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NRHA Mission Yourvoi, Louder.

The National Rural Health Association Is
a national membership organization

with more than 21,000 members whose
mission IS to provide leadership on

rural iIssues through advocacy,
communications, education and research.
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Why a rural health ~ ==

associlation?

A A voice for rural health care.
A A non-partisan, non -profit advocate

A A source of information for
policymakers and members alike
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National Rural Health Association Membership
2009

One Dot Represents One Member L -

. (Map shavws only mermbers residing in
Y oy 3] the United States & Puerea Rliea)
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ARural is often defined by what

itis notée ur ban

A Rural is defined by:

V Geography
V Population density (urban areas or urban clusters 1,000 per
square mile is urban; 6 per square mile is frontier

V Distance from an urban center (Rural Urban Commuting
Area (RUCA codes)

V Cuiture
V Policy definitions (disparities, shortage areas, etc.
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Rural Health Disparities

A More likely to report fair to poor health
V Rural counties 19.5%
VV Urban counties 15.6%

A More obesity
V Rural counties 27.4% VS urban counties 23.9%

V Less likely to engage in moderate to vigorous exercise: rural
44% VS urban 45.4%

. I o fl dial | 3
V Diabetes in rural adults 9.6% VS urban adults 8.4%
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Rural 1s Different

A Strong sense of community responsibility,
propensity toward collaboration (unigue ways
to develop and provide services needed.)

A Creation of regional networks to provide
greater access to state -of-the-art health care.

Wy W WaYaValm
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Rural 1s Different

A Rural hospitals have lower risk -adjusted
rates of potential safety -related events.

d Jolliffe 2003
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Rural 1s Different

A Rural hospitals have significantly lower
adverse event rates than urban
counterparts.

d Whitener and McGranahan, 2003
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Rural 1s Different

A Rural hospitals have significantly lower
rates of postop hip fracture, hemorrhage,
and hematoma.

d Cromartie, 2002
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Rural 1s Different

A Rural areas score higher than urban on
appropriate provision of preventative
services related to breast exams/ family
history of cancer, influenza
Immunization...

X ™

0 Poletal.,; 2001
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WE'RE RURAL, NOT STUPID

ON THE ; | OF VA

A
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From 1980 to 1991 at least 360 rural
hospitals were closed. -An average of
30 per year.

The Inpatient Prospective Payment
System (PPS) led to the decline in the

numbers of rural-hospitals.
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Sources: LIS Census Bureau, 2008, CMS Reglonal Ofce,
ORHP, and State OfMces Coordinating with MRHFP, 2009
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Location of Critical Access Hospitals
Information Gathered Through July 30, 2009

i/ \ -] ...I

| { * Critical Access Hospital (1,305) [

\ . ' [] Metropolitan County o
O Monmetropalitan County <

9 \r B State Mot Eligible or Mot Participating
b
ﬁi\q: )

*Mote: Core Basad Statistical Areas are current as of the Movember 2008 update,
HNonmetropalitan countles Include micropoltan and countles outside of CESAS,

Producad By: Morth Caralina Rural Heatth Ressarch and Pollcy Analysls Centar, Cacll

=}
Sheps Center for Haalth Services Research, Unkversity of Morth Canclina at Chapel Hill




Source: Centers for Medicare and Medicaid
Services: 115, Department of Health and
Human Services; Quarler 2, 2000,

Note: Alaska and Hawaii not shown to seale

Rural Health Clinics (RHCs)

Hawail <;>

Rural Health Clinic

An RHC s a facility
located in a rural
area designated

s d H!][Prl:!g{: AN
and is neither a
rehabilitation
ageney nor a facility
primarily for the care
and treatment of
mental diseases.
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Rural

Assistance Center



Federally Qualified Health Centers (FQHCs)

* S T

¢S ®  Federally Qualified Health Center

Afederally qualified
health center (FOHC)

is a tvpe of provider
defined by the Medi-
care and Medicaid
statutes, FOHCs
include all organiza-
tions receiving grants
under Section 330 of
the Public Health
Service Act, certain
tribal organizations,
andd FOHC Look-Alikes.

Source: Centers for Medicare and Medicaid ) ——
Services; 1LS, Department of Health and Hawaii AR -
Human Services; Quarter 2, 2000, w
.,

Mote: Alaska and Hawaii not shown to scale

Rural Assistance Center
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Medl careos payl
bed or fewer hospitals
represent less than two

percent of overall
Medicare budget.




Medicare 2% Sequestration - CAH Impact

Under the Budget Control Act of 2011, if congress fails to meet the $1.2T budget reduction goal by
November 23, 2011 an automatic sequestration process will reduce government spending programs,
including up to a 2% reduction to Medicare. Decreasing Medicare payments to Critical Access Hospitals
(CAHSs) will push many CAHs to the brink of closing their doors.

CAHs are rural hospitals certified to receive Medicare payments equal to 101% of allowable cost.

Despite CAHs representing over 26% of all community hospitals, Medicare expenditures to

CAHs are less than 2% of the entire Medicare

budget. Medicare payments to non-hospital services Annual Medicare Expenditure Growth Rate
row at over twice the rate of CAHs.

g 9.3% 9.1% e

By the end of 2011, about 1,340 hospitals will carry

the CAH designation. Medicare will contribute an

average of $7.5M to each CAH’s net patient revenue

(approximately 42% of all revenue). A 2% Medicare

sequestration on the $10B annual payments will 2007 2008 2009

eliminate $200M of desperately needed revenue to M caHs M All Other Hospitals Non-Hospital Expenditures

CAHs nationwide. *Data above reflects most recent 3 years of historical data available

Medicare Due to the weak economy and lack of necessary capital investment,

Cuts Economic an ever-increasing number of CAHs are operating at a loss. This figure
Loss escalated to 41% in 2009 and continues to grow. These facilities
operating in the red employ approximately 138,000 jobs. Without
additional working capital investment, many of these hospitals may be
forced to close their doors. The rural economies supported by CAHs
$200M cannot afford to eliminate the only nearby hospital and one of the
$408M largest employers in each community.

A 2% reduction in Medicare payments to CAHs will " )

force about 40 hospitals that are currently scratching Additional CARS: 0 Jeopaty oM 2%
out a minimal positive margin to operate at a loss. Hospitals 40
With each hospital averaging 143 employees, the Hospital Jobs 5,764
resulting impact will put another 5,764 hospital jobs Hospital Salaries $334M
at risk. If all 40 CAHs closed their doors, the rippling

effect in these communities alone could total near

8,000 jobs with an economic loss of over
$400 million. Local Economic Impact $408M

S A N O Contact your member of Congress to explain the Nﬁ"
E———

detrimental impact the 2% will have on CAHS. i
n0C pitalGroup.com Your voice. Louder.

Local Jobs Impact 7,955




Federal Budget Faces Annual
Trillion-Dollar Deficits Through 2021

Federal Deficits, in Billions of Nominal Dollars
2008 2001 2016 2021
$0

$-500

$-1000

$-1500

$-2000

$1.2 trillion

Source: Heritage Foundation caleulations based on data frem the
Congressional Budget Office, The Budpet and Economic Outlook: Fiscal
Yeors 2011 to 2010, at hutpiffwwwecbogovlfipdocs/ | 20xxidoc! 20391
01-26_Fr201 | Outlookpdf (January 26,2011).

Chart 2+ WM 3121 K heritage.org
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Rural Health Safety Net Programs

A Rural Outreach and Network Grants

A Rural Health Research

A State Offices of Rural Health

A Rural Hospital Flexibility Grants

A Rural and Community Access to Emergency Devices
A Rural EMS

A Community Health Centers

A National Health Service Corps

A

Title VII and Title VIII
0 Areas Health Education Centers
0 Geriatric Programs
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Federal Grants/HRSA ===
Grant opportunities: health professions,
maternal and childhood, primary care,
general rural health.

A http://www.hrsa.gov/grants/default.h
tm

A http://www.Recovery.gov

A http://www.Grants.gov



http://www.hrsa.gov/grants/default.htm
http://www.hrsa.gov/grants/default.htm
http://www.recovery.gov/
http://www.recovery.gov/
http://www.grants.gov/
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Healthcare Critical to

Rural Economy

A Healthcare is the fastest growing segment of
rural economy.

A Each rural physician generates 23 jobs in the
local rural economy.

A Health care often represent up to 20 percent

——ofaruralcommunity's employmentand

Income.
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Your vo ice. Louder.

HEALTH LEGISLATION FOR
RURAL AMERICA




August 2011

Thirty -nine percent of Americans say

they have a favorable view of the

law, 44 percent have an unfavorable

one and another 17 ¢
know enough to register an opinion.

- Kaiser Health Tracking



WHAT IS THE STATUS OF LAST
YEAR'S HEALTH REFORM LAW?

52%

IT IS STILL LAW

\AWAC REDEAIE
IT WAS REPEALED

IS STILL LAW
B HAs BEEN REPEALED / IS NOT LAW
B DON'T KNOW OR REFUSED

SOURCE: KAISER FAMILY FOUNDATION HEALTH TRACKING POLL



Vampires .
Loch Mess Monster -
Bigfoot .
Mone of the abowve -

0 10 20 30
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According to the nationwide survey
conducted In August 1-29, only 13

percent of physicians agree with the
Ameri can Medi cal Ass
on health reform.

-Jackson and Coker, 2011




The largest health care
bill since Medicare is signhed into law.

v

A Goal: Expansion of the uninsured.

v

A Significant advancements to improve the delivery of health
care in rural America, but falls short on many important rural
ISsues.

A Remains controversial
d No Republicans vote in support. 34 Ds vote no.
d Candidates in November are ran against.
0 Legal <c¢challenges against omandated reog




The Positives
FOR RURAL

A 30 million to be insured

A Strong investment in preventative care, with
emphasis on minority populations

A Strong investment in primary care and
workforce expansion

A Needed insurance reforms

A Makes important improvements in delivery of
care in rural America.




The Negatives
FOR RURAL

A Many new requirements for providers.

A No immediate changes to the broken health
care system (ie, payment system which
rewards guantity, not quality)

A New employer requirements
A New taxes

A Remains controversial (understatement) - -
lacks resounding public support.




Is the ACA the right prescription
for rural America?




Why Rural Americans Need Health
Care Reform

A Greater proportion of rural residents
are uninsured than urban residents (23%
compared to 19%).

A Fewer rural Americans have employer-
based insurance than their urban
counterpart. (64% compared to 71%). A
higher number of self -employed is In
rural America.

A Rural workers pay higher costs for
health

A insurance plans than their urban
workers.




NRHA Fight: Insurance
Access Does Not Equal
Access to Care

Three reforms are crucial for
health reform to
work in rural America:

A The workforce shortage crisis
must be abated,;

A Equity in reimbursements
must occur;

A Disparities must be
eliminated.




Workforce Improvements

A Significant Expansion of NHSC

A Significant funding of Title VII and Title VI
A Rural Physician Training Grants

A Graduate Medical Education Improvements
A Increased Residency Slots in Rural Areas
A Grants to Improve Primary Care Training

A New Residency Slots for RHCs

, o g 4.2
A Workforce Commission i, YW




Try, try agal neé

Created by the ACA to review criteria for the designation
of Medically Underserved Areas and Health Professional
Shortage Areas. The Committee comprises 28
members who are key stakeholders representing the
programs most affected the designations, including
health centers, rural health clinics and other rural
providers, special populations with unigue health care
needs, and technical experts in health care access and
statistical methods.



Initial MUA Model Impact Analysis Results - July Options
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- 1633 1,638 1,840
70,715 969 55,204 018 53,116,824 58, 746 030
23% 18% 17 % 18%
(PR EF P LH I -THE L [EHLE [ LAgr] —
SlTotal Metro Population Designated 40.418 301 36 434 BER 33672 118 AT 650,935
P ercent Metro Population Designated 173 5% 4% I
Total Mon Metro Population Designated 28 383,371 18,183 406 18,778,434 12,502 128
$1Parcent Non Metro Population Designated 473 20% 0% S
Total Frontier Population Designated 1,208 297 880 624 £688.274 582815
QIFercent Fronter Fopulation Designated S 27 27 24% |
Percent Desig Metro Pop of Total Pop Designated 573 b B3% 887
Percent Desig Mon Metro Pop of Total Pop Desig 4155 33 35% 3%
Percent Desiy Frontier Pop of Total Pop Desig % 1% 1% 1%
Comparison to Currently Designated Population _ _
iElF‘en::em Currently Desig MUA Pop Designated 1005 3T % 7% ETiEA |
Programmatic Impact _
2|Percent FOHT Sites Designated S2% 3% 28% 2%
Percent FUHC LAL Sites Designated EFES 33% 3% A
17|Percent RHC Sies Designated [FES 3B% 3E% I
18]Percent NHSC Mon FQHC Sites Designated 565 AT 35% L
Rule Component Mean Scorin
19|Mean Health Siatus Index 504 504 40.8
Z20Mean Barriers Access Index a5 042 323
21|Mean P2P 706 TO6 708
Z2|Wean Bhility To Ray i |
Z3[Wean Final Index i) Br. 371
24[Standard Devianon Healn Stacus Index i 17 Ti.8
25]5tandand Dewiation Hamers Access Index 1d.4 1¢.5 b 1]
Jofstandard Drewiation Final Index 14 14.B'I 12.1




Initial HPSA Model Impact Analysis Results - July Options Low P2P; 2300 Comected v2 772011 11:00am
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ANew Medicare provider payments

AReductions in Medicare spending



Physician Payment Improvements

A 10 percent incentive payment for primary care physicians.

V  All physicians, nurse practitioners, clinical nurse specialists and physician
assistants.

V' Will receive bonus if at least 60 percent of Medicare allowed charges in a prior
period were for primary care services. (Effective 2011 -2015.)

A 10 percent bonus payment to general surgeons.

V' Must perform major procedure (with a 10 - or 90- global service period) in a
health profession shortage area. (Effective 2011 -2015.)

A 5 percent incentive payment for mental health services.
V  For 2010 Medicare will increase payment for psychotherapy services by 5
percent.
A Geographic Practice Cost Index (GPCI) increases.

V. for both oworkdé and oOopractice expense
receive up to 17% payment increases.

V  Physicians in 56 localities in 42 states, Puerto Rico and the Virgin Islands will
receive

V increased reimbursement rates.
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Important Provider Provisions

Extension of the Medicare Rural Hospital Flex Program
V Original authorizing language for the CAH program is extended for two years

V Quality (low -cost) bonus payments, 2011-2012
V CAH Technical Correction for Method Il Payments
A Allows 101 percent reimbursement regardless of billing method

Low dvVolume Hospital Payment Program Extended and Expanded.

Extension of Medicare Dependent Hospital Program until 2012 and
extends certain MDHSs to decline reclassification through 2012.

Extension and expansion of Rural Community Hospital Demonstration
Program 6 10 new states will be eligible.

$400 million for Low -cost Hospitals (to award to efficiency)
Expansion of 340B drug program to CAHs, MDH, RRCs.
TREMENDOUS INVESTMENT IN COMMUNITY HEALTH CENTERS
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Important Provisions for Rural
Health Clinics

A Prevention grants for RHC and CHC
A Teaching healthcenter development grants
A Primary care training grants.




Medicare Extenders

ACA also includes another extension of important
rural programs.

A Outpatient hold harmless

A Physician pathology services

A Section 508 Hospital Payments
ATwo year oOsuper rural o6 ambul a
A Three percent ambulance bonus in rural areas

A Medicare rural home health add -on 83%




