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R
ecom

m
en

d
ation

s for th
e D

ep
artm

en
t of H

ealth
 &

 H
u

m
an

 S
ervices R

u
ral T

ask
 F

orce

S
u

b
m

itted
 b

y th
e W

iscon
sin

 H
ealth

 &
 H

osp
ital A

ssociation
an

d
 th

e R
u

ral W
iscon

sin
 H

ealth
 C

oop
erative

9/07/01

#
Issu

e
R

ecom
m

en
d

ation
R

ation
ale

1. 
A

H
R

Q
F

u
n

d research
 an

d dissem
in

ation
 of best

practices relevan
t to th

e scale an
d con

text
of typical ru

ral facilities.

T
h

e federal in
vestm

en
t in

 h
ealth

 care
research

 an
d qu

ality sh
ou

ld reflect th
e

diversity of settin
gs in

 w
h

ich
 patien

ts are
seen

, n
ot ju

st th
ose m

ost con
ven

ien
t for

research
ers.

2. 
A

H
R

Q
F

u
n

d research
 an

d dissem
in

ation
 of best

practices relevan
t to local leaders seekin

g to
create organ

ization
al an

d system
ic ch

an
ge.

Q
u

ality im
provem

en
t is m

ore th
an

 ju
st th

e
m

edical scien
ce abou

t desired ou
tcom

es bu
t

is also depen
den

t on
 an

d in
form

ed by th
e

beh
avioral an

d political scien
ces.

3. 
C

A
H

—
E

m
ergen

cy
E

xpan
sion

 15 B
ed

L
im

it

B
e explicit th

at in
 th

e case of an
 epidem

ic
or an

 em
ergen

cy, th
e fifteen

 bed lim
it can

be exceeded w
ith

ou
t pen

alty.

T
h

e role of th
e h

ospital is to serve th
e local

com
m

u
n

ity in
 u

n
u

su
al situ

ation
s, even

 if it
m

ean
s violatin

g th
e fifteen

 bed ceilin
g.

4. 
C

A
H

—
F

lexibility
P

rogram
 G

ran
t

W
ork w

ith
 C

on
gress to assu

re th
e

con
tin

u
ation

 of th
e F

lexibility program
gran

t.

T
h

ese focu
sed in

vestm
en

ts in
 state offices of

ru
ral h

ealth
 an

d th
e developm

en
t of local

critical access h
ospitals h

ave becom
e a key

com
pon

en
t of th

e states’ ru
ral h

ealth
in

frastru
ctu

re.

5. 
C

A
H

—
JC

A
H

C
O

F
in

alize, as soon
 as possible, an

 agreem
en

t
w

ith
 JC

A
H

C
O

 w
h

ich
 gives th

em
 deem

ed
statu

s au
th

ority for C
A

H
s.

M
an

y bu
t n

ot all C
A

H
s w

ish
 to con

tin
u

e
JC

A
H

C
O

 accreditation
 an

d u
n

til a n
ew

agreem
en

t is reach
ed betw

een
 C

M
S

 an
d

JC
A

H
C

O
, C

A
H

s n
eed to in

cu
r du

plicative
facility su

rveys by th
eir S

tate. A
s for all

h
ospitals, JC

A
H

C
O

 n
eeds to con

tin
u

e as an
option

, n
ot a requ

irem
en

t.
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6. 
C

A
H

—
L

on
g-T

erm
C

are
W

ork w
ith

 C
on

gress to assu
re th

at C
A

H
based h

om
e h

ealth
 an

d skilled n
u

rsin
g

facilities sh
ou

ld be reim
bu

rsed based on
reason

able costs.

H
om

e h
ealth

 services h
ealth

 an
d skilled

n
u

rsin
g facilities are critical an

d n
atu

ral
com

pon
en

ts of critical access h
ospitals.

7. 
C

apital—
M

an
dates

W
ork w

ith
 C

on
gress to assu

re tran
sition

fu
n

din
g is m

ade available for th
e capital

cost requ
ired of ru

ral h
ospitals to

im
plem

en
t n

eed m
an

dates su
ch

 as H
IP

A
A

an
d n

ew
 P

atien
t S

afety requ
irem

en
ts.

A
 con

vergen
ce of dem

an
ds for m

ajor
u

n
an

ticipated regu
latory driven

 capital
in

vestm
en

ts com
es at th

e sam
e tim

e w
h

en
H

ill-B
u

rton
 era facilities face replacem

en
t

of th
eir core facilities.

8. 
C

apital—
F

H
A

 242
P

rogram
 (1 of 5)

R
em

ove th
e n

eed for an
 in

itial state
approval or certification

 th
at th

e h
ospital

requ
estin

g fin
an

cin
g assistan

ce is critical
an

d n
eeded for th

e state’s h
ealth

 care plan
.

T
h

e prim
ary federal govern

m
en

t fin
an

cin
g

program
 for ru

ral h
ospitals capital

im
provem

en
t is th

e F
H

A
 242 in

su
ran

ce
program

.  L
ess th

an
 h

alf of th
e states today

h
ave certificate of n

eed legislation
 an

d
processes. F

ailu
re to m

ake th
is ch

an
ge w

ill
lim

it th
e u

se of th
is program

 to prim
arily

certificate of n
eed states an

d preclu
de

oth
ers equ

ally deservin
g.

9. 
C

apital—
F

H
A

 242
P

rogram
 (2 of 5)

E
ach

 project sh
ou

ld be th
e respon

sibility of
on

e person
 in

 on
ly on

e agen
cy an

d services
requ

ired from
 oth

er agen
cies sh

ou
ld be

tran
sparen

t to th
e borrow

er.

T
h

e F
H

A
 242 program

 is cu
rren

tly
adm

in
istered in

 part by tw
o federal

agen
cies, H

U
D

 (for receipt of th
e m

ortgage
in

su
ran

ce) an
d H

S
S

 (for review
 of fin

an
cial

feasibility).  T
h

is process, w
h

ile
u

n
derstan

dable, requ
ires extra diligen

ce in
order to avoid delay, con

flictin
g direction

s
an

d a positive ou
tcom

e.

10. 
C

apital—
F

H
A

 242
P

rogram
 (3 of 5)

P
rocedu

res, filin
gs an

d form
s sh

ou
ld be

review
ed to determ

in
e th

eir n
ecessity an

d
w

h
eth

er a better w
ay is possible.

T
h

e cu
rren

t H
H

S
 h

an
dbook of requ

irem
en

ts
for participation

 in
 th

e F
H

A
 242 program

sh
ou

ld be review
ed an

d revised w
ith

 an
 eye

tow
ards few

er requ
irem

en
ts an

d faster
processin

g tim
e.
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11. 
C

apital—
F

H
A

 242
P

rogram
 (4 of 5)

E
ith

er th
e program

 n
eeds to address fillin

g
all gaps to provide com

plete coverage or th
e

u
se of G

in
n

ie M
ae w

raps m
u

st be approved
for u

se.

T
h

e cu
rren

t m
ortgage in

su
ran

ce provided
by F

H
A

 242 h
as gaps in

 coverage.
C

u
rren

tly A
A

A
 ratin

gs can
 be obtain

ed
w

h
en

 oth
er F

H
A

 in
su

ran
ce produ

cts are
com

bin
ed w

ith
 G

in
n

ie M
ae secu

rities to fill
th

e gaps in
 coverage.  T

h
is stru

ctu
re is

cu
rren

tly n
ot approved for u

se w
ith

 F
H

A
242 an

d sh
ou

ld be.

12. 
C

apital—
F

H
A

 242
P

rogram
 (5 of 5)

A
 ch

an
ge is n

eeded in
 collateral

requ
irem

en
ts. C

u
rren

t collateral
requ

irem
en

ts are th
at all reven

u
es an

d all
in

su
red properties th

at n
o fu

tu
re len

ders to
th

e h
ospital can

 receive a parity position
 in

th
is pool of collateral as n

ew
 projects are

u
n

dertaken
 by th

e h
ospital.

T
h

is m
akes su

bsequ
en

t borrow
in

gs difficu
lt

to so on
 favorable term

s w
ith

 oth
er len

ders
an

d oth
er n

on
-F

H
A

 in
su

red collateral
stru

ctu
re w

h
ich

 allow
s fu

tu
re len

ders to
sh

are in
 th

e F
H

A
 in

su
red collateral pool on

a parity basis, addin
g n

ew
 projects an

d
reven

u
es to th

e collateral pool for th
e

ben
efit of all len

ders.

13. 
C

om
m

u
n

ity H
ealth

C
lin

ics
R

u
ral specific barriers su

ch
 as geograph

y,
w

eath
er, lack of providers an

d lack of
tran

sportation
 sh

ou
ld be m

ore explicitly
con

sidered w
h

en
 allocatin

g fu
n

din
g.

T
h

is w
ou

ld en
h

an
ce access n

ation
ally by

facilitatin
g a m

ore geograph
ically diverse

array of C
H

C
s.

14. 
C

om
m

u
n

ity &
E

con
om

ic
D

evelopm
en

t

D
H

H
S

 proposals w
h

ich
 affect local h

ealth
care n

eed to explicitly con
sider th

e im
pact

on
 th

e rest of th
e ru

ral com
m

u
n

ity an
d

econ
om

y.

“E
very tw

o jobs created (or lost) in
 th

e S
au

k
C

ou
n

ty h
ealth

 care in
du

stry w
ill cau

se th
e

n
u

m
ber of jobs in

 oth
er in

du
stries to

in
crease (or decrease) by on

e job.” F
rom

 th
e

m
ost recen

t stu
dy su

pported by R
W

H
C

, T
h

e
E

con
om

ic V
alu

e of th
e H

ealth
 C

are In
d

u
stry

In
 S

au
k C

ou
n

ty, W
iscon

sin
, 11/

00
(A

ttach
ed).
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15. 
C

R
N

A
R

ein
state th

e 1/18/01 fin
al ru

le (over th
e

7/5/01 proposal) re ph
ysician

 su
pervision

.
F

rom
 th

e N
R

H
A

 8/6/01 letter to S
ecretary

T
h

om
pson

, “H
C

F
A

 an
d its experts took

seven
 years to fin

alize th
is ru

le an
d fou

n
d

‘n
o com

pellin
g eviden

ce th
at an

 across-th
e-

board F
ederal ph

ysician
 su

pervision
requ

irem
en

t for C
R

N
A

s leads to better
ou

tcom
es.’ ” It is false com

fort to go forw
ard

w
ith

 a federal stan
dard based on

 a state by
state exem

ption
 process—

th
is approach

n
eedlessly politicizes an

 issu
e already

resolved by state legislatu
res.

16. 
C

R
N

A
E

lim
in

ate th
e lim

it on
 th

e n
u

m
ber of

procedu
res eligible for a pass th

rou
gh

 of
C

R
N

A
 service costs in

 ru
ral h

ospitals w
ith

less th
an

 100 beds.

T
h

e cu
rren

t eligibility lim
it of 500

procedu
res is artificial for th

e typical ru
ral

h
ospitals an

d is leadin
g to a su

bstan
tial

u
n

derpaym
en

t in
 m

an
y facilities of th

e
actu

al cost of providin
g th

e service.

17. 
E

M
T

A
L

A
P

erm
it a su

rgeon
 on

 call to do elective
su

rgery if th
e on

ly altern
ative is to h

ave n
o

su
rgeon

 on
 call.

R
u

ral h
ospitals are n

ot typically requ
ired to

h
ave a su

rgeon
 on

 call.  G
iven

 th
e lim

ited
su

rgical service available in
 m

an
y ru

ral
com

m
u

n
ities, it is cou

n
terprodu

ctive to
expect su

rgeon
s to n

ot sch
edu

le an
y elective

su
rgery w

h
en

 th
ey are on

 call—
it lim

its th
e

am
ou

n
t of call su

rgeon
s are w

illin
g to take.

18. 
F

ederal O
ffice O

f
R

u
ral H

ealth
 P

olicy
F

u
rth

er en
h

an
ce th

e om
bu

dsm
an

 role of
both

 th
e N

ation
al A

dvisory C
om

m
ittee on

R
u

ral H
ealth

 an
d th

e F
ederal O

ffice of
R

u
ral H

ealth
 P

olicy w
ith

in
 D

H
H

S
.

T
h

e expertise in
h

eren
t in

 both
 th

e N
A

C
R

H
an

d th
e F

O
R

H
P

 h
as been

 h
istorically

u
n

deru
tilized by D

H
H

S
 as a w

h
ole.

19. 
F

ederal O
ffice O

f
R

u
ral H

ealth
 P

olicy
D

H
H

S
 sh

ou
ld proactively in

volve th
e

F
O

R
H

P
 early in

 th
e policy an

d regu
latory

process on
 issu

es effectin
g ru

ral h
ealth

.

M
an

y ru
ral regu

latory an
d paym

en
t

problem
s cou

ld h
ave been

 avoided, h
avin

g
been

 cau
sed by n

ot adaptin
g gen

eric
in

du
stry w

ide policies to ru
ral realities.
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20. 
M

edicare—
C

on
dition

s
O

f P
articipation

In
tegrate th

e federal regu
lation

s im
pactin

g
diversified ru

ral h
ospitals w

ith
 m

u
ltiple

provider types.

W
iscon

sin
’s pion

eerin
g “ru

ral m
edical

cen
ter” con

cept—
a sin

gle licen
se for ru

ral
provider cam

pu
ses providin

g m
u

ltiple
services (e.g. h

ospital, S
N

F
, h

om
e h

ealth
).

21. 
M

edicare—
C

ost
R

eport
S

im
plify th

e cost report. A
 n

ation
al task

force of extern
al an

d C
M

S
 experts sh

ou
ld be

con
ven

ed to report ou
t specific

recom
m

en
dation

s by a tim
e certain

 in
 2002.

T
h

e w
ork already com

plete by an
 existin

g
A

H
A

 task force on
 th

is issu
e sh

ou
ld

facilitate an
 expedited review

.

T
h

e cost report sh
ou

ld be lim
itin

g to th
e

in
form

ation
 actu

ally n
eeded by P

P
S

 or if
n

ot a P
P

S
 provider, th

e in
form

ation
 n

eeded
by th

e applicable paym
en

t system
.

22. 
M

edicare—
In

term
ediary/C

arrier
R

equ
ire In

term
ediary/C

arrier
respon

siven
ess, accessibility, an

d
con

sisten
cy an

d con
tin

u
ou

sly evalu
ate th

eir
perform

an
ce based on

 solicited provider
feedback.

T
h

e lack of In
term

ediary/C
arrier

respon
siven

ess, accessibility, an
d

in
con

sisten
cies am

on
g th

em
, are legen

dary
w

ith
 local providers. O

pin
ion

s are cu
rren

tly
divided w

h
eth

er ru
ral providers w

ou
ld be

better served th
rou

gh
 better local access to

in
term

ediaries or th
rou

gh
 on

e separate
in

term
ediary th

at cou
ld address all

specialized ru
ral n

eeds. R
egardless of th

e
particu

lar path
 taken

, in
term

ediary
perform

an
ce an

d accou
n

tability is a critical
w

eak lin
k th

at m
u

st be aggressively
addressed.

23. 
M

edicare—
M

edP
A

C
D

H
H

S
 sh

ou
ld en

cou
rage th

at th
e statu

tory
requ

irem
en

t for ru
ral represen

tation
 on

M
edP

A
C

 proportion
ate to th

e ru
ral

popu
lation

 be m
et or exceeded. In

 particu
lar

represen
tation

 of ru
ral providers is sorely

n
eeded.

T
h

e ru
ral voice m

u
st be part of all M

edP
A

C
deliberation

; w
h

en
 on

ly on
e or tw

o m
em

bers
represen

t a ru
ral perspective, it is very

difficu
lt for even

 th
e m

ost skilled advocate
to be effective.
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24. 
M

edicare P
P

S
—

G
en

eral

W
ork w

ith
 C

on
gress to assu

re th
at th

e
P

rospective P
aym

en
t S

ystem
 adopt as an

explicit goal th
at th

e A
V

E
R

A
G

E
 M

edicare
O

peratin
g M

argin
 for ru

ral h
ospitals sh

ou
ld

be th
e sam

e as th
e A

V
E

R
A

G
E

 for u
rban

h
ospitals. S

u
pport M

E
D

P
A

C
’s cu

rren
t

sen
sitivity to ru

ral vs. u
rban

 m
argin

s an
d

en
cou

rage th
em

 to drill even
 deeper in

to
ru

ral issu
es.

T
o do oth

erw
ise is to perpetu

ate an
u

n
earn

ed stereotype th
at ru

ral boards an
d

ru
ral adm

in
istrators are less able. T

h
e

pu
blic policy basis for P

P
S

 h
as alw

ays been
to h

old h
ospitals h

arm
less for costs ou

tside
of th

eir con
trol to in

flu
en

ce; th
e classic

exam
ple is th

e adju
stm

en
t is for h

igh
er

th
an

 average case m
ix or area w

age levels.
T

h
e con

cept n
eeds to be m

ore u
n

iform
ly

applied to ru
ral h

ospitals w
h

ich
 face h

igh
fixed costs an

d low
 volu

m
es.

25. 
M

edicare P
P

S
—

D
isproportion

ate
S

h
are

W
ork w

ith
 C

on
gress to m

ake
disproportion

ate sh
are eligibility an

d add-
on

 paym
en

t form
u

las th
e sam

e for all
h

ospitals; in
clu

de u
n

com
pen

sated care in
th

e form
u

la.

A
s n

oted by M
edP

A
C

 in
 its Ju

n
e, 2001

R
eport, th

ere is n
o policy ration

ale for th
e

an
ti-ru

ral bias in
 th

e cu
rren

t form
u

la.

26. 
M

edicare P
P

S
—

E
m

ergen
cy R

oom
. A

ssu
re th

at, su
bsequ

en
t to th

e cost
reportin

g process, stan
dby costs are

reim
bu

rsed.

Ju
st as u

rban
 providers h

ave been
h

istorically protected from
 th

e relatively
h

igh
er w

ages in
h

eren
t in

 m
ost u

rban
com

m
u

n
ities, ru

ral providers sh
ou

ld be
protected from

 th
e h

igh
er th

en
 average

stan
dby costs in

h
eren

t in
 servin

g m
ost

ru
ral com

m
u

n
ities. P

aym
en

ts for stan
dby

costs are cu
rren

tly n
ow

 allow
ed bu

t in
practice are lost du

rin
g th

e cost reportin
g

process. In
 th

e fu
tu

re w
ith

 ou
tpatien

t P
P

S
,

th
e u

n
iqu

e stan
dby costs of ru

ral h
ospitals

n
eed to be recogn

ized an
d paid.
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27. 
M

edicare P
P

S
—

H
ospital  In

patien
t

O
u

tliers

 R
u

ral h
ospitals w

ith
 few

er th
an

 100 beds
sh

ou
ld receive n

o less th
an

 90%
 of th

eir
reason

able costs associated w
ith

 an
in

patien
t “ou

tlier.”

T
h

e typical ru
ral h

ospital does n
ot h

ave th
e

volu
m

e (w
ith

in
 a reason

able tim
efram

e) to
m

ake u
p for th

e paym
en

t sh
ortfall

associated w
ith

 an
 in

patien
t ou

tlier
occu

rren
ce.

28. 
M

edicare P
P

S
—

W
age

In
dex—

H
ospital (1 of

3)

E
lim

in
ate (1) th

e m
ileage lim

it for
geograph

ic reclassification
 an

d (2) th
e

requ
irem

en
t th

at you
 can

 on
ly apply

reapply after th
ree years.

R
eclassification

 criteria n
eeds to reflect th

e
reality of th

e price of th
e labor faced by th

e
h

ospital n
ot an

 arbitrary division
 th

at cu
ts

th
rou

gh
 n

atu
ral labor m

arkets.

29. 
M

edicare P
P

S
—

W
age

In
dex—

H
ospital (2 of

3)

T
h

e percen
tage of th

e D
R

G
 m

odified by th
e

w
age in

pu
t sh

ou
ld be low

ered to reflect th
e

actu
al proportion

 of goods an
d services

effected by th
e area w

age.

T
h

e in
pu

t categories in
clu

ded in
 th

e labor
sh

are are lon
g ou

tdated, h
avin

g been
selected in

 1983.

30. 
M

edicare P
P

S
—

W
age

In
dex—

H
ospital (3 of

3)

F
ast track im

plem
en

tation
 of th

e
occu

pation
al m

ix adju
stm

en
t so th

at it is in
effect for F

Y
 2003 or 2004.

T
h

ere is an
 an

ti-ru
ral bias in

 th
e w

age
in

dex du
e to a lack of an

 occu
pation

al m
ix

adju
stm

en
t w

h
ich

 represen
ts an

 in
equ

itable
u

n
derpaym

en
t of n

u
m

erou
s ru

ral facilities;
its correction

 is lon
g overdu

e. T
h

e statu
tory

requ
irem

en
t is for im

plem
en

tation
 n

o later
th

an
 O

ctober 1
st, 2004; bu

t th
e occu

pation
al

m
ix adju

stm
en

t can
 an

d sh
ou

ld be
im

plem
en

ted earlier.
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31. 
M

edicare P
P

S
—

W
age

In
dex—

S
N

F
 &

 O
th

er
P

roviders T
ypes

S
u

bject to P
P

S

F
ast track th

e im
plem

en
tation

 of a S
N

F
P

P
S

 w
age in

dex based on
 n

u
rsin

g h
om

e
specific w

ages. Im
plem

en
t sim

ilar system
s

for oth
er provider types su

bject to P
P

S
alon

g w
ith

 appropriate geograph
ic

reclassification
 safegu

ards.

• 
S

N
F

 an
d oth

er provider specific data is
available

• 
T

h
e geograph

ic variation
 in

 n
u

rsin
g

h
om

e w
ages an

d am
on

g oth
er provider

types is differen
t th

en
 th

at of h
ospitals

as n
u

rsin
g h

om
es em

ployee a
sign

ifican
tly differen

t m
ix of em

ployees

• 
T

h
e u

se of th
e w

age in
dex an

d its bias
again

st ru
ral h

ospitals, fu
rth

er an
d

in
appropriately redu

ces paym
en

ts to all
ru

ral providers su
bject to P

P
S

32. 
M

edicare—
 R

u
ral

H
ospital C

ost B
ased

R
eim

bu
rsem

en
t

S
u

pport legislation
 to allow

 h
ospitals n

ot
eligible for C

A
H

 bu
t u

n
der 50 beds th

e
option

 of cost based reim
bu

rsem
en

t.

T
h

ere is a sign
ifican

t n
u

m
ber of h

ospitals
w

ith
 volu

m
es to h

igh
 to be eligible for C

A
H

bu
t too low

 to su
rvive u

n
der P

P
S

.

33. 
N

etw
ork &

 O
u

treach
G

ran
ts

E
lim

in
ate th

e n
ew

ly discovered eligibility
barrier w

h
ich

 proh
ibits past gran

tees from
applyin

g.

T
h

is u
n

n
ecessarily elim

in
ates som

e of th
e

poten
tially m

ost in
n

ovative an
d u

sefu
l

application
s.

34. 
N

etw
ork &

 O
u

treach
G

ran
ts

A
ggressively seek leadin

g practition
ers an

d
adm

in
istrators from

 th
e field to m

ake u
p a

larger sh
are of th

e review
ers.

N
otw

ith
stan

din
g th

e difficu
lty of recru

itin
g

in
dividu

als from
 th

e field, th
eir su

bstan
tive

in
volvem

en
t is critical in

 iden
tifyin

g
credible applican

ts an
d projects.

35. 
P

R
O

s
R

equ
ire P

R
O

s to m
ake con

su
ltation

available to ru
ral providers.

T
h

e cu
rren

t 6
th S

cope O
f W

ork (S
O

W
)

creates in
cen

tives for P
R

O
s to N

O
T

 w
ork

w
ith

 ru
ral providers bu

t to focu
s th

eir
tech

n
ical assistan

ce on
 large volu

m
e

providers.
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36. 
R

egion
al O

ffices
M

ake th
e system

 an
d w

ork of th
e C

M
S

R
egion

al R
u

ral H
ealth

 C
oordin

ators m
ore

visible to a broader array of ru
ral providers.

T
h

ey are doin
g good w

ork bu
t are n

ot as
visible as th

ey an
d D

H
H

S
 deserve th

em
 to

be. In
 particu

lar, G
reg C

h
esm

ore in
 th

e
R

egion
 V

 O
ffice h

as don
e an

 exem
plary job

reach
in

g ou
t to ru

ral providers.

37. 
R

egu
latory

S
im

plification
F

u
lly im

plem
en

t th
e regu

latory
sim

plification
 process in

itiated by S
ecretary

T
h

om
pson

.

L
ow

er volu
m

e facilities, in
 particu

lar, do
n

ot h
ave th

e capacity to absorb th
e cost of

im
plem

en
tin

g u
n

n
ecessary regu

latory
com

plexity.

38. 
R

esearch
 &

 A
n

alytic
S

tu
dies

C
on

sisten
tly disaggregate data so th

at th
e

ru
ral con

text is eviden
t.

R
u

ral realities are con
stan

tly lost th
rou

gh
 a

failu
re to collect or presen

t data th
at

adequ
ately describes local con

dition
s.

39. 
S

w
in

g B
eds

R
epeal th

e requ
irem

en
t for M

D
S

 reportin
g

an
d m

ain
tain

 sw
in

g beds on
 a reason

able
cost based reim

bu
rsem

en
t system

T
h

ere is n
ot su

fficien
t eviden

ce of abu
se to

ju
stify th

is n
ew

 an
d costly regu

latory
approach

.

40. 
T

eleh
ealth

B
alan

ce fu
n

din
g of h

u
b an

d spoke m
odels

w
ith

 fu
n

din
g for in

tra-ru
ral n

etw
orkin

g
altern

atives

T
h

e early in
volvem

en
t of D

H
H

S
 in

teleh
ealth

 w
as disproportion

ately effected
by th

e expertise an
d in

terest of specialty
m

edical cen
ters.

41. 
W

orkforce (1 of 5)
F

ast track regu
lation

 re role an
d train

in
g of

sin
gle-task w

orkers appropriate to th
e

specific task(s).

R
equ

irin
g th

e sam
e train

in
g (a m

in
im

u
m

 of
75 h

ou
rs) as th

at requ
ired for n

u
rsin

g
assistan

ts is a barrier to th
is n

eeded
diversity in

 th
e w

ork force.

42. 
W

orkforce (2 of 5)
H

R
S

A
 n

eeds to expan
d its in

vestm
en

t in
distan

ce learn
in

g tech
n

ology an
d system

s to
in

clu
de m

ore popu
lated bu

t still very ru
ral

com
m

u
n

ities.

H
R

S
A

 u
n

derstan
dably focu

sed its early
in

vestm
en

ts in
 distan

ce learn
in

g in
 fron

tier
areas. N

ow
 as w

orkforce sh
ortages are

en
dem

ic across m
ost ru

ral com
m

u
n

ities,
H

R
S

A
 n

eeds to expan
d its focu

s.
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43. 
W

orkforce (3 of 5)
R

eim
bu

rse th
e cost to ru

ral providers of
h

ostin
g clin

ical rotation
s, in

clu
din

g th
e

in
cen

tives n
ecessary to attract ru

ral based
edu

cators an
d clin

ical practition
ers.

A
ddressin

g th
e ru

ral w
orkforce sh

ortage
requ

ires m
ain

tain
in

g an
d expan

din
g ru

ral
train

in
g sites. A

s ru
ral operatin

g m
argin

s
con

tin
u

e to be severely ch
allen

ged, few
er

ru
ral providers are able to su

bsidize
edu

cation
 an

d train
in

g clin
ical rotation

s.
T

h
e bias of G

M
E

 bein
g prim

arily for
teach

in
g h

ospitals m
u

st be en
ded.

44. 
W

orkforce (4 of 5)
A

ll w
orkforce related gran

ts to edu
cation

al
an

d train
in

g in
stitu

tion
s m

u
st be requ

ired
to dem

on
strate th

e active in
volvem

en
t an

d
con

cu
rren

ce by effected providers.

C
reatin

g an
 on

goin
g dialogu

e an
d

collaboration
 betw

een
 “academ

e” an
d ru

ral
providers m

u
st be a fu

n
dam

en
tal goal of

an
y w

orkforce in
itiative; h

istorically an
d to

date, th
is h

as been
 a sign

ifican
t barrier.

45. 
W

orkforce (5 of 5)
W

ork w
ith

 th
e D

epartm
en

ts of L
abor an

d
E

du
cation

 to facilitate th
eir fu

rth
erin

g
h

ealth
 sector w

ork force developm
en

t as a
priority.

F
or too lon

g, w
orkforce plan

n
in

g an
d

fu
n

din
g h

as su
ffered from

 fragm
en

ted
federal an

d state in
terven

tion
s.


