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H.R. 3962:  Is it Good for Rural America?
Twenty-five percent of the nation lives in rural America.  A health reform bill will be ineffective for rural Americans unless an overriding problem in rural America is first resolved - - access to care.  This access crisis exists because of two barriers to the health care delivery system in rural America:  1) the workforce shortage crisis; and 2) inequitable rural Medicare reimbursements.  A health reform bill must eliminate these barriers.
H.R. 3962, the Affordable Health Care for America Act, recently passed in its final form on the House Floor, encapsulates several positive provisions for improving the primary care shortage in rural America.  However, the bill falls short on truly resolving the access crisis in rural America.  This document will outline the provisions in H.R. 3962 that are positive for the rural health care delivery system and as well as critical provisions needed to resolve the access crisis in rural America, but left out of the bill.  

NRHA’s Concerns with H.R. 3962
Redistribution of Unused Residency Slots

The bill will redistribute unused residency slots to other residency programs, prioritizing redistribution of the slots to programs that meet certain training needs, such as primary care, training in rural health clinics and other non-provider settings, and training in health professional shortage areas.  

The provision is well-intentioned, however, rural residency programs have long struggled to fill their residency slots, not because the training is not necessary and important, but because it is difficult to recruit residents into rural areas, and therefore have a number of currently unused slots.  Additionally, the bill instructs the Secretary to consider the likelihood that the residency program will fill the new slots within three cost reporting periods.  

As written, the bill will cause rural residency programs to lose the slots they already have but have been unable to fill and likely prevent them from receiving any new slots, further exacerbating the rural health care workforce crisis and increasing disparities between rural and urban care.  Unused slots in rural residency programs should be preserved and incentives to help fill them should be put into place.  
Correcting Rural Medicare Reimbursement Inequities
Longstanding payment inequities to rural Medicare providers call for immediate attention.  Although the IOM study is a good first step, the NRHA is concerned that it will prove insufficient.  A number of other rural Medicare provisions must be included as well.  

· Reinstate “Necessary Provider” for Critical Access Hospitals – This would allow states to once again deem a hospital as a “necessary provider” based on unique conditions often only realized by local and state entities.  

· Critical Access Hospital Bed Flexibility - Allows CAHs flexibility in their bed count. 
· Increase Medicare payment cap to Rural Health Clinics - The RHC cap must be raised from $76.84 to $92, finally updating a payment structure that is decades old.  Raising the cap, and including the other important provisions in S. 1355, will enable RHCs to continue to deliver vital primary care to their patients.   
· Lift the Cap on Rural Residency Programs – The limits on the number of slots for rural residency programs should be lifted in order to allow existing programs to expand and new ones to be established.  
· Eliminate CAH "Isolation Test" for Ambulance Reimbursement - Under current law, CAHs can only receive cost reimbursement for ambulance services if they are the only provider of ambulance services within a 35-mile drive.  This provision would eliminate the 35-mile requirement, ensuring that CAHs are appropriately reimbursed for providing emergency medical services.   
· Extend the Rural Community Hospital Demonstration Program (Tweeners) This important and successful demonstration program, originally set for five years, must be allowed to continue during the lag time between the demonstration project’s end, and when CMS makes its final decision to permanently implement the program. 
· Equalize Medicare Disproportionate Share Hospital (DSH) Payments – Though H.R. 3962, by means of reducing uninsured individuals, seeks to reduce the need for DSH payments, this will not become a reality for many years after the bill’s implementation.  Between now and then, rural providers will still be at a disadvantage, since urban facilities can receive unlimited add-ons corresponding with the amount of patients served. Rural add-on payments, rather, are capped at 12% of the total amount of the inpatient payment.  This cap should be removed for rural hospitals, bringing their payments in line with the benefits urban facilities receive. 
· Ensure Rural Representation on MedPAC and proposed Health Benefits Advisory Committee– The NRHA was disappointed by House leadership’s decision to strip a bipartisan amendment finally ensuring Rural representation on MedPAC, and also ensuring the same on the proposed Health Benefits Advisory Committee.  Representation on these or any bodies making decisions about our nation’s health care system should be proportional to the number of rural or urban citizens affected by decisions made.  Since 26 percent of America is rural, representation on these boards should be proportional.  
· Eliminate Unfair Treatment of Critical Access Hospitals in the Stimulus Bill – The “Stimulus Bill” did not provide the same incentives for CAHs for HIT adoption as PPS hospitals.  To create equity for these rural facilities, CAHs should have priority access to the grant funds contained in the Stimulus Bill.
· Ensure Rural Access to Anesthesia Services - H.R. 3151 seeks to close current loopholes and ensure that Critical Access Hospitals (CAHs) are properly reimbursed for their anesthesiology services.
· Include Pharmacist-Delivered Medication Therapy Management (MTM) - Support Congressman Mike Ross’s amendment that will include the same MTM programs found in the Senate HELP bill, which establishes a grant program for pharmacist-delivered MTM.  
· Increase the multiplier for the Average Manufacturers Prices - Ensure continued patient access to life-saving, cost effective prescription medicines by providing an accurate pharmacy reimbursement benchmark.  Legislation must use the weighted average price (rather than lowest average price) along with an appropriate multiplier to ensure pharmacy operational costs are covered.
Area Health Education Centers (AHECs)

AHECs are an essential element to resolving the rural health care workforce crisis.  Unlike the Senate, the House fails to reauthorize the AHEC program.  Without this valuable program, the rural health workforce would be severely limited.   The Senate HELP Committee’s health reform bill, the Affordable Health Choices Act, would reauthorize the AHEC program at a level of $125 million annually between 2009 and 2014.  
Positive Provisions for Rural Health in H.R. 3962
Covers Uninsured Rural Individuals

In rural areas, the uninsured rate reaches 23 percent, five percent higher than in urban areas.  Furthermore, rural Americans, who are inherently older, poorer and less healthy, face additional financial difficulties not realized by their urban counterparts.  The bill would reach a greater amount of the currently uninsured rural Americans, providing them with more options to obtain affordable and quality coverage. 
Addresses Rural Payment Disparities
The NRHA is pleased that the proposed public insurance option will, under this bill’s provisions, be structured under a negotiated rate payment method to better account for regional and geographic disparities in the U.S. Many providers suffer great financial losses associated with treating Medicare patients, and rural providers are often reimbursed at rates lower than their actual costs.  The public option being tied to the Medicare payment structure would have only perpetuated this problem by creating financial burdens on even our nation’s most efficient, high quality providers, potentially driving them out of the market altogether. The NRHA greatly appreciates the House ensuring these important protections are included in H.R. 3962
340B Drug Pricing Program

The 340B Drug Pricing Program provides low cost drugs to certain facilities.  This bill would expand the program to include Critical Access Hospitals, Medicare Dependent Hospitals, Sole Community Hospitals and Rural Referral Centers, allowing these facilities to better serve their patients.  Though the expansion could be better by making inpatient drugs available as well, this is a huge step in the right direction to ensuring rural Americans’ access to their much needed prescriptions.  Additionally, the NRHA will continue to advocate for expanding the 340B program to inpatient drugs, as well as rural health clinics.  
Protects Rural Consumers Against Discriminatory Practices
Though all of the insurance market reforms in the bill are not perfect, the provisions prohibiting insurance companies from denying coverage based on pre-existing conditions, protecting consumers from high annual out-of-pocket spending, and prohibiting charging higher premiums based on gender, would all help make health insurance in rural America more affordable. 
Rural Community Health Centers

The bill provides billions in new funds to support community health centers, and maintains the current requirement that rural areas receive special consideration for distribution of funds. 
Rewarding Efficient Care

The bill provides incentive payments to physicians practicing in areas are that identified as being the most cost-efficient areas of the country, many of which are in rural America. 
National Health Service Corps 

The NHSC is critical to addressing the provider shortage crisis in rural America.  This bill includes a significant investment in the NHSC and allows health professionals to fulfill their commitment by working part-time, making the program more flexible.  

Graduate Medical Education (GME) Improvements

Rural America faces a severe physician shortage, and this bill seeks to partially address this problem by improving GME.  First, it establishes a program for training of medical residents in community based settings by awarding grants or contracts.  This funding would help develop new primary care residency programs in Rural Health Clinics (RHCs) and Federally Qualified Health Centers (FQHCs).  It would do so by creating a demonstration project program for RHCs, FQHCs and other “approved teaching health centers” in non-provider settings for which centers would be eligible for payments for their own direct GME primary resident costs in a manner similar to the payments hospitals would receive for providing similar services.  

Additionally, the bill would establish a grant/contract program to train primary care residents in community-based settings.  These programs would recruit and train new residents and faculty, and would either create new programs or operate out of existing primary care residency facilities.  Preferences for this funding would go to programs serving underserved communities. 

Medical Home Pilot Program 
The medical home model rewards health care professionals for coordinating care in order to improve the health of their patients.  The bill creates a pilot program for both independent and community-based medical home models in order to reward physicians who spend time coordinating care for patients and takes steps to allow small and community based practices, common in rural America, to participate.  

Primary Care Incentive Payments 
Less than 10 percent of physicians practice in rural area even though a quarter of the population lives in these areas.  This bill includes an additional 5 percent incentive payment for primary care physicians and an additional 10 percent incentive payment for primary care physicians practicing in health professional shortage areas to help recruit and retain primary care physicians where they are needed most.  

Mental Health and Substance Abuse Screening
Via a Managers' Amendment added the day before the full bill’s passage, the bill requires the Secretary to establish a program on mental health and substance abuse screening, brief intervention, referral, and recovery services for individuals in primary care health care settings. The program would include grants, contracts, and cooperative agreements. $30 million is authorized to be appropriated for FY 20011 and such "sums as may be necessary" for FYs 2012 through 2015. 
Codifying the Office of Minority Health
Also via the Managers' Amendment, the bill officially codifies an Office of Minority Health in Centers for Disease Control (CDC), Substance Abuse and Mental Health Services Administration (SAMHSA), Agency for Health Research and Quality (AHRQ), Health Resources and Services Administration (HRSA), and the Food and Drug Administration (FDA). 

Institute of Medicine (IOM) Study of Geographic Adjustment Factors Under Medicare 
Longstanding inequities exist between rural and urban Medicare payments.  This bill calls for an Institute of Medicine study of geographic adjustment factors under Medicare.  The recommendations of the study would then be implemented with funding provided in the bill to correct these disparities.  

Creation of a Telehealth Advisory Committee 

This proposed commission, administered through the Centers for Medicare and Medicare Services (CMS) would make recommendations to the HHS Secretary on policies related to telehealth services, and would be composed of nine members who, among other requirements, would represent a “balance of specialties and geographic regions.”
Extension of Section 508 Hospital Payments
Created as part of the Medicare Modernization Act (MMA) of 2003, certain rural hospitals, commonly referred to as “Section 508 Hospitals” are reimbursed by Medicare at rates that better account for the valuable service they provide to rural communities.  This bill would extend this program, and therefore assist rural hospitals in recruiting and retaining essential staff, and providing service to their communities.   
Expansion of Ambulance Add-On Payments to Rural Facilities
Rural ambulatory services often have, among other things, greater distances to travel when performing the valuable service they provide.  This bill would extend the added payments to both ground and air ambulatory services to help compensate for their additional incurred costs.  
Extension of Hospital Outpatient Hold-Harmless Provision

When hospitals were moved to a new Medicare payment system in 2000, an exemption was created to protect rural hospitals from potential losses due to the restructure.  This bill would continue to extend the rural hold-harmless provision, to ensure rural hospitals continue providing care. 

Extension of Technical Component Payment for Physician Pathology Services

The bill would extend Medicare reimbursement of the technical component of certain physician pathology services in rural areas.  
Extension of the Geographic Practice Cost Index (GPCI)

The bill would extend the geographic floor for physician work payments until January 1, 2012.  
Marriage and Family Therapist and Mental health Professionals 

There is a vast shortage of mental health professionals in rural areas.  This bill would seek to improve this shortage by making marriage and family therapists and mental health counselors eligible for Medicare reimbursement.  
