EMAIL BLAST SENT TO HEALTH LAs 

March 1, 2010

 

 

Dear Senator Murkowski:  

 

The National Organization of State Offices of Rural Health, which represents the country's fifty State Offices of Rural Health as they work to improve health and health care in rural America, asks for your support for taking legislative action on crucial Medicare provisions that greatly affect the health of rural America.  A link to a list of those issues is found below.

 

Medicare is the lifeline for much of our rural population and the lifeblood of the rural health system.  Rural America is disproportionately elderly, and Medicare coverage not only allows rural residents to stay healthy and manage their chronic conditions, it keeps them independent, in their homes, and in their rural communities.  Medicare also sustains the health system rural residents rely on, comprising up to 80% of the income for some small rural hospitals.  As goes Medicare, so goes the viability of our rural health care safety net!

 

As you know, a number of rural-specific Medicare provisions expired December 31, 2009 and payments to ambulances, home health agencies and others have been cut. If not reinstated, these providers' survival will be in question.  In addition, health care plays out differently in rural areas, and other Medicare provisions need revision to fit the characteristics of our rural hospitals, clinics, and other facilities.

 

Rural Medicare priorities may vary depending upon individual state or region, and we encourage you to talk with your state's Office of Rural Health and other rural health leaders about these provisions.

 

Critical Medicare Issues 

http://capwiz.com/capitolassociates/utr/1/OKVVMCRXSP/JNVOMCZDFC/4763608316
  

Thank you for your dedication to making rural America healthy and the rural health system strong.  If we can be of further assistance, please contact me or our Executive Director, Teryl Eisinger.

 

Sincerely,

 

Mark Schoenbaum, President

  

National Organization of State Offices of Rural Health
44648 Mound Road, #114 

Sterling Heights, MI  48314-1322 

Phone:  586-739-9940  Fax:  586-739-9941 

Email:  nosorhpd@comcast.net 

www.nosorh.org 

Critical Rural Medicare Provision Congress Must Act Upon

Expiring Provisions that Need to be Extended

2% Bonus Payment for Rural Ambulance Services

Rural ambulance providers have found it difficult to keep their doors open due to inadequate Medicare payments. To help alleviate this situation, the Medicare Modernization Act (MMA) increased payments by 2 percent for rural ground ambulance services.  

Extend GPCI payments for physicians in rural areas where the value is below 1.0

Prior to enactment of the Medicare Modernization Act, the geographic practice component index (GPCI) for “physician work” in the Medicare fee schedule was lower in rural areas than in urban areas. Thus, even though rural physicians put in as much time, skill, and intensity into their work as physicians in urban areas, rural physicians were paid less for their work. 
Five percent add-on payment for home health services 

Prior to January 1, home health visits in rural areas received a 5 percent additional payment as a way to help cover the added cost of providing home health in rural areas.  
Payment of reasonable lab costs for certain small rural hospitals as part of outpatient services 

Often, a local rural hospital is the only lab facility in the area. The MMA provided reasonable cost reimbursement for small rural hospitals (under 50 beds) in low density population rural areas for lab services as part of their outpatient services.

Treatment of certain technical component physician pathology services under Medicare 

Independent laboratories were originally allowed to bill Medicare directly for both the technical and professional components of physician pathology services provided to hospital inpatients and outpatients. CMS eliminated the ability of independent laboratories to be paid directly by Medicare in the November 1999. Congressional and administrative action has allowed direct billing for the technical component through a grandfather provision for the last six years. 

Incentive Payment for Physicians in Physician Scarcity Areas

Physicians practicing in underserved physician scarcity areas receive a 5 percent bonus payment. Qualifying physicians practice in counties ranked in the lowest 20 percent based on their physician to Medicare beneficiary ratio. 
Outpatient Hold Harmless

Small rural hospitals (100 beds or fewer) receive Medicare payments so that they are held harmless from the effects of the outpatient prospective payment system. 
New Authority/Changes that Must be adopted

CAH Flexibility on Bed Count

In order to be eligible for CAH designation, a facility cannot have more than 25 beds.  This proposal would allow some flexibility in bed count as along as the annual average occupied beds did not exceed 20.  This would allow the hospital to respond to episodic needs that might require more than 25 beds for short periods of time.    

Eliminate 35-mile requirement for CAH ownership of ambulance services.

Current Medicare policy stipulates that in order to be approved as a Critical Access Hospital, a facility cannot be located within 35 miles of another provider.  Many CAHs have expressed an interest in owning EMS services in order to give the ambulance service the same cost-based payments received by CAHs.  However, because the of the 35 mile rule, few have pursued this opportunity.  
Raise RHC Cap

Federally certified Rural Health Clinics are located in rural underserved areas and received capped, cost-based reimbursement from Medicare.  The current cap is artificially low and needs to be adjusted upwards to reflect the cost of delivering services in rural areas.  

