
Defining a Rural Integrated Service System (RISS) 

 

Picturing a Rural Integrated Service System  
 
Without a clear picture of what services we want in rural and frontier communities, the 
ultimate result will be a service system driven by out-of-area market forces. If we can reach 
consensus on what a rural service system should look like, we can push for programs and 
payment systems which support that target. 
 
Our expectations of what services we should have in our rural communities have changed over 
the last 50 years. This change in expectations has reflected, in part, what the market capable is 
making available to us. For example, during the last few decades many rural communities found 
that it was no longer feasible to support their own local hospital, and were forced to downsize 
or close these facilities. This has meant that the local health service system has reflected 
market forces, and not necessarily the needs and desires of rural communities.  

The passage of the Patient Protection and Affordable Care Act (PPACA) has created a unique 
opportunity for rural America. PPACA will restructure the health market and health 
reimbursement systems throughout the nation in a manner not before seen. The development 
of federal and state policy connected to PPACA will permit a new discussion of how markets 
and health service reimbursement should be structured to support local health systems. If we 
can clearly define a minimum set of services for rural and frontier communities, and provide a 
rationale for why these services are necessary for effective health care reform, we can help 
assure the development a vital rural health system for years to come. 

   

Impact of a Rural Integrated Service System 

There are four basic aims for health care reform: 

 Service Effectiveness: Improvements in the effectiveness of health services; 

 Service Access: Improvements in access to key health services; 

 Service Efficiency: Reductions in the unnecessary utilization of health services; and 

 Health Improvement: Improvements in the health status of the population. 

If these three goals are achieved, reductions of unnecessary costs in the health care system will 
also result. 

Essential to the aims of health care reform is a range of different integrating services. The 
health care system in the United States is largely a fragmented one, with independent providers 
being reimbursed for the services they deliver. There is limited coordination between providers.  



One of the purposes of health care reform is to help integrate care for patients by linking 
together care planning and delivery across multiple providers. If this is accomplished there will 
be true continuity of care, with a reduction of duplicated services. There will also be no patients 
‘falling through the cracks’ of the system. 

The need for effective coordination is particularly important for rural communities. Unlike 
urban areas, most rural communities will be home to only a subset of the health care system. 
Many services will be available only by referral outside the local service area. The challenge for 
rural communities will be to create systems of care coordination and linkage that assure a 
seamless integration of local and distant services. Currently there is not funding or 
reimbursement for the full range of needed integrating services in rural communities. Defining 
these services carefully will allow rural communities to push for policy and program changes 
that will support them. 

 

Core Services in a RISS 

Any discussion of a rural health system should include specification of which core services, at a 
minimum, must be available within the rural service area and which ones will only be accessed 
at a distance.  

In part, the core services reflect our sense of equity – what services should be made available 
for all Americans as a right. EMS would be a good example of this. In defining core health 
service expectations for rural communities it is more important, however, to identify those 
services that are necessary to anchor the coordinated provision of health care. This minimum 
system of care must include both treatment services and integrating services, as it is the 
integrating services which will permit rural health systems to achieve the aims of health care 
reform.  

As an example, take the case of an individual with diabetes. If that individual is not properly 
educated in self-care, s/he may not be able to adequately manage blood sugar levels and could 
end up with multiple, unnecessary, hospitalizations. As the disease progresses, failure to 
manage could lead to costly amputations, blindness, and premature death. Rural health 
demonstrations have shown that the use of care coordinators and diabetes educators can 
significantly improve the self-management of diabetic patients. This self-management improves 
patient health and reduces the unnecessary utilization of health services. These health reform 
outcomes stem directly from the use of non-clinical care coordination services.  

Similarly, care transition management services are an essential part of an effective health care 
system. Some patients are discharged from hospital stays without clear communication of their 
discharge plans. Patients may not be adequately trained in follow-up self-care and health care 
providers may not be fully informed of the discharge plans. This is a particular problem for rural 
residents returning from hospital stays in distant locations. Failure to have clear coordination 
with the local health system can lead to health complications and unnecessary readmissions to 
the hospital. 



Community Size – Different Expectations for Different Size Communities 

Rural communities come in different sizes. It is natural to expect a different set of core services 
in different communities. In the process of defining expectations for a RISS, three different size 
communities were chosen: 

 Tier 1 – Core: -Minimum service expectations for a rural/frontier community without 
any hospital. 

 Tier 2 – CAH-Small Hospital: Minimum service expectations for a rural/frontier 
community with a Critical Access Hospital (CAH) or similar small hospital. 

 Tier 3 – Acute Care Hospital: Minimum service expectations for a rural/frontier 
community with a licensed, non-CAH, general acute care hospital.  

 

RISS models for each of these different communities are attached. The models include 
minimum expectations for both treatment services and integrating services.  

 

Health System Adequacy - A Word About Access  

Defining what services are essential in rural communities is only part of the expectations 
discussion. As important is a discussion of how much of each service should be provided locally. 
This second question defines minimum expectations of health system adequacy – including a 
definition of what comprises a health provider shortage in a given service area.  

Setting minimum health system adequacy expectations is the next step in defining a Rural 
Integrated Service System. Specification of adequacy expectations will facilitate development of 
network adequacy standards for Medicare, Medicaid and private insurers. These standards can 
be included in rulemaking by federal and state agencies to assure health service access for rural 
communities.   

 

Financing a RISS 
 
At the current time, the rural health service system is largely composed of independent service 
providers receiving reimbursement for services provided independently. Even when funding is 
provided by Medicare or Medicaid to managed care organizations (MCOs) on a capitated basis, 
MCOs don’t always share risk with rural health providers. A significant number of MCOs 
contract with provider groups on a service provided basis. Care management services are a 
limited part of the model.  
 
The PPACA-authorized health care payment reform provisions are a first step in converting this 
system into a more integrated system. PPACA provisions enable a number of different 



demonstration efforts, including bundled payment and accountable care organization 
demonstrations.  Other PPACA provisions extend the opportunities for reimbursement of 
medical homes for patients. While these initiatives are excellent steps toward payment reform, 
they don’t entirely address the needs of an integrated rural health system. There is a need to 
advocate for changes in funding programs and reimbursement policy to provide adequate 
financial support to a Rural Integrated Service System.  

Changes to the financing system must assure adequate financial support to sustain the 
minimum set of treatment services. The changes must also assure adequate support for the full 
range of integrating services, including care coordination and care transition services. Funding 
must be sufficient to support the standby capacity of the rural health system in the face of the 
low-volume and high cost nature of the rural health market.  

There will be increased costs associated with the RISS, some of which will come from the 
additional cost of new integrating services. At the same time, there are real health service 
savings to be gained from implementation of the RISS. As with the Frontier Community Health 
Integration Program, the potential savings can help offset short-term increases in cost. The RISS 
will also demonstrate improvements in patient health, consistent with the value-based 
approach to the purchase of services. 

The financial support for a RISS will come from a combination of three sources: 

 Reimbursement of specific services, 

 Differential payment for rural areas reflecting high costs and standby costs, 

 Grants or contracts for provision of those services are not sustainable on a market basis 
and should be provided on a cooperative community-based manner.  

NOSORH can develop recommendations for new reimbursement mechanisms and new 
program funding that will permit implementation of a RISS.  

 

Next Steps 

It is important that we have a clear definition of tomorrow’s rural health service system, and 
that we be able to justify it both in terms of its equity and health reform impacts. Few 
organizations in the national rural health community have moved very far forward in this arena. 
This gives NOSORH an opportunity to play a key leadership role in national policymaking. 

There are four key steps needed in this process: 

 Reach Consensus on Service Expectations: NOSORH should work with member SORH to 
reach agreement on the minimum service expectations. It is important that NOSORH 
members have a shared vision if the model is to be promoted nationally.  

 Define Funding Mechanisms: Once service expectations are established, funding 
mechanisms needed to support these services should be identified. NOSORH can 



identify what it recommends as the appropriate mix of reimbursement and grant 
mechanisms to assure support of the RISS. 

 Develop Policy Materials: NOSORH should develop materials describing the RISS as well 
as model statutory and regulatory language needed to support its development. Model 
language should be developed for both federal and state policymaking. NOSORH should 
estimate the costs of implementing the RISS and develop appropriate budget and 
appropriation proposals.   

 Build Partnerships to Promote the RISS: NOSORH should share the RISS model with its 
national and state partners to build support for its implementation. Successful 
implementation will require policy and program action at both the federal and state 
levels.  


