rural Health Clinics 

(RHCs). However, true health access and outcomes are not simply determined by geographic population 

to provider ratio. The health assessment findings suggest that while current federal shortage 

designations are valuable in determining provider shortage serving a geographic area or population, 

these designations alone do not necessarily provide an accurate assessment tool for identifying or 

indicating geographic areas or population groups with a deficit of primary care services, overall unmet 

health care needs, and disparities to improve LŘŀƘƻΩǎ healthcare system and population outcomes.  

Recommendations 

 
Through the infusion of roughly $224 million appropriated by the American Recovery and Reinvestment 

Act (ARRA) of 2009 to the NHSC loan repayment and scholarship programs, as well as a $75 million 

appropriation for loan repayment renewals in 2011, the Health Resources and Services Administration 

(HRSA) was capable of reducing program limitations and expanding funding to support a greater number 

of clinicians working with underserved populations in HPSA scores as low as 8 in 2008 (The National 

Council for Community Behavioral Healthcare, 2009).  

With funding associated with ARRA being spent, funding for loan repayment and scholarship awards has 

declined, forcing the program to implement greater HPSA score cutoffs for ranking provider 

applications. Within the most recent FY2013 and FY2014 NHSC loan repayment application cycles, all 

available awards were made to providers serving geographic areas or populations located within a 
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Health Professional Shortage Area (HPSA) designation score of 14 or above (National Health Service 

Corps). As dedicated funding for the NHSC, Teaching Health Center Graduate Medical Education 

program, and Community Health Centers (CHCs) from the Affordable Care Act (ACA) is set to expire in 

September 2015, concern for the future stability and viability of these programs grow (American 

Academy of Family Physicians, 2014). 

Of the eight counties identified in the assessment exhibiting greatest overall need, only four counties 

(Nez Perce, Owyhee, Payette, Shoshone) possessed Primary Care HPSA designation scores great enough 

(14 or above) for loan repayment award based upon the current funding appropriation for the program. 

Similarly, among the 11 Idaho counties which ranked within the bottom quartile of the assessment for 

health status, access, and risk indicators combined, only six (Lincoln, Owyhee, Payette, Power, 

Shoshone, Washington) reflected a Primary Care HPSA score allowing for participation with the NHSC. 

Of the twenty-two Idaho counties above the median using combined rankings of health status, access, 

and risk indicators, ten had a primary care HPSA score of 14 or above. To overcome barriers and 

effectively improve the quality of health for all Idahoans, current resources dedicated to this purpose at 

both the federal and state level must be available and aligned with an accurate assessment tool to 

identify areas of greatest need and support primary care providers and services.  

To address this disparity occurring between methodology and programs currently implemented to 

identify and address areas of greatest need, further assessment and studies are suggested to be 

directed towards: 

¶ Preventative care and health care access for low-income patients; 

¶ How primary care physician shortages may or may not contribute to health outcomes; 

¶ Impact of the Patient Centered Medical Home (PCMH) model of care implemented by the Idaho 

State Healthcare Innovation Plan (SHIP) in improving area health outcomes; 

¶ Formation of a centralized and/or collaborative statewide health data and analytics system 

compiling and reviewing information from additional points of care such as Emergency Medical 

Services (EMS); 

¶ The differences between counties identified within this assessment demonstrating greatest 

need as compared to other Idaho counties, as well as identified trends in surrounding states; 

¶ The perspective of populations and clinicians on barriers to care; 

¶ Population and appraisal of the sufficiency of healthcare systems in improving health status; 

¶ Whether HPSAs effectively identify and measure high need areas and populations; 

¶ Current standard of care practices for health professionals in areas with a sufficient workforce, 

yet poor health outcomes; 

¶ The effectiveness of the NHSC program in improving access to care, health outcomes or status; 

¶ Effective methods to develop and maintain patient education and engagement; 

¶ And the availability and importance of specialists and specialty care in Idaho in relation to 

primary care, as well as the number and type of professionals needed to achieve comprehensive 

interdisciplinary care. 
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At this time, it is suggested this assessment be utilized by the PCO to guide resources such as the Rural 

Health Care Access Program (RHCAP), Rural Physician Incentive Program (RPIP), and Idaho State Loan 

Repayment Program (SLRP) to support primary care providers, programs, and entities that serve within 

qualified shortage areas with poor health outcomes, but do not receive assistance due to HPSA scores 

falling below HRSA funding levels.  

Looking ahead, a key component to address health workforce development issues, establish a strong 

primary care delivery system, and eliminate identified health access barriers begins with having a strong 

education system in place to attract and prepare students for health care professions. A number of 

healthcare professions require some form of higher education. As many Idaho students struggle 

academically following high school as the Idaho Department of Education has articulated, continued 

efforts should be made statewide to improve educational outcomes for kindergarten through 12th grade 

as well as post-secondary education. Expansion of health career pipeline programs and opportunities 

available for both urban and rural residents within the state should be explored.  

Most importantly, federal, state, and community partners are encouraged to continue to work together 

to avoid άǎƛƭƻ ŜŦŦŜŎǘέΣ ƻǊ ŀ ƭŀŎƪ of effective communication and support directing resources towards 

facilitating common, collaborative goals. As the Office of Rural Health Policy (2010) acknowledges, 

άŎƻƳƳǳƴƛǘȅΣ ŀŘƳƛƴƛǎǘǊŀǘƛǾŜΣ ŀƴŘ ƳŜŘƛŎŀƭ ƭŜŀŘŜǊǎƘƛǇ Ƴǳǎǘ ǊŜŎƻƎƴƛȊŜ ǘƘŀǘ ǘƘŜ ƭƻŎŀƭ ǎȅǎǘŜƳ ƻŦ ƘŜŀƭǘƘ 

services is best served through collaborative apprƻŀŎƘŜǎ ǊŀǘƘŜǊ ǘƘŀƴ ŎƻƳǇŜǘƛǘƛǾŜ ƻƴŜǎέ (p. 3). Many 

opportunities exist within the changing healthcare landscape for potential collaboration in areas such as 

health information technology and establishing a patient centered model of care, as well as developing 

projects for grant opportunities that promote health education and improve patient quality. Together, 

we can make Idaho a healthier state.  
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Section I: Introduction 
 
The Idaho Primary Care Office (PCO) is located within the Bureau of Rural Health and Primary Care, 
Division of Public Health, Idaho Department of Health and Welfare. Within the Bureau of Rural Health 
and Primary Care, the PCO strives to ensure quality, affordable health care for rural and underserved 
populations in Idaho, define where shortage areas may exist, and to describe access, disparities, 
capacity and utilization in healthcare systems across Idaho. To accomplish this endeavor, the bureau 
disseminates information, manages programs, conducts analysis, and provides resources relevant to 
improving rural health and primary care in Idaho in partnership with various partners in accordance with 
federal and state law.  

Purpose of Needs Assessment 

 
The purpose of the Idaho Primary Care Needs Assessment is to identify geographic areas and 
populations with the greatest unmet health care needs, disparities, and health workforce shortages, as 
well as key barriers to primary health care access for these communities at county and sub-county 
levels. As cited by Donaldson, Yordy, and Vanselow (1994), by the definition adopted by the Institute of 
Medicine, Primary Care is the provision of integrated, accessible health care services by clinicians who 
are accountable for addressing a large majority of personal health care needs, developing a sustained 
partnership with patients, and practicing in the context of family and community (p. 15). It not only 
serves a vital function as the first point of contact and ongoing source of care for patients in a healthcare 
delivery system, but coordinates specialty care delivery as well. By conducting this assessment, the 
Idaho PCO may be able to appropriate limited resources with greater efficiency and effectiveness to 
strengthen primary care delivery across the state. This needs assessment will serve a critical function in 
prioritizing areas of greatest need, serving as a baseline from which to: 
 

¶ Determine historical activities to overcome health care barriers and their outcomes,  

¶ Identify partners to assist in the implementation of activities and timelines that will reduce 
health care barriers in Idaho in populations of greatest need,  

¶ And spur community discussions to identify additional health care barriers.   
 
By using empirical data to support potential strategies to overcome health care barriers, the needs 
assessment will improve appropriation of resources to geographic areas and populations at county and 
sub-county levels which:  
 

¶ Lack access to preventive and primary care services;  

¶ Experience shortage of primary care, mental health, and dental providers;  

¶ Experience key barriers to access to health care (i.e. waiting time, travel time);  

¶ Demonstrate the highest need for health services.  

Data Sources and Limitations 

 
The health indicator analysis in the Idaho Primary Care Needs Assessment primarily includes information 
from Idaho Bureau of Vital Records and Health Statistics data systems such as Vital Statistics, the 
Behavioral Risk Factor Surveillance System (BRFSS), and the Pregnancy Risk Assessment Tracking System 
(PRATS). Other sources used in health indicator analysis include point-in-time data sets received from 
the Health Resources and Services Administration (HRSA) Area Health Resource File (AHRF), Idaho 
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Department of Health and WelfareΩǎ Division of Medicaid, as well as poverty level estimates derived 
from the U.S. Census Bureau Small Area Income and Poverty Estimates (SAIPE) Program. Most Idaho 
Bureau of Vital Records and Health Statistics data systems also collect information at a public health 
district level; therefore, due to the method of data collection and small populations ƛƴ ǎƻƳŜ ƻŦ LŘŀƘƻΩǎ 
rural and frontier counties, sufficient sample sizes for particular counties could not be acquired from 
Vital Statistics and the BRFSS for certain health indicator data sets to conduct analysis and draw 
reasonable, valid conclusions.  
 
To ensure valid data sets with sufficient sample size for each county, life expectancy and morbidity rates 
from Idaho Vital Statistics are based on five-year aggregate data collected from 2009-2013, and are age-
adjusted to allow population comparison. Due to insufficient sample sizes (less than 20 observations) for 
some Vital Statistics mortality rates, the assessment takes caution not to draw conclusions based solely 
on those estimates, as doing so may not be representative of the population group identified. As a result 
of a change in BRFSS weighting methodology, as well as inclusion of cell phone respondents to the 
BRFSS survey in 2011, only prevalence data collected from 2011 and later from BRFSS was used for 
analysis in this assessment. BRFSS data from 2011 and later should not be compared to data collected in 
2010 and preceding years due to the methodology change. 
 
Idaho Shortage Designation information is based on surveys conducted by the Idaho Primary Care Office 
(PCO), federally mandated by the U.S. Department of Health and Human Services, Health Resources and 
Services Administration (HRSA). In addition to data available to the Idaho PCO, the authors of this 
assessment also collaborated with statewide partners from the Boise State University Center of Health 
Policy, Family Medicine Residency of Idaho, and Idaho Primary Care Association regarding respective 
Idaho primary care workforce data, and information on delivery services across the state.  
 
To make certain of the quality of data regarding primary care educational opportunities and residential 
programs, authors of the assessment sought input and were assisted in their research efforts through 
information provided by administrators of the Bingham Memorial Hospital Internal Medicine Residency 
Program, Family Medicine Residency of Idaho, Idaho State University Family Medicine Residency 
Program, Kootenai Health Family Medicine Residency Program, and University of Washington ς Boise 
Internal Medicine Residency Program at the Boise Veterans Affairs Medical Center. 
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Section II: State Overview 
 
Idaho is the 11th largest state in the nation in terms of land area, and ranks 39th in total population 
according to data from the 2010 Census. The state contains 44 counties, the largest of which is Idaho 
County (8,477.35 square miles). The ǎǘŀǘŜΩǎ most populous county, Ada County, has a total population of 
416,464 according to 2013 annual estimates published by the U.S. Census Bureau, and is home to the 
ǎǘŀǘŜΩǎ ƭŀǊƎŜǎǘ Ŏƛǘȅ ŀƴŘ ŎŀǇƛǘŀƭΣ .ƻƛǎŜ (United States Census Bureau, 2014).  Using 2013 data from U.S. 
Department of Health and Human Services Division of Shortage DesignationΩǎ "State Population and 
It{! 5ŜǎƛƎƴŀǘƛƻƴ tƻǇǳƭŀǘƛƻƴ {ǘŀǘƛǎǘƛŎǎέ, CQ Press ranks Idaho 13th nationally in percent of population 
lacking access to primary care services at 17.4%, 6.5% greater than the national average (SAGE 
Publications, Inc., 2013).  
 
From rural definitions established by 
the Idaho Department of Commerce as 
cited by Salant and Porter (2005), 35 of 
44 Idaho counties (79.5%) are defined 
as rural, lacking population centers of 
over 20,000 residents (p. 5). 
Furthermore, 6 or fewer people per 
square mile reside within 16 ƻŦ LŘŀƘƻΩǎ 
44 counties (36%), granting them 
classification as frontier counties. In 
addition to being sparsely populated, 
Idaho is riddled with mountainous 
terrain, complicating travel for Idaho 
residents and presenting a unique 
challenge to health care access. More 
than 15% of roads across the state have 
a grade between 5 and 10%, and over 
24% of Idaho roads have a grade 
exceeding 10%. According to a May 
2014 report published by TRIP (2014), 
ŀǇǇǊƻȄƛƳŀǘŜƭȅ мм҈ ƻŦ LŘŀƘƻΩǎ Ƴŀjor 
roads are in poor condition; moreover, 
ǊƻǳƎƘƭȅ пл҈ ƻŦ LŘŀƘƻΩǎ ƳŀƧƻǊ ǳǊōŀƴ 
highways are over-utilized (p. 2). Poor 
road conditions and terrain not only 
play a critical factor in many traffic 
fatalities and costly accidents, but can 
also hinder emergency response times 
and patient travel to health care 
providers. 
 
As the National Rural Health 
Association (2014) cites, rural 
populations tend to have a lower 
average per capita income in 

Figure 1: Rural Classifications, Idaho, 2014 
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comparison to urban counterparts, increased prevalence of risk behaviors such as alcohol abuse and 
smokeless tobacco use, as well as greater morbidity and mortality rates. Furthermore, although 
approximately a quarter of the U.S. population resides in areas identified as rural, only an estimated 
10% of the national physician workforce is believed to be practicing in rural communities.   
 
Positive health outcomes have also been shown to be strongly correlated with higher wealth and 
socioeconomic status. In a study by Wenzlow, Mullahy, Robert, and Wolfe (2004), 40% of individuals 
having the lowest 10% of income reported poor or fair health. In contrast, less than 10% of individuals 
with the highest income reported having poor or fair health. As the study ŦƻǳƴŘΣ άholding demographic 
and other individual characteristics fixed, both income and net worth are positively associated with 
ŦŜǿŜǊ ǊŜǇƻǊǘǎ ƻŦ ǇƻƻǊ ƻǊ ŦŀƛǊ ƘŜŀƭǘƘ ŀƳƻƴƎ ƛƴŘƛǾƛŘǳŀƭǎ ŀƎŜŘ нр ǘƻ рпέ (p. 35). 2012 poverty estimates 
ǊŜƭŜŀǎŜŘ ōȅ ǘƘŜ ¦Φ{Φ /Ŝƴǎǳǎ .ǳǊŜŀǳΩǎ {Ƴŀƭƭ Area Income and Poverty Estimates (SAIPE) program in 
December 2013 show that approximately 16% of LŘŀƘƻΩǎ population (almost 1 in every 5 individuals) fall 
below the federal poverty threshold (U.S. Census Bureau, 2013).  
 
As a result of the significant professional shortages, geographic barriers, and limited resources that exist 
throughout the state, Idaho faces many innate difficulties in addressing primary care need. 
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Section III: Idaho Health Indicator Analyses 

Method of Analysis 

Health Status, Access and Risk Behavior Indicators 

 
To accurately assess the state and fulfill the objectives of the needs assessment, the Idaho Primary Care 
Office (PCO) selected a total of 47 indicators subcategorized into three categories: health status, health 
access, and health risk behavior (See Appendix A, Tables 1-1, 1-2, 1-3). 
 
Of these, 21 indicators were selected which are representative of health status, 18 representative of 
health access, and 8 representative of health risk behaviors. Selection of these indicators was based 
primarily upon statewide health issues, Healthy People 2020 initiatives, and Idaho Department of Health 
and Welfare Division of Public Health leading health indicators. 

Health Status Indicators 
Life Expectancy 
Total Mortality Rate 
Infant Mortality Rate 
Malignant Neoplasm (Cancer) Mortality Rate 
Heart Disease Mortality Rate 
Chronic Lower Respiratory Disease Mortality Rate 
Unintentional Injury Mortality Rate 
Cerebrovascular Disease (Stroke) Mortality Rate 
Fertility Rate 
Self-Reported Health Status 
Physical Health 

Mental Health 
Obesity Prevalence 
Diabetes Prevalence 
Asthma Prevalence 
Arthritis Prevalence 
High Cholesterol 
High Blood Pressure 
Enteric Disease Incidence Rate 
Pertussis (Whooping Cough) Incidence Rate 
STD Incidence Rate 

Health Access Indicators 
Poverty Level 
Personal Doctor 
Perceived Affordability of Health Care Access 
Live Birth Rate 
Low Birth Weight 
Colorectal Cancer Screening 
Breast Cancer Screening 
Cervical Cancer Screening 
Cholesterol Screening 

Yearly Routine Check-up 
Lifetime Pneumonia Vaccine 
Yearly Influenza Vaccine 
HIV Test 
Health Care Coverage 
Medicaid Enrollment 
Medicare Enrollment 
Medicare Advantage Enrollment 
Primary Care Physician Rate

Health Risk Indicators 
Fruit and Vegetable Consumption 
Physical Activity 
Cigarette Smoking 
Smokeless Tobacco Use 

Binge Drinking 
Heavy Drinking 
Illicit Drug Use 
Seat Belt Use 

 
For the assessment, health status indicators were selected to portray the overall health of Idahoans 
residing in each county of the state. The chosen indicators were selected to encompass infant and adult 
life expectancy, chronic disease prevalence, self-reported health status (general, physical, and mental), 
and the top five causes of death in Idaho (cancer, heart disease, chronic lower respiratory disease, 
unintentional injury, and stroke). 
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In defining health access, aƛƭƭƳŀƴ όмффоύ ŘŜƭƛƴŜŀǘŜǎ ǘƘŀǘ ƘŜŀƭǘƘ ŀŎŎŜǎǎ ƛǎ ǘƘŜ ŜȄǘŜƴǘ άǘƻ ǿƘƛŎƘ 
ƛƴŘƛǾƛŘǳŀƭǎ ƻǊ ƎǊƻǳǇǎ ŀǊŜ ŀōƭŜ ǘƻ ƻōǘŀƛƴ ƴŜŜŘŜŘ ǎŜǊǾƛŎŜǎ ŦǊƻƳ ǘƘŜ ƳŜŘƛŎŀƭ ŎŀǊŜ ǎȅǎǘŜƳέ (p. 32). 
Unfortunately, disparities in health care access exist as the result of a number of socioeconomic barriers 
to service, such as cost, health care coverage, and provider shortage, which ultimately results in 
preventable hospitalizations and unaddressed health needs. As outlined in Healthy People 2020 topics 
and objectives, access to health care impacts many health-related outcomes in communities, including: 
 

¶ Overall physical, social, and mental health status 

¶ Prevention of disease and disability 

¶ Detection and treatment of health conditions 

¶ Quality of life and well-being 

¶ Preventable death 

¶ Life expectancy (U.S. Department of Health and Human Services, 2014) 
 

Health access indicators selected for use in the assessment investigate access to preventative and 
primary care services. Selected indicators may also generally indicate the availability, utilization, or 
public perception of pertinent services in area. Access indicators for preventative care services include 
cholesterol checks, colorectal cancer screenings, HIV testing, mammograms, and Pap smears, as well as 
immunizations and vaccinations to bacterial and viral illnesses such as influenza, diphtheria, tetanus, 
pertussis, and human papillomavirus. Primary care access indicators in the assessment include but are 
not limited to county poverty level, perceived affordability of health care access, general health 
insurance coverage, federal and state health insurance program (Medicaid and Medicare) enrollment, 
primary care providers per 100,000 population, and yearly routine patient visits to explore access to 
primary care services in each county. Maternal health care access is examined through live birth rates, 
as well as low birth weight in live births. 
 
Due to the fact that determinants of health status and disparities are generally influenced not only by 
access to health services but through likelihood of future morbidity (and mortality) caused by unhealthy 
lifestyle choices, health risk indicators are also incorporated into the assessment to account for risk 
behaviors which often correlate with morbidity and mortality incidence and prevalence. Examples of 
health risk indicators include fruit and vegetable consumption (diet), leisure time physical activity, 
cigarette and tobacco use, alcohol consumption, and illicit drug use. 

Quartile Ranking Table  

 
To examine the 47 indicators at a county and sub-county level in order to develop logical, valid 
conclusions to assist in identifying geographic areas and populations with the greatest unmet health 
care needs, disparities, health workforce shortages, and access barriers, the assessment begins by 
ranking health status, access, and risk indicator results by county within three quartile ranking data 
tables (Appendix A, Table 1-1, 1-2, 1-3).  
 
In the tables, Idaho counties are ordinally ranked for each indicator by assigning a numerical value (1-44) 
based upon indicator results. A lower numerical value for a county represents a better health outcome 
for that county in comparison to other counties, whereas a higher numerical value for a given county 
represents a poorer health outcome in comparison to counties with lower values.  Once ordinally 
ranked, counties are then color-coded to separate ordinal rankings into easily identifiable quartiles for 
every indicator. This ranking allows for sufficient comparison between rates and percentages of each 
indicator among Idaho counties.  
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Finally, it is important to note in the quartile ranking tables that the ordinal rankings do not imply 
statistical significance of any kind. Due to small population size or limitations in methodology which 
prevented analysis of reliable health indicator data at a county-level, data was unavailable for some 
indicators. To facilitate this form of comparative analysis, counties in which insufficient data or 
methodology were unavailable were assigned the median rank, or numerical value separating the 
upper half of the quartiles from the bottom half. Some rankings in the quartile tables are based upon 
rates calculated from a small number of observations (<20 events). From a statistical perspective such 
rates are unstable, and individuals must exercise caution when attempting to draw conclusions from 
these small sample sizes. If the percentage or ranking for a given health indicator was shared by multiple 
counties, each county was given the higher rank.  

Findings 

 
According to the chosen method of analysis using the selected health indicators, the quartile ranking 
table exhibits where the areas of greatest need exist for primary care services and health care programs 
to overcome health care barriers and associated outcomes. Shoshone, Nez Perce, Clearwater, Caribou, 
and Benewah County exhibited the worst health status. In contrast, Madison, Blaine, Teton, Valley and 
Ada County were shown to have the best health status among the 44 Idaho counties.  
 
Furthermore the results from the chosen indicators and method to measure health access determined 
that Boise, Adams, Owyhee, Payette, and Clearwater County displayed the greatest need for improved 
health access, while Elmore, Nez Perce, Ada, Blaine, and Bannock County were shown to provide the 
best health care access in the state. With regards to health risk behaviors, Oneida, Madison, Bear Lake, 
Jefferson, and Boise County indicated populations with the least risk behaviors, while Shoshone, 
Owyhee, Elmore, Lemhi, and Teton County presented populations among Idaho counties demonstrating 
the highest prevalence of lifestyle behaviors detrimental to health outcomes. 
 
Although the method of analysis and indicators selected for the Idaho Primary Care Needs Assessment 
differed from other available models based on its intended focus (primary care versus overall 
community health), the results from the assessment closely resembled published findings such as the 
wƻōŜǊǘ ²ƻƻŘ WƻƘƴǎƻƴ CƻǳƴŘŀǘƛƻƴ ŀƴŘ ¦ƴƛǾŜǊǎƛǘȅ ƻŦ ²ƛǎŎƻƴǎƛƴ tƻǇǳƭŀǘƛƻƴ IŜŀƭǘƘ LƴǎǘƛǘǳǘŜΩǎ County 
Health Rankings & Roadmaps (www.countyhealthrankings.org). The similarities between the 
assessment with models such as County Health Rankings & Roadmaps can largely be attributed to using 
a comparable approach incorporating a number of factors related to population health, in many 
instances derived from the same state and federal data sources.  
 
Figure 2: Quartile Rankings by County (Health Status, Health Access, and Health Risk Behavior) 

Quartile Health Status Health Care Access Health Risk 

Top Quartile (Top 25%) Madison 
Blaine 
Teton 
Valley 
Ada 

Jefferson 
Fremont 
Franklin 
Latah 
Custer 
Camas 

Elmore 
Nez Perce 

Ada 
Blaine 

Bannock 
Butte 
Latah 

Kootenai 
Caribou 
Madison 
Valley 

Oneida 
Madison 
Bear Lake 
Jefferson 

Boise 
Franklin 

Bonneville 
Washington 
Minidoka 
Fremont 
Blaine 
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Quartile Health Status Health Care Access Health Risk 

Second Quartile Boise 
Oneida 
Adams 

Bonneville 
Butte 

Kootenai 
Gem 
Clark 

Bonner 
Cassia 

Canyon 

Bonneville 
Bear Lake 
Oneida 
Camas 
Custer 

Twin Falls 
Franklin 
Cassia 
Lemhi 
Jerome 

Jefferson 

Canyon 
Ada 

Bingham 
Lewis 

Bonner 
Adams 
Custer 

Kootenai 
Bannock 
Payette 
Camas 
Clark 

Third Quartile Lewis 
Lemhi 

Bear Lake 
Bannock 
Bingham 
Twin Falls 
Gooding 
Lincoln 
Elmore 

Minidoka 
Washington 

Teton 
Lincoln 

Bingham 
Bonner 
Clark 

Fremont 
Gem 

Shoshone 
Power 
Canyon 

Minidoka 

Latah 
Gem 

Cassia 
Power 

Boundary 
Twin Falls 
Caribou 
Gooding 
Jerome 
Idaho 

Bottom Quartile 
(Bottom 25%) 

Idaho 
Jerome 

Boundary 
Power 

Owyhee 
Payette 

Benewah 
Caribou 

Clearwater 
Nez Perce 
Shoshone 

Boundary 
Gooding 

Clearwater 
Payette 
Owyhee 
Adams 
Boise 
Idaho 

Benewah 
Washington 

Lewis 

Butte 
Valley 

Benewah 
Nez Perce 

Lincoln 
Clearwater 

Teton 
Lemhi 
Elmore 
Owyhee 

Shoshone 

 
Eight of the 44 Idaho counties (Benewah, Boundary, Clearwater, Idaho, Nez Perce, Owyhee, Payette, and 
Shoshone) fell within the bottom quartile for multiple categories used in the quartile ranking system. 
Based upon the selected method of analysis, these eight counties display the greatest overall unmet 
health care needs and disparities within the state pertaining to health status, access, and risk behaviors. 
Specifically, Nez Perce and Shoshone County were revealed to rank in the bottom quartile of the health 
status and health risk categories. Meanwhile, Boundary, Idaho, and Payette County each fell within the 
lowest quartile for health status and health access. Most notably however, Benewah, Clearwater, and 
Owyhee County ranked within the bottom quartile for all three categories into which the indicators 
were grouped (health status, health access, and health risk behavior).  
 
Geographically, six of the eight counties identified with scores falling within the lowest quartile for 
multiple categories are located within the Idaho Panhandle, or northern region of the state comprised of 
the ten northernmost counties of Benewah, Bonner, Boundary, Clearwater, Idaho, Kootenai, Latah, 
Lewis, Nez Perce, and Shoshone County. In relation to the rest of Idaho, this region tends to be isolated 
from the southernmost part of the state by the Salmon River and Seven Devils mountain ranges. As 
Rodriguez (2011) specifies, the Idaho Panhandle also hosts federally-recognized Native American tribes 
ǊŜǎƛŘƛƴƎ ǳǇƻƴ ǘƘǊŜŜ ƻŦ ǘƘŜ ǎǘŀǘŜΩǎ ŦƛǾŜ Native American ǊŜǎŜǊǾŀǘƛƻƴǎΥ ǘƘŜ /ƻŜǳǊ ŘΩ!ƭŜƴŜ wŜǎŜǊǾŀǘƛƻƴ ƛƴ 
Benewah and Kootenai County; the Kootenai Reservation in Boundary County; and the Nez Perce 
Reservation in Clearwater, Idaho, Latah, Lewis, and Nez Perce County (p. 1). Although manufacturing, 
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healthcare, and tourism have emerged as major industry sectors in recent decades according to the 
Idaho Department of Labor (2014), development within this region of the state has been historically 
defined by natural resource-based sectors such as mining, agriculture, and the forest product industry 
(p. 1). 
 
Across the state, the results may suggest counties with aging populations and higher proportions of 
residents of Native American/Alaskan Native origin require greater focus upon to improve statewide 
outcomes. With the exception of Owyhee County, seven of the eight Idaho counties identified in the 
ranking table displaying the greatest unmet needs in health status, access, and risk outcomes exhibited a 
resident population aged 65 years and older exceeding the state median of 15.76%. Furthermore, all 
eight counties identified with the greatest overall need possess a Native American and Alaskan Native 
resident population exceeding the state median of 1.34% (See Appendix F, Tables 84, 85).  
 
Although it is not feasible to draw definitive conclusions or make assertions of correlation, causality, or 
statistical significance due to limitations imposed by the chosen methodology and available data sets, 
these findings offer general insight with respect to geographies and populations where current 
preventative and primary care services, development strategies, and constructive dialogue may be 
focused to generate better health-related outcomes for individuals residing within these respective 
Idaho communities. 
 
It is paramount to note that we live within a complex, dynamic environment where a number of factors 
exist such as religion, wealth, family and group behavior, and unique individual needs (e.g. physical 
needs, safety needs, need for love or belonging, self-esteem, self-actualization). In interaction with 
health access, these factors (both quantifiable and unquantifiable) have a cumulative impact upon the 
choices we make in our lives, interaction with the healthcare system, and thus significantly influence 
health and welfare outcomes.  
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Section IV: Idaho Shortage Designation Development 
 
Development of shortage designations are a constant focus and priority of the Idaho Primary Care Office 
(PCO) based upon the number of rural and underserved areas and populations existing within the state.  
Lƴ ǘƘŜ t/hΩǎ mission to identify geographic areas or population groups with the greatest unmet health 
care needs, disparities, and health workforce shortages, shortage designations serve a critical role in 
prioritization of both federal and state resources to overcome LŘŀƘƻΩǎ challenges in improving primary 
care delivery.  
 

Health Professional Shortage Area Designations (HPSAs) 

 
Health Professional Shortage Areas (HPSAs) are federal designations designated by the U.S. Department 
of Health and Human Services, Health Resources and Services Administration (HRSA), which identify and 
indicate geographic areas or population groups with a deficit in primary care services within medical, 
dental, and mental health categories. HPSA designations are used as an eligibility requirement for 
numerous federal programs and resources available to primary care providers such as the Conrad 30 J-1 
Visa Waiver Program, as well as the National Health Service Corps (NHSC) Scholarship and Loan 
Repayment Programs. It is a priority for Idaho to make sure that HPSA designations are updated so that 
as many resources and programs as possible are available to Idaho providers, and are regularly updated 
every four years as required. Defined primary care service areas (census tracts or counties) can receive 
either a geographic or population-group HPSA designation. For a service area to receive a geographic 
HPSA designation: 
 

¶ The defined geographic service area for health service delivery must be considered rational; 

¶ The population-to-provider full-time equivalency ratio in the rational service area must exceed 

the defined population-to-provider ratio (Figure 3); 

¶ Health care resources in contiguous areas of the rational service area must be over-utilized, or 

exhibit excessive distance or inaccessibility (Health Resources and Services Administration). 

In instances where a defined primary 
care service area does not meet 
shortage criteria for geographic HPSA 
designation, a population-group HPSA 
may be possible. For a service area to 
receive a population group designation, 
a population (i.e. low-income, migrant 
farm worker, etc.) within the service 
area must have access barriers to 
primary care. Furthermore, the 
population group, access barriers, and 
ratio of persons in the population group 
to the FTE of providers serving it must 
be defined. Access barriers to primary 
care can include aspects such as health 
insurance coverage, poverty level, 

 
Geographic HPSA  

Criterion 
Population Group HPSA 

Criterion 

Primary Care >= 3,500:1 physician >= 3,000:1 physician 

Dental >= 5,000:1 dentist >= 4,000:1 dentist 

Mental 
Health 

>= 6,000:1 core-mental 
health provider AND 
20,000:1 psychiatrist* 

>= 4,500:1 core-mental 
health provider AND 
15,000:1 psychiatrist** 

 
*OR a population-to-core-mental health provider ratio >= 6,000:1 OR a population-
to-psychiatrist ratio of >=30,000:1. 
** OR a population-to-core-mental health provider ratio >= 6,000:1 OR a 
population-to-psychiatrist ratio of >=20,000:1. 
 
Source:  U.S. Department of Health and Human Services, Health Resources and 
Services Administration 

Figure 3: Population to Provider Ratios for HPSA Designations 
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perceived affordability of health care, office or appointment wait times, as well as travel time or 
distance to the nearest primary care provider.  
 
As defined by the U.S. Department of Health and Human Services, primary care and mental health 
designations may receive a score from 1 to 25 (Health Resources and Services Administration). Dental 
designations are capable of receiving a score ranging from 1 to 26. A larger score is synonymous with a 
greater shortage of providers for the geographic area or population group, and represents a higher 
priority for available primary care programs and resources to address (Health Resources and Services 
Administration). 
 
HPSAs are required to be updated once every four years, and are permitted to be designated in non-
concurrent years by a state PCO. As a result, designation statistics may not accurately reflect current 
health workforce shortages or population health care needs which are continuously influenced by a 
number of dynamic socio-demographic factors that may result in sudden changes in population and 
demographics, and/or migration of health providers. However, HPSA scores and statistics are important 
to note, as they still provide the most accurate four-year time-series data available gathered directly 
from health providers through data collection activities by state PCOs. According to the Health 
Resources and Services Administration (HRSA) (2014) within the U.S. Department of Health and Human 
Services, as of August 29, 2014 there are 6,084 designated Primary Care HPSAs, 4,968 Dental HPSAs, and 
4,050 Mental Health HPSAs across the United States. Based upon established population to provider 
ratios for each discipline as of August 2014, approximately 8,102 primary care physicians, 7,300 dentists, 
and 2,786 psychiatrists would be needed to eliminate designations nationwide at this point in time 
(Health Resources and Services Administration). 
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Primary Care Health Professional Shortage Areas 

 
There are 43 Primary Care Health Professional Shortage Area (HPSA) designations for geographic areas 
and population groups across the State of Idaho. These designations cover 96.36% of ǘƘŜ ǎǘŀǘŜΩǎ total 
land area: approximately 60.54҈ ƻŦ LŘŀƘƻΩǎ ƎŜƻƎǊŀǇƘȅ ƛǎ ŘŜǎƛƎƴŀǘŜŘ ŀǎ ŀ ǇƻǇǳƭŀǘƛƻƴ ƎǊƻǳǇ It{!Σ ǿƘƛƭŜ 
35.82% is designated as a geographic HPSA in the primary care discipline. 
 
Figure 4: Idaho Primary Care Health Professional Shortage Area Designations, 2015 
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Dental Health Professional Shortage Areas 

 
There are 43 Dental Health Professional Shortage Area (HPSA) designations for geographic areas and 
populations across the State of Idaho. These designations cover a total of 97.01% ƻŦ ǘƘŜ ǎǘŀǘŜΩǎ ƭŀƴŘ 
area: approximately 78.18҈ ƻŦ LŘŀƘƻΩǎ ƎŜƻƎǊŀǇƘȅ ƛǎ ŘŜǎƛƎƴŀǘŜŘ ŀǎ a population group HPSA, while 
18.83% is designated as a geographic HPSA in the dental discipline. 
 
Figure 5: Idaho Dental Health Professional Shortage Area Designations, 2015 
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Mental Health Professional Shortage Areas 

 
There are 7 Mental Health Professional Shortage Area (HPSA) designations for geographic areas and 
populations across the State of Idaho. Due to the severe shortage of mental health professionals across 
the state, the Idaho Primary Care Office reviews the stateΩǎ ƎŜƻƎǊŀǇƘȅ on a regional basis. As a 
geographic HPSA, these mental health designations encompass all of IdahoΩǎ ƭŀƴŘ ŀǊŜŀ ŀƴŘ ǇƻǇǳƭŀǘƛƻƴΦ  
 
Figure 6: Idaho Mental Health Professional Shortage Area Designations, 2015 
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Facility Health Professional Shortage Areas 

 

  

 

 

 

 

 

 

 

 

 

Figure 7: Idaho Facility Health Professional Shortage Area Designations, 2015 

Currently, facilities are scored by HRSA according to methodology which accounts for the 
population to primary care provider ratio, percent of population below the federal poverty level, 
infant mortality or low birth weight rate, and travel time of distance to the closest available 
source of primary care services. Scores for each factor are weighted and combined to establish 
the cumulative overall designation score for the facility HPSA. Data used in scoring facility 
designations are taken from a number of sources, including but not limited to census civilian 
population and poverty data, American Medical Association (AMA) and American Osteopathic 
Association (AOA) files, and Uniform Data System (UDS) grant reporting from CHCs and Look-a-
Likes. Facilities may also submit alternative data regarding population and poverty data, infant 
mortality or low birth weight, providers, or travel time and distance for consideration in the 
designation process (Health Resources and Services Administration).  
 
Overall, there are a total of 122 Facility Health Professional Shortage Area (HPSA) designations 

across the State of Idaho in the Primary Care, Dental, and Mental Health disciplines as of 

September 2014. Of the 122 Facility Health Professional Shortage Area designations across the 

state, 46 facilities are designated with a shortage in primary medical care, 37 designations identify 

facilities with a shortage in dental services, and 39 designations identify facilities with a shortage 

in mental health services (See Appendix D, Table 56) 

¶ Community Health Centers (CHCs) and Look-a-Likes,  

¶ Certified Rural Health Clinics,  

¶ Public Health Centers, 

¶ Migrant Health Centers or Indian Health Service facilities,  

¶ Tribal and Urban Indian sites,  

¶ Federal or state correctional institutions (medium or maximum 
security),  

¶ And public or non-profit outpatient medical facilities (Health 
Resources and Services Administration). 

 
 
 

In some cases, facilities may also be designated as a federal Health Professional 
Shortage Area (HPSA). In general, facilities who demonstrate they provide primary 
care medical, dental, and/or behavioral health services to a designated area or 
population and lack sufficient capacity to serve the primary care needs of the area or 
population are eligible for designation. Examples of facilities eligible for Facility HPSA 
designation include: 

 

 

CHC Facility 

RHC Facility 
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Medically Underserved Areas (MUAs) 

 
The Medically Underserved Area (MUA) designation process involves applying the Index of Medical 
Underservice (IMU) to information in a defined service area to acquire a score for the area. The IMU 
scale is based upon a range of 0 to 100, where a score of 0 indicates the area is completely underserved, 
and a score of 100 indicates the defined area is least underserved. Based upon criterion established by 
the U.S. Department of Health and Human Services, Health Resources and Services Administration, 
defined areas with an IMU of 62.0 or less qualify for an MUA designation (U.S. Department of Health 
and Human Services, 1995).  
 
The IMU score for a defined service area takes into account: 
 

¶ The ratio of primary care physicians per 1,000 population 

¶ Infant Mortality Rate 

¶ Percent population below 100% federal poverty level 

¶ Percent population aged 65 or older 

There are 39 Medically Underserved Area (MUA) designations across the State of Idaho. These MUA 
designations cover a total of 46.45҈ ƻŦ ǘƘŜ ǎǘŀǘŜΩǎ total land area.  

Medically Underserved Populations (MUPs) 

 
The Medically Underserved Population (MUP) designation process utilizes the same information and 
processes as MUA designations. However, MUP designations do not apply to the total residential civilian 
population within the designated area, but only to populations possessing economic, cultural, or 
linguistic barriers to primary care services. 
 
There are 10 Medically Underserved Population (MUP) designations across the State of Idaho. These 
designations cover a total of 24.27҈ ƻŦ ǘƘŜ ǎǘŀǘŜΩǎ ƭŀƴŘ ŀǊŜŀΦ  

Summary 

 
Altogether, MUA and MUP designations cover approximately 70.72҈ ƻŦ LŘŀƘƻΩǎ ǘƻǘŀƭ ƭŀƴŘ ŀǊŜŀΦ MUA 
and MUP designations are valuable to Idaho as grants available under Section 330 of the Public Health 
Service Act are only available to those institutions (Community Health Centers, Federally Qualified 
Health Centers, and Federally Qualified Health Center Look-a-Likes) which serve MUA/MUPs. 
Furthermore, clinics must operate in a designated MUA or HPSA to be designated as a Rural Health 
Clinic by the Centers for Medicare and Medicaid Services (CMS). Awards granted on behalf of the Idaho 
Rural Health Care Access Program must serve currently designated MUAs or HPSAs. As more than two-
thirds of the state (70.72%) is classified under these designations, it is highly advantageous to 
institutions seeking assistance from their associated programs. 
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Figure 8: Idaho Medically Underserved Area (MUA) and Population (MUP) Designations, 2015 
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Section V: Primary Care Delivery Systems 
 
In order to ensure quality, affordable health care, Idaho relies upon a complex network of healthcare 
organizations to serve the state populace.   

Community Health Centers 

 
As the Idaho Primary Care Association (2014) proudly acknowledged, LŘŀƘƻΩǎ /ƻƳƳǳƴƛǘy Health Centers 
(CHCs) have played a crucial role in addressing health care barriers and providing access to quality 
preventative and primary care for Idahoans for over 40 years (p. 1). As community-based and patient-
directed non-profit organizations, CHCs support the primary care infrastructure in several integral ways 
throughout numerous primary care, dental, and behavioral health clinics across the state. To qualify for 
support from the Health Resources and Services Administration, CHCs are required to: 
 

¶ Be located in (or serve) a high need, federally designated Medically Underserved Area or 

Population (MUA/P), 

¶ Be governed by a community board,  

¶ Provide comprehensive primary care and supportive services, and offer those services to all 

individuals regardless of ability to pay, 

¶ Meet federal and state administrative, clinical, and financial operation requirements (U.S. 

Department of Health and Human Services). 

With governance by a community board, each CHC has strong input from the community in the manner 
which health services are structured and implemented. Through clinical sites in 43 Idaho communities, 
providers working for the 13 CHCs operating in Idaho during 2013 served 153,679 individuals with 
preventative and primary care services. This equates to approximately 1 in 9 Idahoans, totaling 576,085 
patient visits over that period of time (Idaho Primary Care Association, 2014, p. 3).  
 
By directly serving areas and populations of high need with comprehensive health services regardless of 
ability to pay, CHCs reduce service disparities and access issues for low-income and other underserved 
populations. In 2013, approximately 49% of CHC patients in Idaho were at or below the federal income 
poverty level. Moreover, 49% of the 153,679 individuals CHCs served were uninsured, and another 32% 
relied upon public assistance programs such as Medicaid and Medicare for provision of health care 
services (p. 2).  
 
As a result of the challenges faced by patients to participate in their cost of care, CHCs rely heavily upon 
federal funding and other non-profit sources of revenue to support their efforts to provide quality, 
coordinated, and consistent care to at-risk populations. Based on their location in areas which meet the 
requirements of a federally designated MUA or MUP and the sheer volume of uninsured, low-income 
patients they serve, Community Health Centers remain a vital delivery system that improve health 
statǳǎ ŀƴŘ ŀŎŎŜǎǎ ŀŎǊƻǎǎ LŘŀƘƻΩǎ ǊǳǊŀƭ ŀƴŘ ǳƴŘŜǊǎŜǊǾŜŘ ŎƻƳƳǳƴƛǘƛŜǎΦ  
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Figure 9: Idaho Community Health Centers, 2014 

 














