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A National Rural Perspective 



     

  

 Improving the health of millions 
who call rural America home. 



   THE IMPORTANCE OF TODAY 

 

• Our Message:  rural healthcare is critical for rural 

patients and the rural economy: 
 

• You can’t have a healthy rural economy without a healthy rural 

community.  
 

•  Quality rural healthcare saves lives, provides skilled jobs, 

attracts businesses, and reinvests millions back into rural 

communities. 

 

 

 





Tom Price  

HHS Secretary 



Seema Verma - Centers for 

Medicare and Medicaid 

Services Administrator. She is 

the founder and CEO of SVC 

Inc., a health policy consulting 

firm. 



Regulatory Relief Ahead? 
 

• Common-sense approach needed for “exclusive use” standard. 

  

• Critical Access Hospitals (CAHs) and many Sole Community Hospitals (SCH) should 
be Eligible for Indirect GME (IME).  

 

• Performance Comparisons Should Occur Between Equivalent Cohorts in MIPS 

 

• Implementation of the Section 603 Site Neutral payment for new off-campus provider 
based department (PBD) harms rural providers. 

 

•  Hospital Star Rating treats Rural Hospitals Unfairly. Rural Relevant Measurements 
Needed. 

 

• Elimination of the 96 hour Condition of Payment requirement reduces unnecessary 
red tape in line with the congressional intent  in the creation of the CAH. 

  

• Changing the supervision requirements for outpatient therapy services to general 
supervision from direct supervision protects patient safety and access. 

  

• Improper MAC denial of Low-Volume Hospital Adjustment 

 



CMS Rural Council 

• Intra-agency council stood up by CMS Administrator Andy 

Slavitt, February, 2016 

• Cara James, CMS Office Minority Affairs and John 

Hammarlund, CMS Seattle Region Administrator are Co-

Chairs 

• Designed to be an internal working group to assess prior to 

regulations being promulgated the impact on rural providers 

and to mitigate negative effects on same 

• Desire to lay foundation for next Administration 



White House Rural Task Force 

-  Last month, President Trumps signs E.O. specifically focusing 

on the rural economy. 

- Primary focus is on agriculture - - but goal is to spur economic 

development in rural communities. 

 



     

Rural America’s  

Dying Hospitals 



 

Rural Hospital Closures on the Rise
The rate of closure is six times higher in 2015 than in 2010
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Closures
At this rate, 
25% of rural 
hospitals will 
shut down in 

less than 
10 years .



Declining Rural Life Expectancy 





2017 Market-place penetration 

THINNING FIELD                                                                    
Kaiser August, 2016 

 

“Most of the counties with just one insurer in 2017 would 

be predominantly rural.” 



NRHA Solution:  Market 
Reform 

• Any federal health reform proposal must address the fact that 

insurance providers are vacating rural markets.  

 

• Support requirements similar to those passed by Congress in 

the Community Reinvestment Act.   

• CRA encourages financial institutions to meet the credit needs of 

underserved communities. To enforce the statute, federal 

regulatory agencies examine banking compliance, and take this 

information into consideration when approving new bank 

branches or mergers and acquisitions. 

 



National Rural Health Association Membership 

2017 



Where are the uninsured today? 

Source: NYT “The Impact of Obamacare Oct 31,2016 







Obesity? 



Mapping the Opioid Crisis 



Deaths per 100,000 residents  



 

More likely to report fair to poor health 

 Rural counties 19.5% 

 Urban counties 15.6% 

 

More obesity 

 Rural counties 27.4% VS urban counties 23.9% 

 Less likely to engage in moderate to vigorous exercise: rural 

44% VS urban 45.4% 

 

More chronic disease (heart, diabetes, cancer) 

 Diabetes in rural adults 9.6% VS urban adults 8.4% 
 

 

Rural Health Disparities 



Workforce Shortages 

• Only 9% of physicians 

practice in rural America. 

• 77% of the 2,050 rural 

counties are primary care 

HPSAs. 

• More than 50% of rural 

patients have to drive 

60+ miles to receive 

specialty care. 

 



Findings from 2016 RWJ  

County Health Rankings 

Years lost 

increased in 1 of 

every 5 rural 

counties 



     





     

-Reimbursement 

-Licensure 

-Clinical Adoption 

-Community Acceptance  

Rural Telehealth Challenges: 

The Big Four - 



KEY Telehealth Legislation 

• Creating Opportunities Now for Necessary and Effective 6 

Care Technologies (CONNECT) for Health Act of 2017 

Introduced last week - - waives some restrictions around telehealth coverage 

in Medicare for specific programs or conditions, including Accountable Care 

Organizations (ACOs), home dialysis and stroke care.  Makes remote patient 

monitoring services available in bundled or global payments. 

• Telehealth Innovation and Improvement Act of 2017 

S. 787 (Gardner), adds the telehealth services in delivery reform model to the 

list of models the Centers for Medicare and Medicaid Services’ (CMS) Center 

for Medicare and Medicaid Innovation (CMI) can use to test innovative 

payment and service delivery models that reduce program expenditures while 

preserving or enhancing the quality of care.   





NRHA’s Position 

• Concern over Medicaid  

 
• NRHA Policy: We oppose block grants 
 

(In any type of reform, including approving state plans and waivers, 
the federal government must not abdicate its moral, legal, and financial 
responsibilities to rural, Medicaid eligible populations and to support the 
development of sustainable rural health systems.)  

 

• Concern that nothing is being done to address systemic rural 
health delivery problems: 

 
– Workforce shortages 

– Payment inequities 

– Hospital Closure Crisis 





NRHA to Congress:   

Vote NO on the American Health Care Act 

• Less health coverage:  According to the Congressional Budget Office,  about 2.9 

million rural Americans would lose their coverage by 2020. 

• More hospital closures. The AHCA also fails to restore hundreds of billions of 

dollars in reductions to Medicare’s hospital payments under Obamacare that offset 

the cost of increased coverage. Since the AHCA would also eliminate coverage for 24 

million Americans by 2026, hospitals would be stuck dealing with the Medicare cuts 

along with the loss of revenue from people with coverage.  

• Unaffordable premiums for older, rural Americans. Could charge older Americans 

who buy their own coverage up to 5 times the cost for younger individuals.  

• Worsens rural economy. The combination of higher insurance premiums and fewer 

rural hospitals would put rural areas at a disadvantage in attracting jobs to their area. 

In addition, health care is, by itself, a big part of rural economies.  

• Less treatment for opioid addiction. Loosens requirements for health plans to 

cover a minimum level of health care costs will make the treatment less accessible; 

andcuts to Medicaid will have an outsized impact on substance abuse treatment 

because Medicaid covers 25% of this treatment throughout the country. 



Does Republican Plan Help Rural? 



Critical Rural Hospital 

Medicare Payments Set to 

Expire Next Year 

• Medicare Dependent Hospital (MDH) - 

$100 million 

• Low-Volume Hospital (LVH) - $450 

million 

 



The Path Forward –  

New Approaches 

 

 



 U.S. Census show that after a modest four-year 
decline, the population in nonmetropolitan 
counties remained stable from 2014 to 2016 at 
about 46 million. (2014-2016 rural adjacent to 
urban saw growth.) 

However… 



  

  Although some rural areas are indeed declining in 

population, this figure obscures the larger overall 

trend: The number of students in rural school 

districts is steadily growing, according to data 

compiled by the National Center for Education 

Statistics (NCES).  

The Rural Youth Population Is Growing 



Delivering Value 

• Quality 

• Patient Safety 

• Patient Outcomes 

• Patient Satisfaction 

• Price 

• Time in the ED 

Data sources include CMS Process of Care, AHRQ PSI Indicators, CMS 

Outcomes, HCAHPS Inpatient/Patient Experience, MedPAR, HCRIS 

Study Area C – Hospital Performance 

Source: Rural Relevance Under Healthcare Reform 2014, Study Area C. 

Rural Urban Who has the edge? 

Rural hospitals match Urban hospitals on performance at a lower price 



 

 

 
A non-partisan  

path forward - 



Is ACA Working? 

  



Bad Debt Reductions are Crippling  

Rural Hospitals 

June, 2016 report of the Rural Health 

Research Program: 

 

• Bad debt is growing for rural hospitals due to 

high-deductible plans and  because of shortfalls 

care in Medicare and Medicaid were growing.  

 

• Rural hospitals Medicare bad debt levels are 

almost 50 percent higher than urban 

hospitals. 

 

• Equates to over $1 billion in lost revenue 

over 10 years.  iVantage. 

 



Delivery System Reform (DSR) 

January 2015 Announcement 

o HHS Secretary Sylvia M. Burwell announced measurable goals and a timeline 

to move the Medicare program towards paying providers based on the 

quality, rather than the quantity of care. 

 

Goals 

1. Alternative Payment Models:  

1. 30% of Medicare payments are tied to quality or value through alternative 

payment models by the end of 2016 

2. 50% by the end of 2018 

2. Linking FFS Payments to Quality/Value: 

1. 85% of all Medicare fee-for-service payments are tied to quality or value 

by 2016 

2. 90% by the end of 2018 



System Redesign 



Care Management: Target Populations 

  

 

 

 

Disease Management— 

Virtual/Telephonic 

Wellness/Prevention 
100% of Population 

20-25% of Population 

5-7% of Population 

2-3% of Population Complex Individual Case Management 

(40% of costs) 

Complex Disease Management 

Embedded/Primary Care 



Transition to Transformation/ 

Huge Impact of MACRA 

• Sweeping changes to Medicare reimbursement for physicians - 

- moving away from fee-for-service. 

• Goal:  tie increased  reimbursements to merit-based system or 

APMs. 

• Hospitals’ impact:  hospitals that employ physicians directly will 

be impacted.  Hospitals may also be called upon to participate 

in APMs. 

 

  



Future Models for Rural Providers 

• Kansas Model 

• Grassley Proposal, S 1648 

• Save Rural Hospital Act, HB 3225 

• MedPAC Proposal 

• Global Budgeting  



Save Rural Hospitals Act 

Rural hospital stabilization (Stop the bleeding) 
• Elimination of Medicare Sequestration for rural hospitals; 

• Reversal of all “bad debt” reimbursement cuts (Middle Class Tax Relief and Job 
Creation Act of 2012); 

• Permanent extension of current Low-Volume and Medicare Dependent Hospital 
payment levels; 

• Reinstatement of Sole Community Hospital “Hold Harmless” payments;  

• Extension of Medicaid primary care payments; 

• Elimination of Medicare and Medicaid DSH payment reductions; and 

• Establishment of Meaningful Use support payments for rural facilities struggling. 

• Permanent extension of the rural ambulance and super-rural ambulance 
payment. 

 Regulatory Relief 
• Elimination of the CAH 96-Hour Condition of Payment (See Critical Access 

Hospital Relief Act of 2014); 

• Rebase of supervision requirements for outpatient therapy services at CAHs and 
rural PPS See PARTS Act);  

• Modification to 2-Midnight Rule and RAC audit and appeals process. 

 Future of rural health care (Bridge to the Future) 
I      Innovation model for rural hospitals who continue to struggle.   



Future Model: Community Outpatient 
Model 

• 24/7 emergency Services 
 

• Flexibility to Meet the Needs of Your Community through 
Outpatient Care: 

• Meet Needs of Your Community through a Community Needs Assessment: 

•        Rural Health Clinic 

• FFQHC look-a-like 

• Swing beds 

• No preclusions to home health, skilled nursing, infusions services observation care. 

 

• TELEHEALTH SERVICES AS REASONABLE COSTS.—For purposes of this 
subsection, with respect to qualified outpatient services, costs reasonably associated with 
having a backup physician available via a telecommunications system shall be considered 
reasonable costs.”. 

 
• “The amount of payment for qualified outpatient 

services is equal to 105 percent of the 

reasonable costs of providing such services.” 

 

• $50 million in wrap-around population health 

grants. 



Global Budgeting 

• CMMI published White Paper on Global Budgeting and rural 

providers 

• Maryland All-Payer Model 

• Fixed global budgets based on historical cost trends 

• Pennsylvania initiated Global Budgeting demonstration 

• Approximately 8 rural hospitals participating 

• Hope to start January 1, 2018 

• Karen Murphy, Secretary of Health in PA a former CMMI leader 

• Rural providers and SORH so far enthusiastic 

• Featured at 2017 Rural Hospital Innovation Summit, San Diego 

• Concerns: 

• Variations in cost due to seasons and epidemics 

• Services covered under budget and for what populations/payers? 

 



Pennsylvania Rural Health Model 

   
• Goal – increase financial viability of PA rural 

hospitals and improve access to high-quality 
care. 

• Participating rural hospitals paid based on all-
payer global budgets—a fixed amount that is set 
in advance for inpatient and outpatient hospital-
based services, and paid monthly by Medicare 
fee-for-service and all other participating payers.  

• Rural hospitals would redesign care to improve 
quality and meet the health needs of their local 
communities. 
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G o  R u r a l !  


