[image: image1.png]NOSORH

national organization of state offices of rural health



National Organization of State Offices of Rural Health

Platform for Supporting SORH Efforts to Improve

Health Care in Rural America

GOAL: To present a simple, achievable policy platform which provides State Offices of Rural Health with a greater perspective on what they, their partners and their constituents can do to improve the quality and delivery of health care in rural settings.

BACKGROUND:  Rural healthcare systems are in a fragile state.  There continue to be gaps in services that these systems provide, which has an enormous impact on the health and well-being of U.S. citizens.  The needs of rural populations and communities are constantly evolving as well; they are increasingly affected by higher energy costs, aging populations and growing numbers of un- and underinsured citizens.  As a result, the programs, facilities and professionals serving these rural communities are increasingly unable to meet their needs.

State Offices of Rural Health (SORHs) have assumed leadership roles in addressing these challenges; they have a rich history of developing partnerships; creating, delivering and managing programs; and providing resources and technical assistance that help meet the healthcare needs of rural Americans.  Among other things, SORHs:

· Serve as a clearinghouse for collecting/disseminating rural health information;
· Coordinate health-related programs and activities within their state to avoid duplication of effort;
· Identify Federal, state and non-governmental organization (NGO) resources and provide technical assistance regarding application and participation;
· Encourage the recruitment and retention of health professionals in rural areas; and
· Develop and strengthen Federal state and local partnerships that enhance rural health.
SORHs continue to respond to the healthcare needs of the rural communities as best they can.  However, new rural-specific healthcare policies and programs – and additional funding to implement and maintain these programs – are critical if states are expected to address rural health issues and concerns as effectively as possible.

The National Organization of State Offices of Rural Health (NOSORH) was established in 1995 to assist SORHs in their efforts to improve access to, and the quality of, health care for rural Americans.  NOSORH accomplishes this by supporting the development of state and community rural health leaders; creating/facilitating partnerships at the national and state levels that foster information sharing and spur rural health-related programs and activities; and helping communities create a healthy rural America by enhancing access to quality healthcare services.

PLATFORM TO SUPPORT STATE OFFICES OF RURAL HEALTH:  In June 2005, NOSORH conducted a survey of SORH directors to gauge the most prominent health issues facing rural communities and identify state and regional variations of those issues.  Based on the results of that survey, NOSORH has established a Platform for Supporting SORH Efforts to Improve Health Care in Rural America.  Working with SORHs and other partners, NOSORH develops programs and supports activities which strengthen each state’s ability to accomplish the following priorities:
· Expand the rural healthcare workforce;

· Offer accessible, quality health care to the uninsured;

· Reduce oral and behavioral health disparities in rural communities;

· Enhance the delivery of rural emergency medical services;

· Improve the status of small rural hospitals; and

· Invest in, and expand the reach of, health information technology.
NOSORH has implemented various programs and conducted numerous activities geared toward the successful implementation of this Platform.  Since 2006, NOSORH has:

· Held roundtable discussions on priorities (Reno, NV and Portland, ME) and made recommendations for partnerships;
· Reviewed NRHA-supported appropriations request annually;
· Developed a NOSORH “support of appropriations”;
· Hosted a workforce summit to identify model programs and make national, state and local recommendations;
· Convened two meetings of SORH and EMS officials to explore partnership opportunities;
· Solicited input from various constituencies to determine/prioritize rural healthcare needs and formulate policies designed to address those needs;
· Input from NOSORH members at every 2008 regional meeting

· Input from Policy Committee and committee co-chairs
· Reviewed several state health policy reform plans;
· Reviewed the National Rural Assembly Initial Platform on Health;
· Wrote letters in support of/opposing various legislation, including:

· Conrad State 30 Improvement Act

· Veterans to Paramedics Transition Act

· Expansion/reauthorization of State Children’s Health Improvement Programs

· Endorsement of Medicare Quality Improvement Organizations

· Endorsement of consensus matrix definition of the National Center for Frontier Communities

· Extension of public comment period for Changes in Conditions of Participation Requirements and Payment Provisions for Rural Health Clinics and Federally Qualified Health Centers; and
· Submitted recommendations for using additional monies made available to the Federal Office of Rural Health Policy as a result of the American Recovery and Reinvestment Act.

In 2009, NOSORH developed a series of statements that offered specific recommendations for supporting SORHs’ efforts to improve the health of rural Americans.  These statements have been drafted in a manner that addresses each of NOSORH’s priority areas; they also have been drafted in a manner that does not conflict or compete with platforms established by the National Rural Assembly, the National Rural Health Association or any of NOSORH’s other key partners.  These statements support the broad-based work done by those organizations – particularly the four recommendations made by the National Rural Assembly – and define the role that SORHs can play in acting upon those recommendations.


Finally, while each statement provides a set of recommendations for each NOSORH priority area, they are connected by one common goal: the adoption of significant, meaningful health reforms that improve the health status of rural Americans.  Regardless of the priority area, NOSORH strongly believes that the following rural-specific issues need to be considered when shaping future rural health policies:
· Approximately 61 million Americans – nearly 20 percent of the population – live in rural areas.  This population has specific healthcare needs that cannot be addressed through a “one size fits all” approach.

· Recruiting and retaining healthcare workers in rural communities is the top priority for addressing rural healthcare needs – not just primary care providers, but oral, behavioral and allied health professionals as well.
· Developing an equitable payment system for rural healthcare providers is critical.

· Rural communities must have the flexibility, control and support they need to implement systems and approaches that address the healthcare needs of their communities.
National Organization of State Offices of Rural Health

Statement on Expanding the Rural Healthcare Workforce

The shortage of healthcare workers in rural communities is the greatest rural health issue facing America today.  While about 20 percent of the American population – approximately 61 million people – live in rural areas, only about nine percent of all physicians1 and 12 percent of all pharmacists2 practice in rural communities.  Rural areas average about 30 dentists per 100,000 residents, while urban areas average approximately twice that number.3  Shortages of nurses (both registered nurses and licensed practical nurses) and allied health professionals also abound.

This shortage is only expected to worsen as the demand for healthcare workers nationwide grows faster than the supply over the next several years.  Consider the following:

· Overall, the Bureau of Health Professions projects that there will be a 33 to 44 percent increase in demand for physicians and a 41 percent increase in demand for RNs between 2000 and 2020.4  Unfortunately, supply is not expected to keep up with demand; projections indicate there will be a shortage of approximately 200,000 physicians and 800,000 RNs in the United States by 2020.5
· The Bureau of Labor Statistics projects that between 2000 and 2010, an additional 1.2 million (50 percent increase) nursing aides, home health aides, and persons in similar occupations will be needed to (a) cover the projected growth in long-term care positions and (b) replace departing workers.  However, the pool from which such workers have traditionally been drawn – mainly women between the ages of 25 and 50 without post-secondary education – continues to shrink.6
· The cost of medical education has reached unprecedented levels.  According to the Association of American Medical Colleges (AAMC), the average medical school debt of students from the class of 2007 was $139,517; approximately 75.5 percent of those students graduated with a debt load of at least $100,000.7  Given these reports, it should be no surprise that most choose to enter a subspecialty with a salary of $300,000 as opposed to primary care with a salary of $120,000.8
· The average cost to replace a critical care RN is $64,000 and the cost to replace an RN on a medical surgical unit averages $42,000, including recruitment, orientation, and non-productive time.9
· According to the Bureau of Health Professions, there is an acute shortage of pharmacists in the U.S.  In February 1998, there were 2,670 unfilled full and part-time positions in the U.S. as compared to 6,920 in February 2000.  Adding to this, enrollment rates in U.S. schools of pharmacy declined during this period.10
As those living in rural communities already know, a shortage of healthcare workers has a profound impact in a variety of ways: decreased access, which has a profound impact on quality of care; increased stress in the workplace; increased medical errors; increased workforce turnover/decreased retention rates; and increased healthcare costs. The projected national trends will only exacerbate the impact of rural health workforce shortages that currently exist.

State Offices of Rural Health have a rich history of developing partnerships; creating, delivering and managing programs; and providing resources and technical assistance that help meet the healthcare needs of rural Americans.  Therefore, these organizations can play an important role in addressing these challenges.  However, new rural healthcare policies and programs and additional funding are crucial if states are expected to address rural health issues and concerns as effectively as possible.

For that reason, NOSORH supports the creation and funding of programs and activities that expand the technical assistance capacity of State Offices of Rural Health.  In terms of expanding the rural health workforce, funding for this improved technical assistance capacity could be used to:

· Increase the recruitment and retention of health professionals in rural communities;
· Develop equitable reimbursement and pay models/systems for primary care physicians;

· Work with institutions of higher learning, workforce training programs and state agencies to develop a greater understanding of rural health workforce development issues and create educational opportunities that expand the rural health workforce;

· Identify cross-credentialed profession models and work with allied health groups on implementation;
· Develop and implement community-based training programs that increase the number of students from rural communities entering health professions; and
· Improve workforce data collection in order to generate and analyze standardized data.
NOSORH is particularly supportive of programs and activities which enable State Offices of Rural Health to address the following recommendations made by the National Advisory Committee on Rural Health and Human Services:

· Stabilize current levels of primary care providers in rural areas through tax credits and incentive pay, particularly those in rural HPSAs and MUAs.  Such incentives should be offered to both new and existing rural practitioners (Recommendations 89-13, 94-04).

· Increase and target funding for the U.S. Department of Health and Human Services’ Health Professions Programs, with special priority given to programs that prepare individuals for primary care, rural practice or practice with other underserved groups.  Preference should be given to programs that provide clinical experiences in rural and other underserved areas; link rural clinicians and the faculty of teaching institutions; have curricula which address the health needs of rural and other underserved individuals and the health systems serving them; or weigh admission criteria to favor rural, underserved and/or disadvantaged/minority applicants (Recommendations 91-24, 91-27).

· Encourage more training of “mid-level” and allied health professionals for rural communities (Recommendation 01-13).

· Require that training programs receiving graduate medical education funding have rural training sites (Recommendation 01-17).

· Seek authorization and funding which allows pharmacists to be eligible for the National Health Service Corps (Recommendation 06-02).
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Statement on Improving Rural America’s Access to Health Insurance

Providing access to quality, affordable health care is one of the most significant issues facing the American healthcare system today.  Despite government-funded “safety net” programs such as Medicare, Medicaid and the State Children’s Health Improvement Program, approximately 45.7 million Americans – 15.3 percent of the U.S. population – still lack health insurance.1  Nearly 8.1 million of those without insurance are children.2
This lack of insurance is especially worrisome in rural communities, whose residents are generally poorer, older and less healthy than their urban counterparts – factors that directly influence the adequacy of health insurance coverage and access to health care.3  Because of the diverse geographic, demographic, social and economic structures of rural communities, the health and economic status of people living in remote rural counties (those not adjacent to urban counties) can even differ substantially from rural residents who live closer to large urban areas.4  For example:

· Approximately 21.9 percent of residents in remote rural counties are uninsured, compared to 17.5 percent in rural counties adjacent to urban counties and 14.3 percent in urban counties.5 

· Only 59 percent of workers in remote rural counties are offered employer-sponsored health insurance (compared to 69 percent in urban counties), and less than half of workers in remote rural counties are covered by their employers (compared to nearly 60 percent in urban areas). Two factors are primarily to blame for this phenomenon – workers in remote rural counties typically earn lower wages than urban workers, and residents of remote rural counties are more likely to work for smaller businesses.6
· Residents of remote rural areas also are more likely to be uninsured for longer periods of time; their chances of being uninsured for an entire year are a third greater than residents of urban counties.7
There is also growing evidence that rural residents with health insurance have coverage that pays less of their healthcare expenses, forcing them to pay a greater percentage of their healthcare costs – a commonly accepted definition of “underinsured.”  Consider the following:

· Ten percent of rural residents rely on the individual policies as opposed to employee-sponsored/group policies for their health insurance.  On average, individual market plans cover 63 percent of medical costs, compared to 75 percent covered by group insurance plans.  Half of individual market plans cover just 30 percent of healthcare expenses.
· Thirty-five percent of rural residents with health insurance lack dental coverage (compared to 29 percent of urban residents).  As a result, rural residents are 50 percent more likely than urban residents to report never going to the dentist.

· The rural privately insured are more than 50 percent more likely to have no drug coverage.

· Total annual healthcare expenses per person for non-metropolitan residents are 18 percent greater than annual healthcare costs for residents of metropolitan areas.  When viewed as a percentage of household income spent on healthcare expenses, a two-person household in a non-metropolitan area would spend 20 percent of their income on healthcare expenses, compared to 13 percent for a similar metropolitan household.

· Out-of-pocket costs for rural, privately covered residents are about 10 percent higher than urban residents, suggesting the health benefits of rural residents are less comprehensive.8
Despite an array of healthcare differences between urban and rural communities, the ultimate health status of rural people has as much to do with the availability of health insurance – and the type of coverage available – as anything else.  Quite simply, those who lack health insurance (or those with coverage which requires them to pay more out-of-pocket expenses) are less likely to seek the healthcare services they may need, thus worsening the health status and increasing the chronic conditions that exist among those individuals.  Therefore, there is a need to improve rural Americans’ access to quality, affordable healthcare – and to do so in a way that takes into account the diverse geographic, demographic, social and economic structures of rural America.
State Offices of Rural Health have a rich history of developing partnerships; creating, delivering and managing programs; and providing resources and technical assistance that help meet the healthcare needs of rural Americans.  Therefore, these organizations can play an important role in helping make quality health insurance more accessible to these individuals.  For this to occur, rural healthcare policies and programs – and the funding which supports these policies and programs possible – are critical if states are expected to address this rural health issue as effectively as possible.

For that reason, NOSORH supports the funding of programs and activities which expand the technical assistance capacity of State Offices of Rural Health to meet the healthcare needs of rural Americans.  In terms of increasing access to quality, affordable health care, NOSORH recommends:
· Parity and equity in health insurance coverage for all Americans regardless of geographic location.

· National health reform efforts which ensure real access to health care for all Americans with a full range of healthcare options.  Any reform efforts should encourage community integrative models of health care that foster collaboration between safety net providers and small rural hospitals. 

· The creation of health insurance community ratings models which take into account the unique economic issues in rural communities.

· The establishment of health insurance programs which serve small rural employers and offer incentives to provide employer-sponsored health insurance. 

· Insurance plans which support a wide range of healthcare services and delivery options, including mental and behavioral health and tele-health services, among others.

· Managed care plans, including Medicare Advantage which are structured so that they address the unique characteristics of rural communities. 
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Statement on Improving the Status of Small Rural Hospitals 

Rural hospitals provide essential healthcare services to nearly 54 million people in the United States, including nine million Medicare beneficiaries.1  These hospitals typically serve as the healthcare “hub” of the community, offering residents access to a continuum of healthcare services and providers in one location.  They also are frequently one of the largest, if not the largest, employers in the community – meaning the financial stability of a small rural hospital has a tremendous influence on its community’s economic health.

As is the case with most hospitals, small rural hospitals depend largely on Medicare reimbursements to compensate them for services they offer; however, those with attached nursing homes can be equally dependent on Medicaid.  Unfortunately, these hospitals face enormous fiscal challenges as reimbursement rates for these services decline – especially rural hospitals, which suffer from lower Medicare margins due to their smaller size; more modest assets and financial reserves; and higher percentage of Medicare patients since rural populations are typically older than average urban populations.2 

As reimbursement rates for services decrease, many rural hospitals find themselves eliminating critical healthcare services just to remain financially solvent; in some instances, they are even forced to close their doors.  A host of other pressures – a sustained shortage of healthcare workers; healthcare liability premiums and health information systems that drive costs higher; limited capital to renovate or replace aging facilities – only make the situation worse.  Therefore, there is a need to offer programs and services that enable rural hospitals to reduce/eliminate these risks and remain vital components of their communities

Several programs in recent years have sought to reduce the incidence of service reductions and hospital closures.  Perhaps none of these programs has been more significant than the Medicare Rural Hospital Flexibility Program (Flex Program), which was established as part of the Balanced Budget Act of 1997.  The Flex Program gives small rural hospitals the opportunity to apply for designation as a Critical Access Hospital (CAH) – a designation which allows them to receive cost-based reimbursement from Medicare and operate under Medicare Conditions of Participation that are more flexible than acute care hospitals.  As a result, the hospital’s financial performance and their ability to meet the healthcare needs of their community are improved greatly.3  CAHs may not have more that 25 staffed beds and must be located in a rural area (or an area that is treated as rural) that is at least 35 miles from another hospital or at least 15 miles from another hospital in mountainous terrain or areas with only secondary roads); or be certified before January 1, 2006 by the state in which they are located as a necessary provider of healthcare services.4
As of January 2009, 1,298 facilities in the United States had been certified as a CAH.5  Various surveys indicate that the benefits to the communities in which the CAHs are located have been substantial.  For example, a 2007 survey of 381 CAH administrators indicated that the critical access hospitals actively monitor the health and health system needs of their communities, engage with other community organizations and stakeholders to address those needs and provide services (often free) for patients and other provider organizations in the community that enhance access to care.6  Another 2007 survey of administrators whose CAHs were undergoing facility replacements indicated that those enhancements led to tangible improvements in hospital performance and customer satisfaction and greater success in physician/staff recruitment and retention.7  Given these benefits, more small rural hospitals may want to explore the possible advantages of securing a CAH designation.

State Offices of Rural Health have a rich history of developing partnerships; creating, delivering and managing programs; and providing resources and technical assistance that help meet the healthcare needs of rural Americans.  Therefore, these organizations can play an important role in helping small rural hospitals address the challenges they face.  For this to occur, rural healthcare policies and programs – and the funding which supports these policies and programs possible – are critical if states are expected to address this rural health issues as effectively as possible.

For that reason, NOSORH supports the funding of programs and activities which expand the technical assistance capacity of State Offices of Rural Health to meet the healthcare needs of rural Americans.  In terms of bolstering the status of small rural hospitals, NOSORH recommends the following:
· Small rural hospitals should not be penalized on receiving health information technology grants because they receive cost-based reimbursements.

· Expand cost-based reimbursement for small rural hospitals with up to 50 beds.
· Create funding incentives for building and renovating small rural hospitals.  These should be grant programs, not loan programs.

· Support programs that provide Medicaid cost-based reimbursements to critical access hospitals similar to the Medicare cost-based reimbursements.
· Restore necessary provider provisions for all small rural hospitals.

· Review statutory definitions and interpretations of what constitutes a hospital for distance requirement purposes. 

·  Review guidance on Small Hospital Improvement Programs regarding direct costs for program, personnel, and indirect costs to better meet the needs of SORHs in their efforts to both maximize project funds and still provide administrative support for running the program.
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Statement on Reducing Behavioral Health Disparities in Rural Communities

According to statistics provided the National Institute of Mental Health, mental illness/mental health disorders are prevalent both domestically and abroad.  In the United States alone, an estimated 26.2 percent of adults (individuals age 18 or older) suffer from a diagnosable mental health disorder in any given year – approximately 57.7 million people, based on 2004 estimates from the U.S. Census Bureau.1  Many people suffer from more than one mental health disorder at a given time; nearly half (45 percent) of those with any mental health disorder meet criteria for two or more disorders, with severity strongly related to comorbidity.2  Suicide in and of itself poses a major public health risk, ranking as the 11th leading cause of death in the United States in 2005.3
The burden of mental illness on overall health and productivity in the United States and throughout the world has long been underestimated.  Data attained through the Global Burden of Disease Study, conducted in 2005 by the World Health Organization, the World Bank and Harvard University, reveal that mental illness (including suicide) accounts for more than 15 percent of the burden of disease in established market economies worldwide – more than the disease burden caused by all cancers combined.4  Mental health disorders are the leading cause of disability in the U.S. and Canada for persons age 15-44,5 with major depression being the leading cause of disability worldwide among persons age 5 and older.6 

Nearly 60 million Americans living in rural and frontier areas suffer from mental health issues; in fact, the prevalence of mental illness, substance abuse and related disabilities is equal to, or greater than, those found in urban settings.7  For example, suicide rates in the U.S. for males 15 years and over increase as counties become less urban.  The greatest variation is in the western United States, where the rate for most rural counties is nearly 80 percent greater than the rate in urban areas.8  However, a shortage of and more limited access to healthcare providers, reduced rates of health insurance coverage and lower healthcare provider reimbursement rates have created even greater behavioral/mental health issues for rural Americans. For example:

· In 2003, 74 percent of all federally designated mental health professional shortage areas were located in rural counties.9
· Ninety percent of psychologists and psychiatrists and 80 percent of masters-level social workers work in metropolitan areas.10
· Fifty-five percent of all U.S. counties have no practicing psychiatrists, psychologists or social workers; all of those counties are rural.11
· Sixty-five percent of rural Americans get their behavioral health care from their primary care provider.12
Given the prevalence of mental health disorders and their public health impact, it should come as no surprise that addressing mental health-related issues is identified as one of the ten highest priority health issues in Healthy People 2010.13  It should also come as no surprise that, given the disparities that currently exist in behavioral/mental health services provided in rural communities, there is a need to improve the quality of, and increase access to, behavioral/mental healthcare services for rural Americans.

State Offices of Rural Health have a rich history of developing partnerships; creating, delivering and managing programs; and providing resources and technical assistance that help meet the healthcare needs of rural Americans.  Therefore, these organizations can play an important role in addressing these challenges.  At the same time, however, new rural healthcare policies and programs – and additional funding to support those policies and programs – are critical if states are expected to address these rural health issues as effectively as possible.

For that reason, NOSORH supports the creation and funding of programs and activities that expand the technical assistance capacity of State Offices of Rural Health to meet the behavioral healthcare needs of rural Americans.  NOSORH is especially supportive of programs and activities that enable State Offices of Rural Health that address the following recommendations made by the Annapolis Coalition and the National Advisory Committee on Rural Health and Human Services:
· Develop a national plan for responding to the severe shortage of behavioral health professionals in rural areas (National Advisory Committee).  Any plan should call for the implementation of systematic recruitment and retention strategies at the federal, state and local levels and should include a “grow-your-own” approach (Annapolis Coalition).

· Define and support the development of a mid-level behavioral health workforce that ensures adequate access to services. (Annapolis Coalition)

· Increase the relevance, effectiveness and accessibility of rural behavioral health education and training programs which offer specialized curricula and rural-specific training opportunities (Annapolis Coalition).

· Increase Federal funding for behavioral health training programs which encourage the use of Federally-funded clinics, hospitals in underserved areas and other rural healthcare providers (National Advisory Committee).

· Support the distribution and use of technology which enhances the training of rural behavioral health professionals and delivers tele-mental health services to rural populations (Annapolis Coalition).

· Enhance the infrastructure available to support and coordinate behavioral health services by expanding active collaboration among rural service providers, consumers and state and Federal agencies and among different systems. (Annapolis Coalition)
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Statement on Reducing Oral Health Disparities in Rural Communities

There has been a growing awareness of the connection between a person’s oral health status and their general health and well-being.  In 2000, then-U.S. Surgeon General David Satcher released a groundbreaking report, Oral Health in America: A Report of the U.S. Surgeon General, that addressed the role that good oral health plays in the overall health of Americans.  The report noted that “safe and effective measures” already existed to prevent the most common dental/oral health diseases; however, because of the “profound and consequential” oral healthcare disparities that existed, not all Americans knew about or practiced appropriate oral health promotion measures. Not surprisingly, residents of rural communities have been among those most affected by oral healthcare disparities.  Consider the following:

· Nationally, 48 million people live in 4,048 dental Health Professional Shortage Areas (HPSAs).1  Ninety-four percent of all whole-county dental HPSAs and 67 percent of partial county dental HPSAs are rural U.S. counties.2
· Rural adults are significantly more likely than non-rural adults to have untreated dental decay (32.6 percent compared to 25.7 percent).3
· Rural residents are less likely to have dental insurance and are less likely to have access to fluorinated water supplies than their urban counterparts.4
A position paper released in 2001 by the American Dental Hygienists Association highlighted these key points:

· Dental caries (cavities) are the most common chronic disease affecting 53 percent of 6-8 year olds and 84 percent of 17 year olds.5
· Fourteen percent of adults aged 45-54 and 23 percent of adults aged 65-74 have severe periodontal disease.6
· Research has identified periodontal disease as a risk factor for heart and lung disease; diabetes; premature, low-birth weight babies and a number of other systemic diseases.  Also, routine oral health exams can uncover symptoms of diabetes, osteoporosis and low bone mass, eating disorders and HIV.7
As a result of this increased awareness, a greater emphasis has been placed on improving the oral health status of Americans in the past decade.  In 2003, then-U.S. Surgeon General Richard Carmona issued a National Call to Action to Promote Oral Health.  Based on the findings of the 2000 Oral Health in America, the National Call to Action sought to expand plans, activities and programs that promoted oral health, prevented disease and reduced health disparities.8  Healthy People 2010 also identified oral health as one of its 28 focus areas.9  Given the significant impact of these health disparities, there is a need to improve the quality of, and increase access to, oral healthcare services in rural communities.

State Offices of Rural Health have a rich history of developing partnerships; creating, delivering and managing programs; and providing resources and technical assistance that help meet the healthcare needs of rural Americans.  Therefore, these organizations can play an important role in addressing these challenges.  At the same time, however, new rural healthcare policies and programs – and additional funding to support those policies and programs – are critical if states are expected to address these rural health issues as effectively as possible.

For that reason, NOSORH supports the creation and funding of programs and activities that expand the technical assistance capacity of State Offices of Rural Health to meet the oral healthcare needs of rural Americans.  NOSORH is especially supportive of programs and activities that enable State Offices of Rural Health to address the following oral health recommendations made by the National Association of Rural Health:
Increase Access to Oral Health Care:

· Place more emphasis on loan repayment and scholarships for oral health providers, especially those willing to serve in rural and underserved communities.

· Dental schools should create a residency or externship requirement for dental students to increase their practical experience and their service to rural and underserved communities.

· Allow foreign-trained dental students who complete their residency in the U.S. to obtain U.S. licensure in return for work in underserved areas.

· Create and fund capital improvement programs and increase support for public health infrastructures that enhance the delivery of rural oral healthcare services.

· Provide dental schools and residency programs with financial incentives to rotate students and faculty through private practices and health centers in rural areas.

· Increase federal support to community health centers which integrate oral health care more fully.

Reimbursement for Rural Oral Health Services:
· Expand Medicaid coverage so it makes oral health services a mandatory service for eligible adults; require Medicaid to cover preventive and basic restorative oral health care, not just emergency care; include transportation as a covered ancillary service; and require Medicaid reimbursement for oral health screening and treatment during pregnancy.

· Add dental services as a rural health clinic reimbursable service and allow rural health clinics to contract with local providers for these services.

· Provide Medicare reimbursement for dental care.

· Encourage oral health care within school-based clinics and within programs aimed at low-income children such as Head Start.

Oral Health Training Programs:
· Encourage applications from students with rural backgrounds and those with demonstrated service to underprivileged and minority populations.

· Emphasize serving as a safety net provider in the training of oral healthcare providers

· Increase dental student rotations through rural settings and create rural residency/externship programs

· Require family practitioners, pediatricians and mid-level providers to have oral health assessment training.

· Make scholarships available for practicing dentists, dental hygienists and students to do fellowships in geriatric oral health care.

Rural Oral Health Research:
· Develop and assess strategies for improving rural oral health services. 

· Synthesize rural-specific data from existing public and private sources.

· Conduct a comprehensive study of the functions and utilization of allied health professionals, differences among state practice acts and the supply of personnel in these fields, in order to explore the expanded use of such as dental assistants, hygienists, and mid-level/allied health providers 

· Study, catalogue and promote the adoption of best practices among state practice acts that enhance the rural oral health care workforce.

· Study the issue of licensure reciprocity for dentists.
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Statement on Enhancing Emergency Medical Services in Rural Communities 

Emergency Medical Services (EMS) encompasses the initial stages of the emergency care continuum.  EMS includes emergency calls to 9-1-1; the dispatch of emergency personnel to the scene of an illness or trauma; and the triage, treatment and transport of patients by ambulance and air medical service.  Not surprisingly, EMS plays an especially critical role in rural areas of the United States – although only 20 percent of the nation’s population lives in rural areas, it is where nearly 60 percent of all trauma deaths occur.1  Moreover, the death rate in rural areas is inversely related to population density.  Consider the following:

· The relative risk of a rural victim dying in a motor vehicle crash is 15 times higher than in urban areas, after adjusting for crash characteristics, age and gender.2
· Injury-related deaths are 40 percent higher in rural communities than in urban areas.3
· Eighty-seven percent of rural children who are victims of severe trauma do not survive to reach the hospital.4
· While nearly 85 percent of U.S. residents can reach a Level I or Level II trauma center within an hour, only 24 percent of residents living in rural areas have access within that time frame.5
Since 2001, NOSORH has worked with a broad range of partner organizations to address the greatest challenges facing EMS providers in rural communities.  The challenges are many, but have been categorized into three major areas:

· Recruitment and Retention:  Surveys of state EMS directors and local ambulance directors consistently rank recruitment and retention of personnel as the greatest challenge for EMS services.6  Not only are these services scrambling to find personnel, but they also are struggling with a largely volunteer workforce for whom it is often difficult to maintain the necessary skills to appropriately treat patients who have complex and life-threatening medical needs.  Reliance on a volunteer-based system (nearly 80 percent of EMS personnel in rural areas are volunteers compared to 33 percent in urban settings7), a shortage of leadership expertise and salaries that are generally less than other healthcare personnel contribute to the problem.

· Reimbursement and Financing:  Rural EMS faces the problem of high fixed costs for a system with a low volume of patient transports, which presents a significant challenge in creating and/or maintaining a system that is sustainable.  Limited or no local tax support, inadequate reimbursement and high costs for equipment purchase and maintenance are significant concerns.

· Restructuring and Coordination of Services:  According to the 2006 IOM report, Emergency Medical Services at the Crossroads, EMS systems have been developed haphazardly across the country; as a result, “…there is now enormous variability in the design of EMS systems among states and local areas.8”  Fragmented care, disparities in response times, a lack of national quality measures, a lack of disaster preparedness, negative professional stereotypes and a limited evidence base for EMS practices are issues that must be addressed.
State Offices of Rural Health have a rich history of developing partnerships; creating, delivering and managing programs; and providing resources and technical assistance that help meet the healthcare needs of rural Americans.  Therefore, these organizations can play an important role in addressing these challenges.  In recent years, NOSORH has worked closely with the Office of Rural Health Policy (ORHP), the National Association of State EMS Officials (NASEMSO), the National Rural Health Association (NRHA), the National Highway Traffic Safety Administration (NHTSA) and others to improve rural EMS.  With growing recognition of the crucial role played by EMS within the rural healthcare “safety net,” SORHs are well-positioned to play a key role in a dialogue that ultimately should result in better integration of EMS into the rural healthcare delivery system.  At the same time, however, new rural healthcare policies and programs – and additional funding to support those policies and programs – are critical if states are expected to address these rural health issues as effectively as possible.

For that reason, NOSORH supports the creation and funding of programs and activities that expand the technical assistance capacity of State Offices of Rural Health.  In terms of enhancing Emergency Medical Services in rural communities, NOSORH supports: 
· Increased visibility of emergency and trauma care within the Federal government, including support for the Federal Interagency Committee on EMS, the NHTSA Office of EMS and the National EMS Advisory Council, as well as a greater emphasis of rural EMS in the U.S. Department of Health and Human Services, including the Health Resources and Services Administration (HRSA) and the Centers for Medicare and Medicaid Services. This should involve:
· Inclusion of ORHP on the Council on Emergency Medical Care, which provides input to Emergency Care Coordination Center in the HHS Office of the Assistant Secretary for Preparedness and Response, to ensure a rural voice in federal emergency preparedness and emergency care planning.
· Restoration of federal funding for the HRSA EMS-Trauma Program, including sufficient “set aside” funding for rural EMS to support state-based efforts to enhance rural EMS and to re-establish a national Rural EMS and Trauma Technical Assistance Center. 

· A requirement to include pre-hospital providers in any Federally-funded Health Information Technology/Health Information Exchange (HIT/HIE) projects to ensure continuity of emergency care across the healthcare delivery continuum.

· Inclusion of ambulance services in Federally-funded healthcare quality improvement programs.

· Development of an EMS reimbursement methodology that includes readiness costs and permits payment without transport.

· Development of an EMS leadership model to strengthen EMS medical direction and ambulance service management nationwide.

· Adoption by states of nationally-recognized EMS education program accreditation standards.

· Development of evidence-based, model pre-hospital care protocols for the treatment, triage and transport of time-sensitive injuries and illnesses.

· Systematic efforts to increase quality and safety for EMS air and ground transports.
National Organization of State Offices of Rural Health

Statement on Expanding Rural Access to Health Information Technology

Health Information Technology (HIT) – the use of computers and computer network systems to store, protect, retrieve and transfer clinical, administrative and financial information electronically within healthcare settings1 – is one of the most significant elements of the healthcare reform affecting the future of all Americans.  One key element of HIT in particular – the electronic health record (EHR) – shows great promise in improving the quality, safety and delivery of health care.  Typically, an EHR includes information such as a patient medication and immunization history, laboratory results, radiographs, family history and other medical history.2  By storing this information electronically instead of through traditional paper-based systems, clinicians have access to medical information that is more timely and comprehensive, is specific to the patient being treated and is available at the point of care – resulting in better treatment decisions and fewer medical errors.  HIT also reduces paperwork and encourages the active involvement of patients, resulting in more patient-specific and patient-centered care.3

Given these opportunities, President Barack Obama has announced that the computerization of America’s health records by 2015 is one of the highest healthcare-related priorities in his proposed FY2010 budget.  Such a step, President Obama noted, “will help prevent medical errors and improve health care quality, and is a necessary step in starting to modernize the American health care system and reduce health care costs.4”
Rural Americans are affected significantly by inevitable health reform initiatives.  More than urban dwellers, rural communities often lack effective telecommunications infrastructure; rural residents also are less likely to own personal computers or have Internet access than their urban counterparts.  To make matters worse, opportunities to expand HIT systems to rural communities are limited as the result of the current “digital divide” plaguing America.  “Digital divide” is a term that characterizes a gap between the information “haves and have-nots” – Americans who use or have access to telecommunications technologies (e.g., telephones, computers, the Internet) and those who do not.5  An important subset of the digital divide debate concerns broadband, or high-speed Internet, access.  Broadband is provided by a series of technologies (e.g., cable, telephone wire, fiber, satellite, wireless) that give users the ability to send and receive data at volumes and speeds far greater than “dial-up” Internet access over traditional telephone lines.6  While the numbers of broadband users continue to grow, studies and data suggest that the rate of broadband deployment in urban and high income areas may be outpacing deployment in rural and low-income areas.7
Some policymakers believe that disparities in broadband access across American society could have adverse economic and social consequences on those left behind; therefore, they believe the federal government should play a more active role in reducing the “digital divide” in broadband access.8  Expanding access to broadband is also a key component of President Obama’s plan to “build a 21st century infrastructure” in his proposed FY2010 budget.9  Given the enormous health benefits that could be provided by expanding rural access to HIT, it is imperative that this digital divide be bridged as quickly and efficiently as possible.

State Offices of Rural Health have a rich history of developing partnerships; creating, delivering and managing programs; and providing resources and technical assistance that help meet the healthcare needs of rural Americans.  Therefore, these organizations can play an important role in addressing these challenges.  At the same time, however, new rural healthcare policies and programs – and additional funding to support those policies and programs – are critical if states are expected to address these rural health issues as effectively as possible.

SORHs are engaged with rural communities and healthcare providers in a joint effort to build capacity for implementing HIT initiatives.  Similarly, NOSORH supports SORH efforts to build their capacity and improve HIT/EHR systems in rural America.  For that reason, NOSORH supports the creation and funding of programs and activities that expand the technical assistance capacity of State Offices of Rural Health to support the implementation and utilization of health information technology that reduces the cost of care, simplifies the healthcare system and expands access to care for rural Americans.  Specifically, NOSORH supports:
· A private and secure, albeit accessible, health information exchange system which protects patient medical records from misuse by insurance carriers and health plans, but at the same time gives patients access to their electronic medical records and provides enough transparency in all transactions affecting patients.

· Modifications to policies governing the use of Rural Utilities Service and Universal Service Administrative Corporation.  Currently, funding can only be used to implement technology infrastructure; future funding also should support personnel, equipment and training costs associated with implementing such infrastructure.

· Language in Federal HIT/HIE/EHR grant applications which encourages applicants proposing projects benefiting rural communities to inform their respective SORH about the proposed project.  SORHs may be able to assist in preparing the application, convening rural HIT stakeholders or providing technical assistance that ensures rural engagement.

· Language in Federal HIT/HIE/EHR grant applications that allows for the integration of dental/oral health, and ophthalmology/optometry records into electronic health and electronic medical record systems.

· Additional Federal and state funding which enables rural healthcare providers to implement comprehensive electronic health record systems which include electronic patient records, e-prescription capabilities and e-laboratory transactions.  Funding should support personnel, training, installation and connection costs as well as infrastructure (hardware and software) purchases.

· Programs which enable rural Emergency Medical Service systems to establish electronic health record systems that have been certified by the Certification Commission for Health Information Technology and participate in electronic exchange systems within their jurisdictions.
· Funding which enables NOSORH and its partners to create a “National HIT/HIE/Telemedicine Resource Guide and Directory” which allows SORHs to identify suitable partners for collaborative HIT/HIE/telemedicine projects; and establish a “Rural EHR/HIT/Telemedicine Knowledge Center” to serve as a national clearinghouse and the most trusted resource for rural-specific information on health information technology and electronic health records. 
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