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The State Offices of Rural Health 
• Your challenges continue to grow. 

– Education 
– Technical Assistance 
– Rural Vitality 

• Resources stay stagnate despite great value of  
    SORH 
• More funding is needed to meet today and 

tomorrow’s growing health needs in rural 
America. 

• G 
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   Political Challenges and State Offices  
 
– Congress doesn’t want to spend money.  No SORH 

appropriation increase for last 5 years. 
– Political feuds make Congress not function 

 
– The needs of rural patients continue: 

• Older, poorer and sicker; 
• Workforce shortages; 
• Dwindling resources; and 
• Regulatory overload. 

 
– However, great progress is being made in Washington, 

DC. 
– Specific focus on rural by Congress 
– Continued strong outreach by HRSA/ORHP 

 



Today 

• Collaboration with State Offices to assist your 
ability to thrive. 

• NRHA’s campaign on the rural hospital closure 
crisis. 

• NRHA campaign on workforce shortage crisis. 
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The114th Congress 

• First time since 2006, that Congress is convening under full GOP control. 

 

• House has largest majority since before the New Deal. The last time the GOP 
enjoyed that large of a majority was the 71st Congress in 1929 and 1930. 

 

• President Obama lost nearly 70 seats in the House since taking office and more 
seats in midterm elections than any president since Harry Truman.  

 

• Senate Democrats have not fared much better, losing a net of at 14 seats since 
Obama took office.  

    Democrat   Independent  Republican 

Senate 113th:        53                          2                         45 

 

Senate 114th:        44            2                          54 

 



• More progress has been made to have Regular Order: 12 
spending bills on the floor of each chamber, conference 
committees, and measures signed into law  
• Labor –HHS traditionally last considered 
• President issued Veto blanket threat 
• First to the President – MilCon/VA 

• Despite progress, so many fights ahead…:  Planned Parenthood, 
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) 

State Offices and Appropriations 



Another Fiscal Cliff 
     Increasingly likely that 

Congress will pass a short-
term spending bill in 
September that would 
expire during the holiday 
season.  

 
     That could mean the two 

upcoming fiscal battles — 
keeping the government 
funded and raising the debt 
ceiling — could merge into 
a single, staggering task. 

 



     SGR Passes (finally!)  Surprisingly Congress 
still has an appetite for health care legislation 

• Ways and Means - - Major hospital bill in 
October. 
• Rural health hearing in July March 31st  

 

•  Senate Finance - -smaller, non-controversial 
health care packages. 

 
 

 



SGR Repeal and…Rural Impacts  
Two-Year Extension: 
• Medicare Dependent Hospital (MDH) - $100 million 
• Low-Volume Hospital (LVH) - $450 million 
• Work geographic index floor under the Medicare physician fee 

schedule (GPCI) - $500 million 
• All current ambulance payment rates including rural and super rural- 

$100 million 
• Exceptions process for Medicare therapy caps -$1 billion 
• Rural Home Health Add on Payments 
• Community Health Centers (CHC), National Health Service Corps Fund 

(NHSC), and Teaching Health Centers 
 

 
 
 
 

Presenter
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.



Why are our legislative 
challenges so tough? 

• Loss of champions; 
• MANY new members who won’t know why  
    certain rural payments exist; 
• Strong fiscal conservative movement noted; 
• CMS negative attitude toward CAHs; 
• Confusing rural payment system - -  
    many see payments as “bonuses” 

 



CLOSED 



A Rural Hospital Closure Crisis 

• 57 Rural Hospitals have closed 
since January 2010; 

• Rate of closures are escalating; 
• 283 rural hospitals are vulnerable. 
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The researchers tell us… 
 AMost closures in South  
 nnual number of closures increasing  
 Most are CAHs and PPS hospitals (vs MDH and 

SCH)  
 Most are in states that have not expanded Medicaid  
 Patients in affected communities are probably 

traveling between 5 and 25 more miles to access 
inpatient care  

 Most hospitals closed because of financial problems  
 



Rural Hospital Closures: 1983-97 



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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Impact of 283 Hospital Closures 

Source: Hospital Strength Index- Vulnerability 
Index 



“When rural hospitals close,      
towns struggle to stay open.” 

Marketplace, April 2014 



   “Rural hospitals and the rural 
economy rise and fall together” 
 

• On average, 14% of total 
employment in rural areas is 
attributed to the health sector. Natl. 
Center for Rural Health Works. 
(RHW) 
 

• The average CAH creates 107 jobs 
and generates $4.8 million in payroll 
annually. (RHW) 
 

• Health care often represent up to 20 
percent of a rural community's 
employment and income. (RHW) 
 

• A rural physician generates 23 jobs 
in the local economy 

 

“Three years after a 
rural hospital 
community closes, 
it costs about 
$1000 in per capita 
income.”  
 
 
Mark Holmes, professor,  
University of North Carolina 

 



“The Real Loser of the Recession 
is Rural America”      The Washington Post, Nov. 2013 

 • 90% of permanent job loss since recession focused in counties 
outside metropolitan areas (Daily Yonder) 
 



   What Happens When a Town's Only 
Hospital Shuts Down? 

 • “It was a tragedy that stunned a small Texas town: 18-month-old 
Edith Gonzales, a grape lodged in her tiny throat, died in her 
desperate parents’ arms because the county’s only hospital and 
emergency room had closed for good a few months earlier.”  US 
News and World Report, Nov. 2013 

• “The toddler’s Aug. 12 death has starkly exposed the vulnerabilities 
of a rural community suddenly left without its longtime safety net.” 
Dallas News, Nov. 2013 



It’s about the patients… 
    “Only four days after the Pungo District Hospital in Belhaven 

closed its doors for good on July 1, Portia Gibbs, 48,  
suffered a heart attack and died just as the chopper 
arrived to airlift her to a hospital. (Nearest hospital is now 
75 miles away.) 

 

      “Before, she would have been given nitroglycerin, put in the 
back of an ambulance and been to a hospital in about 25 
minutes,” said Belhaven Mayor Adam O’Neal. “In that hour 
that she lived, she would have received 35 minutes of 
emergency room care, and she very well could have 
survived.”                    - Belhaven Mayor Adam O’Neil. 

 
 

 

 

 

 

“[It] ends up with rural 
communities, such as 
Hancock County (Georgia), 
where 39 percent of the 
folks who have a stroke or 
have a heart attack die. 
That’s a lot higher than in 
counties with hospitals close 
by.”     
 
David Lucas, Georgia State 
Senator.  

 





It’s about access to care… 

• 5,700 hospitals in the country; only 35 percent are located in rural 
areas. 
 

• 640 counties across the country without quick access to an 
acute-care hospital.  UNC Sheps Center 
 

• “Access to care remains the number one concern in rural health 
care.” Rural Healthy People 
 

• [The closings] “are a growing problem of ‘medical deserts’…it is 
much like the movement of a glacier: nearly invisible day-to-day, 
but over time, you can see big changes.”  

                              Alan Sager, Boston Univ. professor of health policy 

 
 
 



Why are Rural Hospitals Closing? 



Policy Consequences Impact Rural Hospitals 
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*69% of Rural Hospitals have negative OPERATING profit margin 

 
* 



Sequestration Impact to Operating Margin 

Profitable Switch Unprofitable Grand Total 

CAH 358 27 917 1,302 

Medicare 
Dependent 54 7 138 199 

Sole 
Community 94 2 156 252 

Standard 
Rural PPS 52 1 101 154 

Urban 1,319 53 1,287 2,659 

Total 1,877 90 2,599 4,566 
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   …And Congress and the Administration 
Continue to Propose More Cuts 

• If Congress acts on any of the proposed cuts to CAHs, 
there will likely be a reduction of 20-30% in Medicare 
payments (depending upon proposal). 

• If 20% reduction:  72% of CAHs would operate in negative 
financial margins; 39% would be at high or mid-high 
financial risk. 

• If 30% reduction, 80% of CAHs would operate in negative 
financial margin; 45% would be a high or mid-high risk of 
financial distress. 

• CAHs in the south see the sharpest increase in risk.   

“Such a substantial reduction in financial viability could lead to an 
increase in the number of CAHs experiencing insolvency, bankruptcy or 
closure, with deleterious effects on the health and economic well-being 
of these communities.”  



CAHs at high risk of financial distress:  
     Status quo - No reduction in 

Medicare reimbursement  



CAHs at high risk of financial distress:  

20% cut in Medicare  



CAHs at high risk of financial distress: 

30% cut in Medicare  



MEDICAID  

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

• One-half of all newly insured under ACA will be covered by 
expanded Medicaid.  (Estimates are 5 million in rural will be 
covered.) 

• 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.  



  How Does Medicaid Expansion Affect 
Insurance Coverage of Rural Populations 

• A majority of the states with the largest percentage of population 
living in rural areas are not expanding, while nearly all of the least 
rural states are expanding. 
 

• Rural, poor states are the least likely to expand Medicaid. 
 

• The majority of rural residents in the U.S. live in states that are not 
expanding.  Only 3 of the 11 states with the largest rural population 
have expanded (IA, KY, MI) 
 

• There is a wider rural-urban insurance coverage that existed pre-
ACA. 
 

• NC Rural Heal Research Program, July 2014 



Our Campaign 

 
#SaveRural 

 
 Here’s what’s at stake… 



Educate Congress on the 
importance of rural health care 

 Our message is powerful.  
    An investment in rural health: 

 
1. Protects patients; 
2. Protects the rural economy; and 
3. Protects taxpayers   



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 
 

We ask state offices to join us. 



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) 
 Innovation model for rural hospitals who continue to struggle.   



Future Model: 

Community Outpatient Hospital 
• 24/7 Emergency Services 
• Meeting the needs of rural communities. Additional service 

based on community needs assessment: observation care, 
skilled nursing facility (SNF) care, infusion services, 
hemodialysis, home health, hospice, nursing home care, 
population health and telemedicine services. 

• Primary Care – FQHC (or look alike) or Rural Health Clinic 



   ACA:  Are Health Exchanges Working 
in Rural Areas? 

• 58.3% of rural counties only had 1 or 2 plan options 
• 23.7% of rural counties vs. 5.5% of urban counties had only 1 plan option 
• Over ¾ of urban plans had three or more choices of coverage 

Lack of market competition grave concern. 



   Can rural Americans afford ACA 
Coverage? 

• 36% of uninsured indicated “high cost” of coverage as their primary 
reason for remaining uninsured. 

• 65% of planes selected in first year were silver plans.  Average silver 
deductible if $2,907 (often higher out of pocket cost for 
prescriptions than employer-based plans). 

• Average deductible for a bronze plan is $5,081. 
• (52% of Americans have less than $3000 in non-retirement savings.) 

 

Can Rural Providers afford ACA? 
• Rural providers will have to absorb more bad debt and charity care.  
 



News Last Week - - Hefty Hikes 

Hefty Hikes 
Some state insurance commissioners have approved double-digit 

premium hikes for their states' largest health insurers. For example, 
Blue Cross Blue Shield of Tennessee received approval for a 36.3% 
increase on its health plans, while Oregon's regulator approved a 
25.6% increase for its largest insurer, Moda Health Plan. Meanwhile, 
premiums will rise more modestly. (Sources: The Hill, 8/26; Modern 
Healthcare, 8/26; Wall Street Journal, 8/26) 

 

http://app.ns.advisory.com/e/er?elq_cid=1276761&x_id=&s=230127911&lid=78094&elq=52d8d49cd3cc4b6ab3657e2f9139393f&elqaid=42905&elqat=1&elqTrackId=c1983140c7db415593b5a1d973bce703
http://app.ns.advisory.com/e/er?elq_cid=1276761&x_id=&s=230127911&lid=78095&elq=52d8d49cd3cc4b6ab3657e2f9139393f&elqaid=42905&elqat=1&elqTrackId=1031b6ae6281430b97d57c300ff446db
http://app.ns.advisory.com/e/er?elq_cid=1276761&x_id=&s=230127911&lid=78095&elq=52d8d49cd3cc4b6ab3657e2f9139393f&elqaid=42905&elqat=1&elqTrackId=1031b6ae6281430b97d57c300ff446db
http://app.ns.advisory.com/e/er?elq_cid=1276761&x_id=&s=230127911&lid=78096&elq=52d8d49cd3cc4b6ab3657e2f9139393f&elqaid=42905&elqat=1&elqTrackId=c06161a9253b4d86b88e2a9f315b4be5


Senate Focus on Chronic Disease 

• Major legislation forming. 
 

• Stake holders submit information to Senate 
Finance Committee. 

• Important to have rural at the table. 
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Childhood poverty initiative 
• White House Rural Council – task force.  

– Through the White House Rural Council, HHS is coordinating 
efforts between the Administration for Children and Families, 
the Health Resources and Services Administration, and the 
Office of the Secretary to see what can be done to help provide 
health and human services to impoverished rural children. 

 
• One in four rural children currently live in poverty—the 

highest rate since 1986—and the gap between rural and 
urban child poverty rates continues to rise.  
 

• Ninety-five percent of persistent poverty counties are non-
metro counties. 







Thank you! 

Thank you state offices for all you do! 
Thank you Bill Finerfrock for your advocacy in Washington, DC! 
We are making great progress! 
 
POLICY INSTITUTE February 2-4, 2016 
    Join the fight! 
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