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Agenda 

1. SGR and Rural Medicare Extenders 
2. Budget and Appropriations Update 
3. Save Rural Hospitals Act 
4. Other Bills of Interest 
5. ACA and Medicaid 
 



The SGR Repeal Details 

• March 26 - House passed 212-33 
• April 14 – Senate passed 92 – 8 
• April 16 – President signed the bill 

 
• SGR is now history! 



Step away from the SGR Cliff… 

•  March 31st  
     Deadline 

What is the doc fix? 
SGR formula is a cap on 
aggregate spending on 
physicians’ services.  
 
The formula was passed into law 
in the Balanced Budget Act of 
1997 to control physician 
spending, but it has failed to work.  
 
Since 2003, Congress has spent 
nearly $170 billion in short-term 
patches to avoid unsustainable 
cuts. 



Big Picture for Rural Health 

For Rural Doctors:  averted a 27-32% PFS Cuts  
• Permanent SGR Repeal ($276 billion permanent fix) 
• GPCI Extension ($500M)—Extends until Jan. 1, 2018 
  

For Rural Hospitals: 
• MDH ($100M)—Extends until Oct. 1, 2017 

• 10-12% loss of Medicare revenue; need to make up 19% from private insurer. 

• LVH ($450M)—Extends until Oct. 1, 2017 
• approx. $500,000 per hospital and can mean well-over $1 million. 

• Medicare Home Health Rural Add-On (extends 3% add-on until Jan. 1, 2018) 
• Extension of therapy cap exceptions process (extends until Jan. 1, 2018) 
 



Big Picture for Rural Health 

For Rural and Super Rural Ambulance Providers 
($100M)—Jan. 1, 2018 

• Up to 22.6% reductions 
 
Two Year Extension: 
Community Health Centers (CHC) 
National Health Service Corps Fund (NHSC) 
Teaching Health Centers (THC GME) 
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Presentation Notes
Sec. 201. Extension of work Geographic Practice Cost Index (GPCI) floor. Boosts payments for the work component of physician fees in areas where labor cost is lower than the national average. The provision extends the existing 1.0 floor on the “physician work” cost index until January 1, 2018. Sec. 202. Extension of therapy cap exceptions process. The Medicare program currently limits (“caps”) the amount of annual per-patient therapy expenditures. Congress created an exceptions process in 2006 that allows patients to exceed the cap based on medical necessity. This provision extends the therapy cap exceptions process until January 1, 2018 and reforms the process of medical manual review to help support the integrity of the Medicare program. Sec. 203. Extension of ambulance add-ons. Extends the add-on payment for ground ambulance services, including in super-rural areas until January 1, 2018. Sec. 204. Extension of increased inpatient hospital payment adjustment for certain low-volume hospitals. This provision extends Medicare Low-Volume hospital payments. The Centers for Medicare and Medicaid Services (CMS) has traditionally provided an additional payment to hospitals for the higher costs associated with operating a hospital with a low volume of discharges. This provision extends special add-on payments until October 1, 2017.Sec. 205. Extension of the Medicare-dependent hospital (MDH) program. MDHs are rural hospitals with no more than 100 beds that serve a high percentage of Medicare beneficiaries. MDHs are paid based on a blend of current prospective payment system rates and costs. This provision extends special payments to MDHs until October 1, 2017.Sec. 210. Medicare Home Health Rural Add-On. This policy extends a three percent add-on to payments made for home health services provided to patients in rural areas through January 1, 2018. Sec. 221. Extension of funding for Community Health Centers (CHC) and National Health Service Corps Fund (NHSC) and Teaching Health Centers. The fund for the CHC Program will expire in September 2015. These dedicated mandatory funds supplement annual spending for the CHC program. In 2013, the most recent data available, 1,302 federally funded health centers located in all 50 states, the District of Columbia, and six U.S. territories, distributed evenly between urban and rural areas, served 22.7 million patients across 9,518 sites. Meanwhile, the vast majority of the 90 million visits to health centers were for primary medical care. This provision will provide two additional years of this funding through fiscal year 2017. The funding for the NHSC will end in 2015. The NHSC helps bring health care professionals to the areas where they are needed the most by providing scholarships and loan repayment in exchange for a Prepared by the Staff of the House Energy and Commerce and Ways and Means Committees, March 24, 2015 commitment of service in an underserved community. This provision will fund the NHSC for an additional two years through fiscal year 2017.



SGR Repeal and the Rest of 
The Story….. 

• Replaces it with a physician payment 
system based on “quality, value and 
accountability” 

• Five year period of 0.5% annual FFS 
updates in transition to “new system” 
 



SGR Repeal and…… 
• Improves existing FFS through value over volume and 

ensuring payment accuracy 
• Consolidates the existing 3 physician quality programs into 

a streamlined program that rewards providers who meet 
performance thresholds 

• Implements a process of payment accuracy 
• Incentivizes care coordination efforts for patients with 

chronic conditions 
• Introduces “physician-developed” clinical care guidelines to 

reduce inappropriate care 
• Requires development of quality measures and provides 

for reporting alignment across different payment programs 



SGR Repeal and…. 

Incentivizes movement to alternative payment 
models (APM) 

• Provides a 5% bonus to providers who receive a 
significant portion of their revenue from an APM or 
PCMH 

• Participants need to receive at least 25% of the 
Medicare revenue through an APM in 2018-2019 
and this threshold increases over time 

• Establishes a Technical Advisory Committee (TAC) 
to review and recommend physician-developed 
APMs 



Medicare Fraud Provision 
Protecting the Integrity of Medicare Act (PIMA) 

• National Expansion of Prior Authorization 
Demonstration Program for Repetitive Scheduled 
Non-Emergent Ambulance Transport 

• Expansion begins in 2016, National in 2017 

• HHS OIG and the Medicare Payment Advisory 
Commission have highlighted a high billing error 
rate for these services. 

• Currently, CMMI implemented in New Jersey, 
Pennsylvania, and South Carolina 



Dreaded Pay Fors…. 
• Income related premium adjustments on Medicare Part B and 

D premiums in two income brackets (2% of Beneficiaries) 
• Medigap Reform which limits first dollar coverage by 

prohibiting plans from cover the Part B deductible, only 
impacts future beneficiaries starting 2020 

• Additional Medicaid DSH Savings…delay DSH changes until 
FY 2018 and extend the policy through 2025. 

• 1% Market Basket Update for Post-acute care providers. This 
policy replaces the market basket update in 2018. 

• Hospital update changes by phasing in 3.2% update due in FY 
2018 and prohibit CMS from collecting a recoupment from 
2010. 



Doc Fix Implications 

Bottom line: 
• Current plan leaves $141B between 2015 and 2025 

unpaid for or in other words, added to the deficit 
• Physicians pushed along to APMs and a value-

based system, impact on hospitals and volume? 
• RHC cost-based reimbursement are exempt 
• Physician alignment a key reality 

 
 



Sec. Burwell’s Medicare Goals 

• 30% of Medicare provider payments in APMs by 2016 
• 50% of Medicare provider payments in APMs by 2018 

 
• 85% of Medicare fee-for-service payments to be tied to 

quality and value by 2016 
• 90% of Medicare fee-for-service payments to be tied to 

quality and value by 2018 
 



Congressional Budget FY2016 
• Both House and Senate passed budgets 
• Next step: Conference Committee 
• Some Features Include: 

• $5 Trillion of cuts over the next decade – no 
detail 

• Both resolutions have the $1.016 trillion base 
discretionary spending level set in the 2011 debt 
limit law – lawmakers looking for a deal to lift 
sequester in conference 

• Includes a repeal of the Affordable Care Act 



Congressional Budget 
FY2016…rural health 

• Senate Budget includes MDH LVH Permanence –  
• during budget debates many rural champions introduced 

amendments to protect rural hospitals 
• Appropriations Committee Chairman Hal Rogers (R-KY) 

questioned HSS Secretary Burwell on the Value of CAHs 
• Burwell said that she is looking into the reports of rural hospitals 

and that her team at HHS knows that rural is a priority. 
• Senator Moran (R-KS) to follow-up with Burwell on rural 

health 



After a Budget Agreement… 
Appropriations 
 
• Regular Order: 12 spending bills on the floor of each 

chamber, conference committees, and measures 
signed into law  
• Labor –HHS traditionally last considered 

• Grumbling over restrictive spending levels and a 
number of controversial policy riders could halt 
appropriators’ momentum. 

• Time consuming process – bills generally 
considered in open amendment process (can take 
weeks per bill) 

 



CHARTING A NEW COURSE 
 

Advocacy 
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NRHAs Navigation for 2015! 

Our Campaign: 
 

1. Stop the bleeding. Halt additional proposed cuts to rural 
hospitals from the Administration and Congress immediately. 
Support pro-rural provisions such as Medicaid expansion, 
elimination of the 2% sequestration cuts and 101% 
reimbursement for CAHs to stabilize the rural safety net. 
 

2. Build bridge to the future. Promote new provider payment 
models to create a new rural reality. 

  
@SaveRural…Fighting Back 
 



To accomplish our goals— 
Three strategies:  

 
• Raise public awareness: launch national media campaign. 
 
• Develop and introduce new legislation to stabilize rural 

hospitals.  
 
• Develop and promote the future of rural health proposals. 
 
 

 
 
 
 



Our Campaign 

 
#SaveRural 

 
Here’s what’s at stake… 



A Metastasizing Crisis 

• 34 rural hospital closures since Jan. 1, 2013 
• 51 since 2010 
• More closures in 23 months than total between 2003 and 2012 

combined.  
• Rate will likely double in 2015. 



Vulnerability Index:  Rural Health Safety Net Vulnerable 

283 Rural Hospitals Vulnerable 

The VULNERABILITY INDEX™ identifies 283 
hospitals statistically clustered in the bottom tier 
of performance* 

* Hospital Strength Index October 2014 
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Impact of 283 Hospital Closures 

Source: Hospital Strength Index- Vulnerability 
Index 



Vulnerability Index: Rural Closures and Risk of Closures 

The Vulnerability Index™ identifies 283 rural hospitals statistically clustered in the bottom tier of performance 

35% Percent Vulnerable  X Hospital Closures Since 2010 
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Policy Consequences Impact Rural Hospitals 
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*69% of Rural Hospitals have negative OPERATING profit margin 

 
* 



The 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. 

 Rural Medicare beneficiary equity.  Eliminate higher out-of pocket charges for rural 
patients  (total charges vs. allowed Medicare charges.) 

 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.   



  Rural Hospital Closure 
Legislation 

 
Progress in the House – Rep. Sam Graves (R-MO) 
 
Progress in the Senate  -- language drafted  



Legislation 
• Veterans to Paramedics Transition Act 

• S. 218 – Enzi (R-WY) and Klobuchar (D-MN) 
• Streamlines civilian paramedic training for veterans with 

emergency medical experience and training in military 
service. 

• Medicare Ambulance Access, Fraud Prevention and 
Reform Act 

• H.R. 745 – Walden (R-OR-2), Welch (D-VT-AL), Nunes(R-CA-22), Neal 
(D-MA-1) and S. 377 – Roberts (R-KS), Schumer (D-NY), Leahy (D-VT) 

• Makes permanent the current temporary 2% rural add-on 
payment and super rural bump of 22.6%  

• Collects ambulance cost data using a survey methodology 
created in consultation with stakeholders as opposed to a 
mandatory annual cost survey. 

 
 



Health Affairs Report: 

• Conclusion: Minimum-Distance Requirements 
Could Harm High-Performing Critical-Access 
Hospitals And Rural Communities 

• President’s Budget continues to include eliminating 
CAH designation if < 10 miles 

• This idea has NOT gained any traction on the hill 
• “We conclude that establishing a minimum-distance 

requirement would generate modest cost savings for 
Medicare but would likely be disruptive to the 
communities that depend on these hospitals for their 
health care.” 



  Affordable Care Act 
1. Rural implications in Medicaid Expansion 
2. Rural implications in Federal and State 

Exchanges 

 



NRHA is working to help members 
take advantage of ACA programs. 



Disclaimers: 

• NRHA did NOT take a position on the ACA 
 

• NRHA sought for inclusion of rural-relevant 
funding and programs in the ACA 
 

• Since passage, NRHA’s Rural Health 
Congress has passed policy encouraging 
states to expand Medicaid 



Is ACA Working? 



Slowdown In Health Cost Growth 

Hospitals National Health Expenditures 
Source: CMS OACT National Health Statistics Group;  Historical 
Tables. 

3.9% 

4.3% 

Annual Change in Spending Growth 



Medicaid  

• Disproportionately important to rural America (rural 
patients and rural economies). 
 

• Supreme Court decision:  Allowed states to “opt-out” 
or seeking waivers 
 

• 21 states are opting out - - creating a new gap in 
coverage.  



Expanding Medicaid 

Presenter
Presentation Notes
NOTES:  As of August 28*PA, MI, AR and IA have approved Section 1115 waivers for Medicaid expansion; IN has a pending waiver for expansion; WI amended its Medicaid state plan and existing Section 1115 waiver to cover adults up to 100% FPL in Medicaid, but did not adopt the expansion. Each state can decide whether to expand Medicaid and there is no deadline.  Many states have decided whether or not to expand Medicaid starting January 2014.  Because each State can decide if and when to expand Medicaid, there will be significant variations across states and over time.  



   The Path Forward 

 
 



 
 
 
 

 NRHA doesn’t have a PAC 
 Website: ruralhealthweb.org 
 Depends solely on grassroots 

advocacy 
 Members have access to: 
Rural Health Blog 
    http://blog.ruralhealthweb.org 

 Join NRHA today at 
ruralhealthweb.org 

 
  

Our Grassroots Effort 



T H A N K  Y O U  

Questions? 

Diane Calmus 
Government Affairs and Policy Manager  
National Rural Health Association 
dcalmus@nrharural.org 
 

mailto:amorgan@nrharural.org
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