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Foreword

Federa policies to advance the Nation's health have often included provisions to mitigate
the special problems in delivering health care in rural areas. Recently, however, these policies
have received renewed scrutiny in the face of reported increases in rural hospital closures,
ongoing problems in recruiting and retaining health personnel, and difficulty in providing
medical technologies commonly available in urban areas. Mounting concerns related to rural
residents’ access to health care prompted the Senate Rural Health Caucus to request that OTA
conduct an assessment of these and related issues. This report, Health Care in Rural America,
isthe final product of that assessment. (Two other OTA papers, Rural Emergency Medical
Services and Defining “ Rural” Areas: Impact on Health Care Policy and Research, have
previously been published in connection with this assessment.)

An advisory panel, chaired by Dr. James Bernstein of the North Carolina Office of Rura
Health and Resource Development, provided guidance and assi stance during the assessment.
Also, three public meetings were held (in Scottsdale, Arizona; Bismarck, North Dakota; and
Meridian, Mississippi) to provide OTA with the opportunity to discuss specific rural health
topics with local and regional health practitioners, administrators, and officials. Site visitsto
local facilities were conducted in association with these activities. A number of individuals
from both government and the private sector provided information and reviewed drafts of the
report.

OTA gratefully acknowledges the contribution of each of these individuals. Aswith all
OTA reports, the content of the assessment is the sole responsibility of OTA and does not
necessarily constitute the consensus or endorsement of the advisory panel or the Technology
Assessment Board. Key staff responsible for the assessment were Elaine Power, Lawrence
Miike, Maria Hewitt, Tim Henderson, Leah Wolfe, Marc Zimmerman, and Rita Hughes.
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Glossary of Abbreviations

AAFP  —American Academy of Family Physicians
AANP  —American Academy of Nurse Practitioners
AAPA  —American Academy of Physician Assistants
ACNM  —American College of Nurse-Midwives
ACOG —American College of Obstetricians and

Gynecologists
ADAMHA--Alcohol, Drug Abuse, and Mental Health
Administration (PHS)

ADMS  —Alcohol, Drug Abuse, and Mental Health
Services Block Grant

AFDC  —Aid to Families with Dependent Children

AHA —American Hospital Association

AHCPR —Agency for Hedth Care Policy and
Research (PHS)

AHEC  —area hedlth education center

AHP —allied health professional

AMA —American Medical Association

AOCA —American Optometric Association

ASC —ambulatory surgery center

BHCDA —Bureau of Health Care Delivery and
Assistance (HRSA, PHS)

BHPr —Bureau of Hedlth Professions (HRSA, PHS)

BLS —Bureau of Labor Statistics (Department of
Labor)

CCEC  -Community Clinic/Emergency Center

CDC —Centers for Disease Control (PHS)

CFR -Code of Federa Regulations

CHC -community health center

CHMSA —<Critical Health Manpower Shortage Area

CLT -clinical laboratory technician/technologist

CMHC -community mental health center

C/MHC Community/migrant health center

CNM -certified nurse-midwife

COBRA -Consolidated Omnibus Budget
Reconciliation Act of 1985

COGME —Council on Graduate Medica Education

CON -certificate of need

CRNA  -cetified registered nurse anesthetist

CT -computed tomography

DEFRA —Dsficit Reduction Act of 1984

DHEW  —Department of Health, Education, and
Welfare (now DHHYS)

DHHS  —Department of Health and Human Services

DO -doctor of osteopathy

DRGs  -diagnosis-related groups

EACH  —Essential Access Community Hospital

ECH —Emergency Care Hospital
EMT -emergency medical technician

EPSDT —Early and Periodic Screening, Diagnosis,
and Treatment (Medicaid)

ESWL  --extracorporeal shock wave lithotripsy

FMG —foreign medical graduate

FmHA  —Farmers Home Administration (USDA)

FNP —family nurse practitioner

FP —family practitioner

FR —Federa Register

FTC —Federal Trade Commission

FTCA  —Federa Tort Claims Act

FTE —full-time equivalent

FY —Federal fiscal year

GAO -General Accounting Office (U.S. Congress)
GIFP —qeneral/family practitioner

GME —graduate medical education

GMENAC--Graduate Medical Education National
Advisory Committee

GP —qeneral practitioner

GPCI -Geographic Practice Cost Index

HCFA  —Hedlth Care Financing Administration (DHH.S)

HHI —Herfindahl-Hirschman Index

HMO —health maintenance organization

HMSA  —Health Manpower Shortage Area

HPOL  —HMSA Placement Opportunity List

HRSA  —Hedth Resources and Services
Administration (PHS)

HUD —U.S. Department of Housing and Urban
Development

MU —Index of Medica Underservice

IOM —Indgtitute of Medicine

IRS —Internal Revenue Service

JCAHO —Joint Commission on the Accreditation of
Healthcare organizations

LHD —local health department

LP/VN  —licensed practical/vocational nurse

MAF —Medical Assistance Facility

MD —medica doctor

MHC —migrant health center

MHREF —Montana Hospital Research and Education
Foundation

MHS —multihospital system

MLP —midlevel practitioner

MPCA  —Michigan Primary Care Association

MRI —magnetic resonance imaging

MSA —metropolitan statistical area

MUA —Medically Underserved Area

MUA/P —Medically Underserved Area/Population

MUP —Medically Underserved Population

NGA —National Governors Association

NHSC  —Nationa Health Service Corps (BHCDA,
HRSA, PHS)

NIMH —Nationd Ingtitute of Mental Health
(ADAMHA, PHS)

NLM —National Library of Medicine

NP —nurse practitioner

NRHA —Nationad Rural Health Association

OB/GYN -obstetrician/gynecologist

OBRA -omnibus Budget Reconciliation Act
OMB —U.S. Office of Management and Budget
ORH -office of rurd hedth (State-level)

ORHP  -Office of Rura Hedth Policy (HRSA, PHS)

oT -occupational therapist

OTA -Office of Technology Assessment (U.S.
Congress)

PA —physician assistant

PCCA  —primary care cooperative agreement

PHHS  —Preventive Health and Health Services Block

Grant Vi



PHS
PPA

PPRC
PPS

PRO
ProPAC

RBRVS

RHC

RPCH

viii

—~Public Hedlth Service (DHHS)

—private practice assignment

—private practice option .

—~Physician Payment Review Commission

—prospective payment system (Medicare)

—peer review organization

—~Prospective Payment Assessment Com-
mission

—physical therapist

—resource-based relative value scale (Med-
icare)

—rural health clinic (Medicare/Medicaid-
certified)

—registered nurse

—Rural primary Care Hospital

RRC
SCH
SDMIX
SIDS
SNF
SOBRA
SSl
Us.c.
USDA

WAMI

—rural referral center (Medicare-certified)

—respiratory therapist

-Sole Community Hospital (Medicare-
certified)

-South Dakota Medical Information Ex-
change

—sudden infant death syndrome

—skilled nursing facility

-Sixth Omnibus Budget Reconciliation
Act of 1986

-Supplemental Security Income

—United States Code

—United States Department of Agricul-
ture

—Washington, Alaska, Montana, and Idaho
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Chapter 1
Summary and Options

INTRODUCTION AND SCOPE

This report is about access of people in rural
Americato basic health care services.

The 1980s witnessed rural economic decline and
instability, major changes in Federal health pro-
grams, and increasing concern about the long-term
viability of the rural hedth care system. This
concern prompted the Senate Rural Health Caucus
and the Ranking Minority Member of the Senate
Committee on Labor and Human Resources to
request that OTA assess the availability of health
services in rural communities, the problems rura
providers face, and the remedia strategies that might
be influenced by Federal policy.'

This report focuses on trends in the availability of
primary and acute health care in rural areas and
factors affecting those trends.”The rest of this
chapter summarizes OTA’s findings and conclu-
sions on rural health care availability and presents
options for congressional consideration. Many of
these options bear some similarity to proposals by
others to improve rural health care services, a-
though the details may differ considerably. The
remainder of the report examines in detail the issues
faced by rura facilities providing health services
and by physicians and other rural health personnel.
To provide examples of how these issues may play
out, it also discusses in more depth two specific
groups of services. maternal and infant health
services and mental health services.

Although the affordability of health care is an
important factor in access to care by rural residents,
the fundamental issue of uninsured populations and
uncompensated care is beyond the scope of this
report, since it encompasses the urban as well asthe
rural health care system and has broad ramifications.
Moreover, even if it were possible to enable al
patients to adequately compensate providers, policy-
makers would still find it necessary to consider

measures to overcome the special access problems
of underserved areas and populations. Thus, the
report does not discuss in depth either health
insurance coverage or health care financing. Instead,
it considers these factors in terms of their influence
on the availability and financia viability of providers.

Two other important issues are also beyond the
scope of this report. First, the importance of rural
health care providers as sources of employment and
income is not addressed here, although it is a vita
issue in many rural communities. Second, this report
does not examine the quality of rural health carein
any detail, athough it is clear that the quality
implications of rural health interventions deserve
scrutiny. But such an examination would have to
proceed with care. By necessity, an evaluation of the
quality of a service provided in rural areas must be
measured against the implications of having no
locally available service at al.

PROBLEMS AND
CONSIDERATIONS IN RURAL
HEALTH CARE

The Health and Health Care Access
of Rural Residents

During this century, the rural population has
become an increasingly smaller proportion of the
total U.S. population (figure I-1). As of 1988, about
23 percent of the U.S. population lived in nonmetro-
politan (nonmetro) counties (631). About 27 percent
of the U.S. population lives in ‘‘rurd’ areas as
defined by the Census Bureau (places of 2,500 or
fewer residents) (632), and slightly more than 15
percent of the population is rura by both defini-
tions.’Throughout this report, “rura” refers to
nonmetro areas unless otherwise stated.

Rural residents are characterized by relatively
low mortality but relatively high rates of chronic
disease. After accounting for expected differences

ITwo other rgfmm repared in connection with this assessment have already been published: Defining * ‘Rural’’ Areas: Impact on Health Care Policy

and Research (r

July 1989), and Rural Emergency Medical Services(released November 1989).

2The Teport does note mine SSUES relating w the Indian Health Service as) or health-care access for Native Americans who receive their care
from the IHS. Previously published ota reports examined these issues in detail %616,624).
3See the related OTA staff paper fOF @ detailed discussion Of the implications Of different definitions Of “rura” and the applications of these

definitions (255).
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Figure 1-1—U.S. Rural and Rural Farm Population,
Selected Years, 1920-88
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3Based onthe Census Bureau’s definition of the rural population.
e rural population figures from 1950 on reflect definitional changes. Had
the previous definition been used, the 1950 rural population would have
been 60,948,000, or 40 percent of the total U.S. population.

SOURCE: Office of Technology Assessment, 1990. Data from U.S.
Department of Commerce, Bureau of the Census, jointly with the
U.S. Department of Agriculture, “Rural and Rural Farm Popula-
tion: 1988,” Current Population Reports, Series P-20, No. 439
(Washington, DC: U.S. Government Printing Office, September
1989).

due to age, race, and sex distributions between urban
and rural areas, mortality rates in rural areas are 4
percent lower than in urban areas (626). Two notable
exceptions exist: in rural areas, infant mortality is
slightly higher (10.8 v. 10.4 per 1,000 infants), and
injury-related mortality is dramatically higher (0.6 v.
0.4 per 1,000 residents). Chronic illness and disabil-
ity, on the other hand, affect a greater proportion of
the rural than the urban population (14 v. 12 percent)
(6.51 ).“There is little overall difference between
urban and rural residents in rates of acute illness.

Rural populations are unique in the extent of
physical barriers they may encounter when obtain-
ing health care. Even in relatively well-populated
rural areas, the lack of a public transportation system
and the existence of few local providers to choose
from can make it difficult for many rural residents to
reach facilities where they can receive care. And
persons living in low-density “ frontier” counties—
counties of six or fewer persons per square mile—
can have geographic access problems of immense
proportions. In these counties, predominantly lo-
cated in the West, there is insufficient population
density in many areas to adequately support local
health services.

Photo credit: Peter Beeson

Farming communities were especially hard-hit by
economic slowdowns during the early 1980s.

Economic barriers prevent many rural residents
from receiving adequate health care and often
outweigh strictly physical barriers. Rural residents
have lower average incomes and higher poverty
rates than do urban residents, and one out of every
six rural families lived in poverty in 1987 (629).
While some rural areas have prospered (e.g., areas
that have become retirement havens), areas whose
economies are based on farming and mining suffered
real decreases in per capita income during the frost
half of the 1980s (106). Still other rural areas have
been pockets of poverty for decades. These areas of
persistent poverty are heavily concentrated in the
South, where 25 million of the Nation’s 57 million
rural residents live, and where 4 out of every 10 rural
residents are poor, elderly, or both (633).

Rural residents are much more likely than urban
residents to have no health insurance coverage (18.2

#These figures are age-adjusted and therefore CANNOL be explained by a greater proportion ofelderly residents in rural areas.
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Figure 1-2—Trends in Hospital Utilization by Metropolitan and Nonmetropolitan Residents,
Selected Years, 1964-88

Hospital discharges

A
| 2
16 ? % P
14- =i_ -
=)
12- 7 ? =
4 Z Z Z G
2 4 A A . H Nonmetro
4 T T T T T Meérro
1964 1975 | 1980 | 1985 ' 1987 | 1988
Nonmetro | 11.3 13.6 141 17 | ‘1049 1.4 ‘i
Metro 10.8 11,9 11 ‘ 101 | 93 ‘ 8.7 |
Year
(100 people per year)
Average length of hospital stay Total hospital inpatient days
107 - 120
8 # — 100
8o
6 }
60"
a ﬁ
40"
2 Nonmetro 20" Nonmetro
[+] T — — T T Metro 1] T T T T T Metro
1964 | 1975 | 1980 | 1985 | 1987 | 1988 1964 | 1975 | 1980 | 1985 | 1987 | 1988
Nonmetro| 7.7 6.8 7.5 6.8 5.8 6 Nonmetro| 87.2 | 105.7 | 1058 | 79.3 | 63.4 | 68.2
Metro 9.4 7.8 83 7.2 71 6.9 | Metro 101.5 | 1043 | 911 733 | 656 | 606
(days) (per 100 population)

NOTE: Numbers are adjusted forage (i.e., account fordifferences in age distributions between metro and nonmetro areas). These data are based on interviews
and thus include only patients who were discharged alive.

SOURCE: Office of Technology Assessment, 1990. Dati fro&n U.S. Department of Health and Human Services, Centers for Disease Control, National Center
for Health Statistics, Health, UnitedStates, 198 , 1988, and 7989 (Washington, DC: U.S. Government Printing Office, March 1983, March 1988,
and March 1989).

v. 14.5 in 1986) (651)."Among persons with inpatient utilization by both urban and rural resi-
incomes below the Federal poverty level, rurd dents has declined (figure 1-2). Rura residents,
residents are less likely than urban residents to be however, still report more admissions and shorter
covered by Medicaid (35.5 v. 44.4 percent in 1987) hospital stays than do urban residents (651 ).6

(530). A
The Availability of Rural Health Care
Health care utilization trends in rural areas have Rural health care availability in 1990 is better in
paralleled those in urban areas. Over time, people in many ways than that of 20 years ago. After years of
both areas have increased the number of physician hospital construction, the ratio of community hospi-
visits per person, athough rural physician utilization tal beds to population is now about the same in rural
remains below that for urban residents. Hospital as in urban areas (4.0 and 4.1 per 1,000 residents,

JIncludesonly PEFSONS under age 65.
6Information on averafe length of hospital stay (ALOS) is available poth from hospital reports (which include patients discharged dead) and from

atient interviews. Until very recently, both avos in rural hospitals and Aros reported gly rural residents were lower than for their urban counterparts.
nce 1987, rural hospitals have actualtyreported Slightly higher aros thanurbanhospitals, although rural residents still report 1owerALOS in interview
data.
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Photo credit: Peter Beeson

Not all rural hospitals that have closed in recent years have
been small. Memorial General Hospital, a 256-bed facility
in Elkins, West Virginia, closed in the mid-1980s.

respectively, in 1986). Federally funded community
and migrant health centers (C/MHCs) provide subsi-
dized care to poor residents through nearly 800
service sites in rural communities. Physician supply
has been increasing for many years in both rural and
urban areas; one out of every 440 people in the
United States is now a physician.’

Nonetheless, the future prospect for rural health
care in the absence of intervention is grim. Rural
America cannot support its present complement of
hospitals, and the hospitals are going broke. By
1987, rural hospitals as a group had higher expenses
than patient care revenues, and small rural hospitals
had higher expenses than revenues from all sources.
Hospitals faced with continuing financial difficul-
ties and no alternative forms of survival will
continue to close, including some facilities that are
the only reasonable source of care in their communi-
ties. Rather than drawing local patients back to local
care, many small community facilities will continue
to lose wedlthier patients to more distant urban
hospitals and clinics. Local facilities will be left to
contend with low occupancy rates and a high
proportion of patients who cannot pay the full costs
of their care. A lack of incentives and models for
developing appropriate networks of care may result
in an increasingly fragmented health service deliv-
ery system.

Rural areas are finding it increasingly difficult to
recruit and retain the variety of qualified health
personnel they need. In some isolated and ‘ unattrac-
tive' areas, an absolute lack of providers may
become a chronic situation. The number of areas
designated by the Federal Government as primary
care Health Manpower Shortage Areas (HMSAS)
has not changed significantly since 1979. And in
1988, 111 counties in the United States, with a total
population of 325,100, had no physicians at all
(665). Half amillion rural residents live in counties
with no physician trained to provide obstetric care;
49 million live in counties with no psychiatrist.
States overwhelmingly rate health personnel short-
ages as a top problem area and a top focus of State
rural health activities (627).

No single strategy is appropriate to all rural
areas or all health care providers. Rural North
Dakota is not the same as rural Mississippi. Rural
health problems and issues vary dramatically by
region, State, and locality. The success of strategies
to address these problems will also vary, and some
strategies that are vital to a few communities may
offer little to others. Furthermore, even in a single
State or locality, multiple approaches are more likely
than single strategies to obtain results.

The Federal Government cannot fix all rural
health problems. It cannot force community consen-
sus, or create new structures directly adapted to local
needs, or overcome al State-level barriers to change.
But it can create an environment that facilitates these
activities, it can furnish the information States and
communities need to know before undertaking them,
and it can be the catalyst for great improvementsin
the rural health care system.

The Federal Role in Rural Health

The States are heavily dependent on the Federal
Government for assistance in maintaining and en-
hancing rural health care resources; nearly one-half
(44 percent) of their resources for rural health
activities (e.g., personnel recruitment) come from
Federal sources (627). Federal health insurance
programs such as Medicare are a large additional
Federal investment in rural health care.

"This number is calculated from table 1-2, which includes only MDs. The number would be even greater if doctors of osteopathy were included.
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The bulk of the Federal role in rural health is
carried out through four different types of pro-
grams.’First are health care financing programs—
most notably, Medicare and Medicaid-which pay
directly for health care services. Both programs
differentiate in a number of ways between rural and
urban providers and payment to those providers.
Both programs also include special exemptions to
general payment rules for certain rura facilities and
services (e.g., physician services provided in certain
HMSAS).

Second is the health block grant, under which the
Federal Government allocates funds to States to
spend on any of a variety of programs in a general
topic area. Three major block grants influence rural
health services: the Maternal and Child Health block
grant; the Preventive Health and Health Services
block grant; and the Alcohol, Drug Abuse, and
Mental Health block grant.

Third are Federa programs for which enhancing
rural health resources is an explicit goal. Box 1-A
presents some major programs in this category.

A fourth critical Federal activity is that of
coordinating, undertaking, and funding research on
rural health topics. Mgor Federal agencies involved
in this activity are the Office of Rural Health Policy
(ORHP) and the Agency for Health Care Policy and
Research.

A major challenge in designing Federa rural
health policies is to identify those areas where
residents’ access to basic health care is sufficiently
endangered to justify special protective measures.
Endangered areas-those with chronic shortages of
health personnel, for example-require special at-
tention and ongoing subsidies of providers in order
to ensure a basic level of adequate health care to area
residents. Although the present HMSA and Medi-
cally Underserved Area (MUA) designations have
shortcomings, the basic concept of designating
areas of personnel shortage and areas of poor
health is sound. Extending this concept to encom-
pass rural hospitals and other facilities would
enable more appropriate targeting of Federal health
funds to needy rural areas.

Many rural areas are prospering and have suffi-
cient health resources, athough these resources may
not always be available or provided in an efficient
manner. Others have temporary health care prob-

Box |-A—Federal Programs To Enhance
Rural Health Resources

Federal rural health resource programs include:

+ the National Health Service Corps, which (in
addition to having some commissioned mem-
bers) provides placement services, scholar-
ships, and educational |oan repayment for
physicians and certain other health professionals
willing to serve in certain designated HMSAS;

« programs that provide grants to schools edu-
cating and training primary care providers
(e.g., family practitioners, physician assis-
tants, and nurses);

« the Federal Area Health Education Centers
program, which links medical centers with
rural practice sites to provide educational
services and rural clinical experiences to
students, faculty, and practitioners in a variety
of heath professions,

+ the Community and Migrant Health Centers
grant programs, which are the Federal Gov-
ernment’s most prominent activities to promote
primary health care facilitiesin rurd aress,

+ Primary Care Cooperative Agreements,
through which the Federal Government assists
States that are assessing needs for primary
health care and developing plans and informa
tion to address those needs; and

+ the Rural Health Care Transition Grant pro-
gram, established in 1988, which provides
grants to small rural hospitals for strategic
planning and service enhancement.

lems, and in still other areas health providers face
financial crises because they are losing their most
lucrative patients to urban hospitals and physicians.
In rural areas without critical and chronic problems
of endangered access, Federal policies are more
appropriately oriented towards measures to en-
hance the capabilities of providers, encourage their
adaptation to changes in the health care environ-
ment, and ensure consistent and fair payment
policies. Appropriate measures may include techni-
cal assistance, occasional and temporary financial
assistance, targeted financia incentives, and indirect
supports.

A secondary problem for Federal rural health
policies has been how to identify areas that require
special protection, while accommodating the tre-
mendous diversity in rural health issues and prob-

8Some other Federal programs also may play a significant role in promoting the health of rural residents (€.g., the Women, Infants, and Children food
digtribution program of the Department of Agriculture), but those programs are not detailed here.



10 « Health Care in Rural America
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Eight-bed Comfrey Hospital, Minnesota’s smallest hospital, includes an operating room, outpatient clinic, and
24-hour emergency room.

lems in different areas of the country. Effective
targeting of Federal resources to rural areas
requires the involvement of the Sates. State involve-
ment includes not only enlisting the assistance of
State and local agenciesin identifying critical areas
but enabling States and localities to adopt and adapt
programs tailored to their own needs. Nearly one-
half of States—21 of 44 States responding to an
OTA survey-aready rely on their own designation
criteriainstead of (or in addition to) Federal criteria
for identifying underserved areas.

The enormous diversity across States in rural
health problems suggests that it is also appropriate
to maintain a strong State role in designing and
implementing solutions. But State capabilities to
carry out this role successfully vary considerably.
Federal coordination, technical assistance, and in-
formation are crucial to States and communities
trying to address their rural health needs.

RURAL HEALTH SERVICES:
ISSUES AND OPTIONS

| ssues

The 1980s brought major changes to the Nation's
rural community hospitals, as medical practices,
technologies, and payment systems al acted to
replace inpatient procedures with outpatient care

and as remaining inpatient care became increasingly
sophisticated. Both rural and urban hospitals wit-
nessed substantial declines in inpatient utilization
(table I-1). Changes in rural hospitals, however,
were especially dramatic. Rural hospital occupancy
rates’in 1988 were only 56 percent, compared with
over 68 percent for urban community hospitals (35).
With lower inpatient admissions, rural hospitals
have become more dependent on outpatient and
long-term care revenue. By 1987, nearly one-half
(46 percent) of rura hospital surgery was performed
on outpatients. One-fourth of rural hospitals have
long-term care units, and in these hospitals long-
term care beds make up nearly one-half of the total
beds (625).

These mgjor declines in inpatient utilization,
compounded by increasing amounts of uncom-
pensated care, have undermined the financial health
of many rural hospitals. From 1984 to 1987, the
amount of uncompensated care delivered by rura
hospitals increased by over 26 percent, to an average
of more than $500,000 per hospital by 1987 (30).
Nonpatient sources of revenues—in many cases, tax
subsidies—have become increasingly important to
hospitals financial viability. By 1987, nearly all
rural hospitals had higher costs than patient care
revenues, the smallest hospitals had costs higher
than revenues from all sources (625).

9These OCCUPANCY rates are based on total nospital beds, including long-term care beds.
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Table I-I--Characteristics of Metropolitan and Nonmetropolitan Community Hospitals, 1984-88

L Year Per cent ch?nge
Characteristic 1984 1985 1986 1987 1988 1984-88
Number of hospitals

Metro 3,063 3,058 3, 040 3,012 2,984 -2 .6%

Nonmetro 2,696 2,674 2,638 2,599 2,549 -5.5
Average number of beds/hospital

Metro 256 252 248 246 246 -3.9

Nonmetro 86 86 85 83 83 -3.5
Total number of beds

Metro 784,311 771, 807 754, 953 741, 391 734,073 -6.4

Nonmetro 232,746 228,871 223,422 216, 921 212, 624 -8.6
Total admissions (millions)

Metro 27.7 26.6 26.0 25.6 25.6 -7.7

Nonmetro 7.5 6.8 6.4 6.0 5.9 -21.0
Occupancy rate (percent)

Metro 71.5 67.5 67.0 67.7 68. 4 -4.3

Nonmetro 60.7 56.0 55.1 55.3 55.7 -8.2
Average length of hospital stay (days)

Metro 7.4 7.1 7.1 7.2 7.2 -2.7

Nonmetro 6.9 6.8 7.1 7.3 7.4 7.2
Total number of inpatient days (millions)

Metro 205.0 189.9 184.5 183.3 183.6 -10.4

Nonmetro 51.7 46.7 44.9 43.8 43.3 -16.1
Total outpatient visits (millions)

Metro 173.1 178.9 189.0 198.5 217.3 25.5

Nonmetro 38.8 39.8 42.9 47.0 51.8 33.5
Total emergency visits (millions)

Metro 57.3 58.4 59.9 61.2 63.6 10.9

Nonmetro 15.7 16.1 16.7 17.1 17.7 12.8
Outpatient surgeries as a proportion

of total surgeries

Metro 28.1 34.5 39.9 43.4 46. 2 64.4

Nonmetro 26.3 34.7 42.1 45. 9% 49.8 89.3

“Numbers in this table do not correspond exactly to the percentage change in every case due to rounding of

sone table entries.

SOURCE:  Anerican Hospital Association, Hospital

See tables in ch. 5 for nore detailed data.
Statistics (Chicago, IL:

1985-89 eds.).

Nearly three-fourths of rural hospitals have fewer
than 100 beds (figure 1-3). These small hospitals are
in particular difficulty; they have the fewest admis-
sions, the lowest occupancy, and the highest ex-
penses per inpatient day of all rural hospitals (625).

Despite these trends, rural areas in genera are still
well-supplied with hospitals. In 1986, the ratio of
community hospital beds to population was about
the same in rural as in urban areas; in 14 States,
bed-to-population ratios were higher in rural areas

(382). Most rural hospitals are within a reasonable
distance of another hospital (over 80 percent are
within 30 miles), but extreme regional differences
exist; for example, hospitals are much farther apart
in the less densely populated West (589).” Although
the mid-1980s witnessed a 5.5 percent decline in the
number of rural hospitals (table I-1), most hospitals
that have closed in recent years have been small
facilities with low occupancy rates (692,693). Most
communities in which hospitals closed appear to

WEleven percent of ryral NOSPitalS are located in “frontier” counties (s2s).
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Figure 1-3—Distribution of Community Hospitals®in Metropolitan and Nonmetropolitan Areas, 1987
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20TA'sdefinition of community hospital differs slightly from the definition used by the American Hospital Association (see app. Dforexplanation of differences.)
SOURCE: Office of Technology Assessment, 1990. Data from the American Hospital Association’s 1987 Annual Survey of Hospitals.

continue to have reasonable access to emergency
and acute care.

In fact, one of the greatest problems rural
hospitals face is the outmigration of rural residents
to urban areas for care. Studies suggest that rural
residents (especially young and affluent residents)
have been increasingly seeking care outside their
own communities, either to obtain specialized care
not available locally or to obtain alternatives to
locally available services (102b,134,237,590).

Problems faced by publicly funded facilities that
provide primary care services are somewhat differ-
ent from those faced by hospitals. From 1984 to
1988 the number of rural C/MHC service sites
remained relatively constant, but patient visits to
rura C/MHCs rose nearly 19 percent during this
period (658). Most of the increase in utilization
appears to be by rural residents unable to pay the full
costs of their care. By 1987, nearly one-half of all
rural C/MHC users received discounted care. More-
over, Medicaid-reimbursed visits constitute an in-
creasing proportion of revenues, while the propor-
tion of revenues from private pay patients has
decreased (658). Consequently, C/MHCs remain

heavily dependent on Federal grant funds, which
make up nearly one-half of total revenues.

Despite their heavy Federal dependence, rura
CI/MHCs receive 15 percent less Federal funding per
patient served than do their urban counterparts
(272). Factors such as differencesin the complexity
of care patients require may explain some of the
difference in funding but have not been studied in
detail.

Rural health care facilities have a number of
options in adjusting to recent changes in the health
care and fiscal environment, ranging from short-
term options such as staff consolidation and reduc-
tion to longer term strategies such as diversification
and participation in multifacility alliances. But
many rural facilities have not successfully applied
these strategies.

One magjor barrier to the successful implementation
of strategies is simple lack of community and
provider will, particularly in cases where groups
have differing views on appropriate actions. But
even when providers have a firm direction and
committment, they can be stymied by a lack of
information on the success of alternative possible
strategies, and the lack of community and provider
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Great distances in areas of sparse population can limit the
availability of even the most basic local rural health
services.

technical expertise and financial resources to under-
take strategic planning and other important steps.
Other especially important structural barriers can
include:

. standards and requirements for Rural Health
Clinics (RHCs) and C/MHCs, including delays
in the RHC certification process and C/MHC
efficiency standards that may be difficult for
small or isolated C/MHCs to meet;

. regulations to prevent fraud and abuse that
may inhibit hospitals from engaging in some
actions that would encourage physicians to
practicein arura areg;

« Satelicensure restrictions that prevent hospi-
tals from reducing the scope of services (e.g.,
converting to a facility that offers only emer-
gency, subacute, and primary care); and

« restrictions on public hospital activities that
prevent the 42 percent of rural hospitals that are
publicly owned from providing services not
expressly or implicitly permitted by their en-
abling statutes.

Federal intervention will have limited effect on
some of these barriers. But the Federal Government
can avoid policies that send contradictory messages
to rural providers. For example, it maybe appropri-
ate for many rural hospitals with low occupancy
rates to reorient their servicesto place more empha-
sis on outpatient care. Any changes in Federa
payment policies for ambulatory surgical services

that assumed an unrealistically low cost of providing
such services, however, might dissuade these hospi-
tals from making appropriate changes. Uninten-
tional disincentives could be minimized by perform-
ing a detailed analysis of the impact of any proposed
new payment system on rural providers before
adopting such a system.

In addition to evaluating potential new health
policies for their impact on rural facilities, the
Federa Government could take a number of specific
steps to identify and protect essential rural health
services, and to enhance the abilities of al rural
providers to respond appropriately to changes in the
health care and economic environment. Options for
undertaking these steps are presented below.

Options for Congressional Action

Identifying and Supporting Essential
Rural Health Facilities

In some rural areas, particularly those with high
poverty or very low population density, a single
facility may be the only provider of some of the
community’s vital services. At a minimum, these
vital services include basic emergency, primary,
acute, and long-term care.

At present there are several programs aimed at
identifying (and supporting) facilities providing one
or more of these services, specifically the C/MHC
grant programs and Medicare’ s payment exceptions
for designated RHCs, Sole Community Hospitals
(SCHs), Essential Access Community Hospitals,
and Rural Primary Care Hospitals. The assumption
of each of these programs is that Federal subsidies or
special exceptions to payment rules will enable
services to be provided to popul ations whose health
care access might otherwise be severely impaired.
Existing programs, however—most notably the
SCH program-imperfectly identify these facilities.
Furthermore, each program has its own unique
criteria that may not be relevant to other applica
tions. One potential direction for Federa policy is to
undertake a more concerted effort to identify (option
1) and protect (suboptions 1A-IC) a broad range of
essential facilities.

Option 1: Develop criteria to identify health
facilities that provide essential emergency,
primary, acute, and long-term care in specified
rural areas, and develop programs to provide
support for these facilities.
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The Department of Health and Human Services
(DHHS) could be directed, with assistance from the
States, to make a comprehensive effort to develop
criteria that could be used to designate essential
facilities and services, which would then be eligible
for a variety of Federal and State protections.
Criteria could distinguish among facilities for which
no reasonable aternatives exist, facilities for which
alternatives exist but are more distant or otherwise
less accessible, and all other facilities. Programs
using the facility designations thus might be applied
to either the most narrowly or the more broadly
defined group of “essential” facilities.

Designation criteria for essential facilities might
include:

+ distance/time to nearest comparable and near-
est higher level service or facility, considering
geographical and transportation limitations;

+ level of medical underservice and indigence of
the area population;

+ institution’s area market share and measures of
community acceptance (e.g., utilization pat-
terns);

« evidence of plans or actions by the facility to
serve critical unmet needs of the local commu-
nity; and

« other relevant factors (e.g., number of Medicare
beneficiaries served). -

From the State perspective, Federa criteria often
seem inflexible and not adaptable to relevant local
conditions. To minimize this problem, the devel op-
ment of designation criteria should include the input
and active involvement of State governments. State
flexibility would be further enhanced by the estab-
lishment of:

. minimum criteria to aid the Federal Gov-
ernment in basic and fair allocation of funds
among States; and

. less redtrictive criteria to enable States to use
and modify the designations for their own
purposes, and to enable more flexibility in the
application of Federal programs to variously
identified facilities.

Some of the difficulties of applying detailed
criteria from the perspective of the Federal Govern-
ment could be avoided by requiring States to
actually apply the criteria and make the designations
(see option 2). The Federal role could be restricted
to technical support and assistance, reviewing and

approving designations and affirming that the desig-
nated facilities were eligible for relevant Federa
programs. Facilities, once designated, could also be
periodically “recertified” in order to remove those
facilities no longer meeting the criteria.

Option 1A: Provide direct grants and subsidies to
eligible facilities.

These could include;

¢ Time-limited subsidies to maintain operations,
and to plan and implement strategies to change
the scope or delivery of services (e.g., 1- to
3-year grants through an expanded Rural
Health Care Transition Grant Program).

o Continued grant support and/or special altera-
tions in public sources of reimbursement to
maintain and enhance operations for facilities
deemed unable to achieve self-sufficiency due
to isolation or high levels of unreimbursed care.
For example, designated hospitals could con-
tinue to receive reimbursement exceptions
under the Medicare program. Alternatively, the
SCH exception could be phased out atogether,
and genera subsidy grants analogous to those
provided to C/MHCs could be made available
to all eligible hospitals, separating the subsidies
from the Medicare program.

Option 1B: Require the Farmers Home Admin-
istration (FmMHA), the Department of Housing
and Urban Development (HUD), and other Fed-
eral agencies to give special attention to the
needs of essential rural health facilities when
making available loans to institutions for capital
improvement.

Many essential rural hospitals and clinics may
lack adequate access to capital for diversifying
services and converting facilities to other functions.
Many of these providers' basic facilities and equip-
ment also may need upgrading to maintain quality of
care and conform to Federal and State regulations.
Increased availability of capital through FmHA
direct and guaranteed loans and HUD loan guarantee
programs could help to ensure the financial stability
and presence of these facilities.

Option 1C: Protect essential facilities from Federal
fraud and abuse regulations that inhibit their
ability to recruit and retain physicians or to be
acquired by physicians.
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Close organizational association with physicians
may be the only financially feasible strategy for
long-term survival for some rura facilities, and for
essential facilities the benefits of financial stability
may sometimes outweigh the dangers of potential
conflicts of interest. A specified ‘ safe harbor’ from
fraud and abuse regulations, or alegislative exemp-
tion to these laws, could provide for the arrange-
ments these facilities might make to ensure the
availability of a local physician (e.g., free onsite
office space). In addition, specified ‘‘safe harbor’
practices could encompass the purchase of small,
failing hospitals by local physicians wishing to
ensure the availability of this resource. Whole or
partial physician ownership of health care facilities
may be an especially attractive option in the case of
small “alternative licensure" facilities that provide
mostly primary, emergency, and subacute care.

To guard against abuse of this exemption, restric-
tions could specify that incentives be independent of
the number of patients the physician refers to the
facility, or that a facility wishing to acquire a
physician practice could not exclude other local
physicians from its staff. Also, facilities could be
precluded from listing recruitment and retention
costs on their Medicare cost reports.

Option 2: Provide assistance to States to help
them identify essential facilities, remove regu-
latory barriers applying to these facilities, and
offer State-based financial support to a more
flexible set of designated facilities.

Option 2A: Provide time-limited (I- to 3-year)
grants for the development of State-designated
offices of rural health to enable States to better
support rural health efforts.

The Federa ORHP is an important part of the
Federal effort to assess rural health program needs
and respond to information needs. Organizations
that can carry out equivaent duties at the State level
are likewise important. As of February 1990, 19
States had instituted (and 5 more had plans for)
State-designated offices of rura heath (426,627).
(Locations of existing offices were ailmost evenly
divided between State agencies and nonprofit organ-
izations.) Thirty-four States reported the existence
of legidlative or executive task forces or committees
to address State rural health issues (627). Thirteen
States, however, have neither an office of rural
health nor a State rural health task force.

Option 2B: Provide time-limited or ongoing grants
to States to help them undertake specific activities
relating to essential and other rural health
facilities.

Such grants could enable States to:

« identify and designate essential facilities and
services,

« monitor the financial condition of essential
facilities and services, protect against un-
desirable closure, and examine the compa
rability and acceptability of the nearest health
care facilities,

« provide technical assistance to enhance leader-
ship and management skills, support strategic
planning, encourage reconfiguration of serv-
ices and cooperative dfiliations with other
ingtitutions, and recruit critical staff;

« help subsidize existing statewide capital fi-
nancing sources and/or uncompensated care
pools, making them more accessible to essen-
tia facilities;

+ encourage specia local tax initiatives and the
creation of health service districts, where ap-
propriate, to maintain and expand services;

+ study the impact of Federal and State regula-
tions on essential facilities, disseminate infor-
mation clarifying State and Federal regulatory
requirements, and develop model State legida-
tive and regulatory language; and

« identify areas without access even to essential
primary and other care facilities, and provide
funds to establish new facilities in these aresas.

Encouraging Comprehensive and
Coordinated Rural Hedth Care

Rural patients and providers are often both
physically and professionally isolated. As a result
they may be unable to obtain consultation and
information and unaware of appropriate alternative
sources of care. They may receive little feedback and
few resources from regional providers.

Option 3: Award small Federal grants to projects
whose goal is the development of model rura
health care networks.

Short-term demonstration and development
grants could be awarded by DHHS to States or
nonprofit organizations to:

. identify special basic care need areas in geo-
graphically remote and persistent poverty com-
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munities, identify minimum service needs, and
create and evaluate the effectiveness of service
networks in those areas;

¢ identify regional needs and service resources
for comprehensive and integrated care in re-
gions not designated as specia basic care need
areas, and create and demonstrate integrated
care networks in those regions; and

¢ develop regional referral networks for specific
services and population groups needing partic-
ular attention, using (and expanding) the peri-
natal network model.

Some aspects of this option are already in place;
for example, under Primary Care Cooperative Agree-
ments, States can receive funds to help identify
needs in underserved areas. Private organizations,
however, cannot receive funds directly at present for
this purpose.

As an alternative to a new funding program, the
Rural Health Care Transition Grant program could
be expanded. A proportion of these grant funds
could be directed specifically to funding for con-
sortia of hospitals and other providers wishing to
develop model arrangements for transferring and
referring patients, and for enhancing local care
through periodic specialty clinics and continuing
education seminars.

Longer Term Assessment of the Future of the
Rural Health Care Delivery System

Innovative responses to existing barriers to
change include measures to mod@ State hospital
licensure laws to permit the operation of facilities
that provide less than fill-service hospital care. Two
examples are Montana' s Medical Assistance Facili-
ties and California’s proposal for basic facilities
whose license category would depend on the extent
of servicesthey offer. The Federal Government has
taken similar steps with the enactment of the
Omnibus Reconciliation Act of 1989 (Public Law
101-239), which permits Medicare payment to small
rural facilities that are designated Rural Primary
Care Hospitals (RPCHSs) in a limited number of
States. But the RPCH is not necessarily the only or
the best model for al rural areas, and the ability of
other facility models to be eligible for Medicare and
Medicaid payment remains highly uncertain.

The need for such “ alternative licensure” facili-
ties, the variety of proposals, and the potential
importance of these facilities to the rural health care

system warrant a comprehensive and ongoing anal-
ysis to ease their incorporation into the system.
Adapting the system to accommodate these facilities
introduces a myriad of questions: how to pay for the
services they provide, how to integrate them into a
comprehensive and coordinated system of care, and
how to ensure that they continue to provide services
vital to their communities. Answering these ques-
tions requires the input and coordination of informa-
tion from avariety of Federal and State agencies.

The recently established ORHP and the National
Advisory Committee on Rural Health were created,
in part, to address such issues. At present, ORHP has
avery small staff and a wide range of responsibility;
the Advisory Committee considers a similarly broad
range of issues and meets only four times each year.
These limitations at present prevent an immediate,
intense examination of the structure of the rural
health care system.

Option 4. Establish a short-term (18-24 month)
advisory task force whose purpose is to exam-
ine the future of rural health delivery systems
and to provide guidance on the implementa
tion of new service delivery structures.

Idedlly, the task force, comprising both public-
and private-sector expertsin rural health and health
care financing, would meet frequently and would
advise DHHS and Congress. It could be coordinated
with the current Advisory Committee-for example,
by having representatives from the Advisory Com-
mittee serve as part of the short-term task force. The
task force could be staffed by an augmented ORHP
to eliminate duplication of effort.

The immediate objectives of the task force could
include:

1. assisting DHHS in the development of criteria
for identifying essential facilities (see option
1);

2. developing guidelines under which projects
may demonstrate the feasibility of alternative
facility and service delivery models and (if
necessary) obtain waivers from Medicare and
Medicaid certification requirements;

3. expanding and coordinating discussion on
potential methods of payment to these facili-
ties (e.g., prospective payment groups, inte-
grated payment for physician and hospital
services); and
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4. providing directions for research and dem-
onstration efforts supporting the devel opment
of model service delivery networks in rural
areas (see option 6).

To ensure that the recommendations of the task
force could be implemented, DHHS would need to
maintain or develop complementary expertise. For
example, DHHS staff might need to be able to:

« compile, anayze, and make available information
on existing efforts to develop model service
structures and networks;

« help States and local communities to identify
regional needs and determine standards for
acceptable access to comprehensive services,
and

+ participate in the development of both new
projects to demonstrate innovative service and
facility categoriesin rura areas (e.g., subacute
care facilities) and networks involving such
providers.

Addressing Information Needs

Option 5. Expand basic research on access to
health care in rura areas.

Specific topics that DHHS could be encouraged or
mandated to study include:

« Nationwide migration patterns of rura resi-
dents for health services outside their local
communities, why they occur, and their impact
on the economic viability of local health
services (particularly obstetrics services).

e How travel distances and transportation limita-
tions affect access to hospital care in rura
areas.

e The costs to rural hospitals, under different
conditions, of restructuring their organization
and services in various ways (e.g., capita,
operating, and regulatory costs of downsizing
hospitals to alternative delivery models).

e The availability, accessibility, and general op-
erating characteristics of rura C/MHCs, partic-
ularly those in persistent poverty and frontier
regions; specia problems these centers face;
whether these centers are able to provide a
sufficient scope of care, particularly obstetrics
care; and how critical they are as a source of
primary care.

Option 6: Expand funding to the Office of Rural
Health Policy to administer an extended clear-
inghouse of information on innovations and
successes in rural health delivery.

Many States and communities would like to
investigate and implement improved forms of health
service delivery but do not have, and are unable to
purchase, the necessary knowledge and expertise.
The Federal Government has a unique capability to
act as a central point for information collection and
dissemination. In addition, the Federal Government
has an interest in providing assistance relating to
State and local implementation of current programs
in order to enhance the effective use of Federal
funds.

ORHP's current efforts to develop an information
clearinghouse could receive supplemental support to:

+ contract researchers to develop extensive case
studies of various rural service delivery innova-
tions;

« work closely with private groups funding
innovative rural health delivery demonstration
projects to document and disseminate informa-
tion on project activities and findings; and

« routinely analyze information collected on
innovative strategies, identify those that appear
to have the broadest benefit and transferability,
and identify factors that will affect their appli-
cationsin other areas.

RURAL HEALTH PERSONNEL:
ISSUES AND OPTIONS

| ssues

Availability of Personnel"

Physicians—Physicians have historically been
the cornerstone of the hedth care system, and
physician supply has been increasing for many years
in both rural and urban areas (table 1-2) (673).
Despite the overall increase, however, rural areas
have fewer than one-half as many physicians provid-
ing patient care as urban areas (91 v. 216 per 100,000
residents in 1985) (table 1-2) (673). In the least
populated counties (those with fewer than 10,000
residents), there are only 48 physicians for every
100,000 people-about one physician for every

I1This report did NOt €X amine the availability of chiropractors or podiatrists.
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Table 1-2—Physician-to-Population Ratios (MDs only) Table 1-3-Availability of Primary Care Physicians by
by County Type and Population, 1979 and 1988* County Type and Population, 1988°
Per cent Primarycare physicians P
change, Number Proportion of
1979 1988 1979-88 per 100, 000 al'l active
residents physici ans
Total MDs per 100,000 residents
Metro 219.3 262. 6 19.7 Metro 86.8 38%
Nonmetro 87.2 108.5 24. 4 Nonmet.ro 55.3 57
50, 000 and over 116. 3 146. 7 26.1 50, 000 and over 61.8 48
25, 000- 49, 999 86.8 106. 2 22. 4 25,000 to 49,999 56.1 58
10, 000- 24, 999 62.0 74.7 20.5 10,000 to 24,999 48.5 71
0-9, 999 48.6 58. 2 19.6 5,000 to 9,999 45.9 81
2,500 to 4,999 43,4 82
U.S. total 188. 4 227.7 20.9 Fewer than 2,500 25.6 78
Patient care Mbs per 100, 000 residents® Us total 79.7 40
Metro 174.3  215.6 23.7 PIncludes Jani, 1988 D data and |19%7 oo data.
Nonmetzo 733 905 235 trimerycare physicians nclude professionally
50,000 and over 97.5  122.2 25. 3 active MDs in general/famly practice, interna
25' 000- 49 999 73 3 89. 9 29 6 medi ci ne, pedi atrics,and obstetrics/gynecol ogy;
' ’ ' ' ' and all doctors of osteopathy in patient care.
10, 000- 24, 999 ZS 0 2% 3 i;i CProfessionally active physpi Ci gns |pncl ude physicians
0-9,999 -5 -5 ' in research,adninistration , and teachiagd
US. total 150. 7 187. 2 24,3 physicians in Federal service.
SOURCE: U.S. Department of Health and Hunan Ser-
*MD datafor 1988 are as of Jan. 1. Prior to 1988, vices, Health Resources and Services Ad-
data are as of Dec. 31. ministration, Bureau of Health Professions,
b 1987 populat:ion est.i:'nat.es were used to :falculat:e Office of Data Analysis and Managenent,
1988 MD ratios. Prior to 1988, population esti- Rockville, MD, unpublished data from the
mates used were for the same year as MD data. Area Resource File System provided to OTA
SOURCE: U.S. Department of Health and Human Ser- in 1989 and 1990.

vices, Health Resources and Services Adm n-

popration,  Bureau of Heallh “Eofessi ofsmigwives (CNMs) have become important medical
ice of Data Analysis and Managenent, B . .
Rockville, MD, unpublished data from the Care providersin rura areas and are the only licensed
Area Resource File system provided to OTproviders of primary health care in some areas with
in 1989 and 1990. no physicians. Their small numbers are increasing,
although there appears to be a very gradua trend
2,000 residents. Over 100 U.S. counties have no toward specialization and urban practice even for
practicing physicians at all (665). these practitioners. The distribution of midlevel
practitioners varies enormously by State; these
rural areas is of particular concern. Primary care pr'o;é)"nalds are most I|keI3r/] tol be fg gndsl[gt St?ai
physicians make up well over one-half of all with midlevel practitioner schools and in &

physicians who provide patient care in rural areas ~ PEfMit more independent practice.
(table 1-3),but these areas are increasingly compet-
ing with urban practices (such as those associated
with health maintenance organizations) for primary
care physicians. Osteopathic physicians (DOs), who
constitute about 9 percent of the total U.S. physician
population, make up a large proportion of rura
primary care physicians. In small rural counties in
some States, as many as three-fourths of the
physicians are DOs (318).

The availability of primary care physicians in

Certified registered nurse anesthetists (CRNAS)
are another midlevel profession that is especialy
important to small rural hospitals that wish to
provide basic surgical services but cannot support or
attract physician anesthetists. The national supply of
CRNAS, however, appears to be in decline.

Nurses—Rural hospitals have markedly fewer
registered nurses (RNs) and lower ratios of RNs to
Midlevel Practitioners--Nurse practitioners (NPs), licenced practical/vocational nurses than do their
physician assistants (PAs), and certified nurse- urban counterparts (671). The proportion of RNs
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who work in rura areas has decreased in recent
years, and rural areas will probably continue to be at
a disadvantage when competing for the shrinking
national supply of nurses.”On average, nurses in-

smaller rural counties are considerably older than
other nurses and are less likely to have baccalaureate
nursing degrees, making upgrading to midlevel
degrees (e.g., NJ?) more difficult.

Dentists-As with physicians, the number of
dentists and the proportion of dentists entering
specialty practice have increased considerably over
the past two decades. However, rura areas have
considerably fewer dentists per capita than urban
areas, and projected future shortages of dentists are
likely to worsen the situation (673,686). Despite the
large number of dentists in general at the present
time, there remains a small but constant demand for
dentists in areas with chronic or occasional difficulty
recruiting these practitioners.

Pharmacists—There has been no national census
of pharmacists since the 1970s, and the number of
pharmacists practicing in rural areas is unknown.
The national supply of pharmacists is projected to
increase (673). A handful of State studies suggest
that urban/rural differences in distribution are less
severe for pharmacists than for many other health
professionals, but little is known about the existence
of local areas of shortage.

Optometrists--Optometrists may be important
providers of vision care in rura areas without
ophthalmologists. One-third of al optometrists (and
one-fifth of ophthalmologists) were practicing in
communities of 25,000 or fewer residents in 1983
(42). As with pharmacists, the national supply of
optometrists is increasing (673), athough some
local shortages may exist.

Allied Health Professionals—The allied health
professions include a wide variety of laboratory
personnel, therapists, technologists, emergency per-
sonnel, dental hygienists, and other professionals. A
study by the Institute of Medicine, which examined
10 different allied health professions, predicted
serious impending shortages in the national supply
of physical and occupational therapists, radiologic
technologists, and medical records specidists (288).
The available anecdotal evidence and small-area
studies suggest that some rural facilities are already
suffering critical shortages of physical and occupa-
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Some rural communities have limited access to basic
dental services.

tional therapists and some radiologic and laboratory
personnel.

Barriers to Rural Practice

Barriers to the availability and willingness of
health professionals to locate in rural areas intervene
at two levels. First, because rural areas often have
populations too sparse or dispersed to support many
subspecialty physicians, an inadequate supply of
primary care physicians and midlevel practitioners
is a barrier to the availability of health care services
in rural areas even if there is an oversupply of
physicians overall. Although the supply of physi-
cians has grown dramatically in the past two
decades, most of the increase has been among
nonprimary care specialists. The backbone of the
rural health care system, however, is primary care
physicians—those who can provide a wide array of
basic health services to small communities that
cannot support a full complement of speciaists.
Recent Federa policies have addressed this barrier
by redesigning Medicare payment to enhance pay-
ment for many primary care services. Further

12Nursing school enrollment actually increased slightly in academic year 1987-88, but 1ong-term proj €Ctions are still pessimistic.
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Satellite clinics that are staffed part-time can be a
vital source of primary care services in many rural
communities.

Federal options discussed below include supporting
primary care physician and midlevel education
directly or through changes in Medicare reimburse-
ment for direct medical education.

Second, within a given group of professionals
(e.g., primary care physicians), personal concerns,
perceived lower financial rewards, professional
isolation, and lack of preparation for rural practice
prevent many practitioners from locating and stay-
ing in rural areas. Strategies to address these
barriers and concerns through rural-oriented training
programs and direct financial incentives for rural
practice have had some success in the past. Federal
measures to address disincentives to rural practice
have been in place for two decades, but during the
1980s their funding declined. Options for reinstating
Federa interventions include targeting funding to
rural-oriented health professions programs and of-
fering direct incentives to health professionals
through scholarships, educational loan repayment,
and special payment or practice provisions that
apply to health professionals in underserved rural
areas. The Federal Government could also choose to
enhance other resources available to rura practition-
ers (e.g., technical assistance, continuing education,
long-distance consultation resources). Combinations
of strategies, rather than any single strategy, are
likely to be the most effective in improving the
availability of health professionalsin rural areas.

Options for Congressional Action

Influencing the Supply of
Primary Care Physicians

Option 8: Reorient or augment existing Federal
funding for graduate medical education to
direct resources to primary care specialties
(family practice, general internal medicine,
general pediatrics, and obstetrics/gynecology).

Option 8A: Expand Federal grant funding for
primary care undergraduate and graduate medi-
cal education.

The Federal Government provides grants to fam-
ily practice, general internal medicine, and general
pediatric residency programs, but these grants de-
clined substantially between 1980 and 1988. Grants
for the development, improvement, and mainte-
nance of undergraduate departments of family medi-
cine have also decreased in recent years. Targeted
funding for primary care education is one strategy
for overcoming some of the disincentives for spe-
cialty training in primary care.

Option 8B: Weight Medicare reimbursement for
direct medical education costs to give preference
to primary care specialties.

Medicare reimbursement to hospitals for direct
graduate medical education expenses does not
distinguish among specialties. By altering the pay-
ment formula to give greater weight, and thus
provide greater resources, to specified primary care
specialties, it may be possible to alter the mix of
physician specialists without further increasing the
total number of physicians. A difficulty in imple-
menting this option would be that of developing an
adequate rationale for the specific weights to be
assigned to each specialty. An advantage, compared
with option 8A, is that it could be adopted without
increasing overall levels of funding.

Enhancing Training and Preparation
of Rura Health Personnel

Option 9: Within Federal grant programs for
primary care medical education, target fund-
ing to rural-oriented programs.

Option 9A: Target a fixed percentage of grant finds
for graduate medical education specifically to
programs that emphasize preparation for prac-
tice in rural and undersexed areas.
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To be eligible for grants, programs could be
required to encourage rural/underserved practice by
incorporating into their curricula activities such as
requiring rotations for residents in rural practice
settings and providing enhanced training in mental
health. Alternatively, eligibility for residency pro-
gram grants could be made contingent on outcome--
e.g., the demonstration that a requisite proportion of
graduates were practicing in rural or underserved
areas ayear after graduation.

Option 9B: Target a percentage of grant funds for
undergraduate medical education specifically to
programs that emphasize preparation for pri-
mary care practice and for practicein rural and
underserved areas.

Students entering undergraduate medical edu-
cation with an interest in primary care often switch
to subspecialty preferences by graduation. Under-
graduate exposure to primary care practice in rura
settings has been shown to positively influence the
choice for rural primary care practice. Federa grant
funds for undergraduate medical education could be
targeted to programs providing such opportunities.
Funding could also be targeted to schools serving
areas of greatest need (e.g., alopathic and osteo-
pathic medical schools in regions of low primary
care physician supply), and funded programs could
be targets for National Health Service Corps scholar-
ship awards.

Option 10: Expand funding to training programs
for midlevel professionals, giving preference to
programs that emphasize preparation for rural
practice.

Midlevel professionals are vital components of
the rural health care system, but they are relatively
few in number. Furthermore, the rise of HMOs and
the expansion of other urban opportunities for
midlevel professionals makes it more difficult for
rural areas to recruit and retain these providers.
Compared with funding for physician education,
funding for midlevel training programs and continu-
ing education is very limited. In 1988, only 11
rural-focused NP programs and 1 rura-focused
CNM program were funded. Thirty-eight PA train-
ing programs are currently supported, many of
which are required to develop and use methods
designed to encourage graduates to work in health
personnel shortage areas.

Current grant programs to health professions
schools that train midlevel providers could be
expanded and directed towards those programs that
incorporate rural-oriented curricula, or that demon-
strate success in placing graduates in rural and
undersexed aress.

Option 11: Provide grants and traineeships to
rural-oriented multiple competency training
programs for allied health professionals.

The availability of trained alied health personnel,
and particularly of personnel who can perform more
than one function, is becoming increasingly impor-
tant to the survival of small rural hospitals. The
small grant program currently authorized to fund
multidisciplinary training programs does not explic-
itly include cross-training of alied health personnel.

To enhance the effectiveness of a cross-training
program, continuation of finding could be contin-
gent on an outcome requirement--e.g., training
programs could be required to demonstrate that a
substantial proportion of graduates were practicing
in rural areas. The availability of traineeships might
also enhance the effectiveness of a general program,
by providing students from rural and underserved
areas the financial incentive and capability to enroll
in such a program.

Option 12: Expand funding for rural Area
Health Education Centers, with special em-
phasis on training and continuing education of
nonphysician health professionals.

The origina AHEC concept was to develop
multidisciplinary educational experiences. Although
AHECs have become increasingly involved in such
activities in recent years, most of their resources
have been spent on physician education. AHECs are
a model for encouraging State and local participa-
tion in activities addressing the geographic maldis-
tribution of health professionals. The program is
designed to create lasting networks that would
eventually be supported entirely through State and
local funds. To extend the usefulness of the AHEC
model and encourage more comprehensive service
delivery systems, future AHEC startup grants could
be directed to programs that emphasize the training
and continuing education of midlevel providers,
mental health providers, and other nonphysician
health professionals. AHEC *“special initiative’
funds could be targeted to existing AHECs for the
same purposes. The authority for AHECs could be
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expanded to enable nursing schools to receive
AHEC funds directly.

Offering Direct Incentives for Rural Practice

Option 13: Expand the National Health Service
Corps (NHSC) hy increasing funding for both
the State and Federal components of the NHSC
Loan Repayment Program and by reinstating
a targeted Scholarship Program.

In 1988, 29 percent of al rural residents were
living in federally designated HMSASs (665). This
number has not changed appreciably during the past
5 years, indicating a need for ensuring the availabil-
ity of health professionals who have at least a
short-term commitment to serving in these areas.
Federal investment in the NHSC declined dramati-
caly in the 1980s and is now embodied primarily in
Federal- and State-administered loan repayment
programs. The Federal Loan Repayment Program
was funded at $3.9 million in 1989 and that year
recruited 112 professionals, mostly physicians. At
present, there are only seven State NHSC Loan
Repayment programs.”

The Loan Repayment program provides an incen-
tive to recently graduated practitioners that is
particularly appropriate for recruiting physicians
and dentists, for three reasons. First, it does not
require any commitments until the practitioner has
finished his or her education, leading to less
likelihood of default. Second, recipients are availa-
ble ailmost immediately. Third, the level of indebted-
ness among medical and dental students has in-
creased dramatically in recent years, and the pool of
interested applicants to an expanded loan repayment
program islikely to be large.

The State and Federal components of the loan
repayment program have complementary advantages.
The State program efforts are more localized than
Federal efforts, and they attract providers who are
willing to serve but want the assurance that they can
carry out their service obligation within their State
of residence. In addition, the program requirement
that States match Federal funds encourages greater
State participation in health personnel distribution
activities.

Maintaining g the Federal program would ensure
that some obligated providers were available to
serve in underserved areas in States without their

own loan programs, and it would attract providers
interested in new locations.

Available data indicate that the original NHSC
Scholarship Program, while expensive, was highly
successful at placing providersin shortage areas. A
renewed scholarship program would be especially
appropriate for midlevel providers. Their relatively
low educational costs (compared with those for
physicians) lead to correspondingly lower educa-
tional indebtedness, making loan repayment arela-
tively weaker policy tool, while making a scholar-
ship program less expensive for the Federal Govern-
ment. Scholarships for other health professions
students could be targeted to those from low-
income, minority, or rural backgrounds. These
students are somewhat more likely than others to
practice in undersexed areas after graduation, and
they are less likely to be able to afford the economic
burden of a health profession education.

Other measures could also be taken within both
the Loan and Scholarship programs to enhance the
capabilities of obligated professionals and to in-
crease the likelihood that they would remain after
their obligation expires. For example:

+ Preference could be given to students who have
enrolled in a program with arural, primary-care-
oriented curriculum.

« Participants could be permitted to serve their
obligations at a single site regardless of any
change in the area’ s designation status during
their period of obligation.

« The NHSC could actively coordinate with other
programs (e.g., the AHEC program) to ensure
support for scholarship recipients during their
education and periods of obligation. Support
might include such features as rural preceptor-
ship, practice management training, technical
assistance, and continuing education.

A renewed NHSC would be a major investment.
If this option were implemented, the program would
warrant accompanying oversight (e.g., by the Gen-
eral Accounting Office) in its first years to ensure
that funds were appropriately and efficiently admin-
istered.

Option 14: Encourage or require States to offer
bonuses under Medicaid to physicians provid-

13The seven States are Minnesota, West Virginia, Texas, Florida, North Carolina, South Carolina, and New Mexico.
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ing services in designated HMSAs, paralleling
the current policy under Medicare.

This option would extend the benefits of in-
creased access to Medicaid as well as Medicare
beneficiaries. It would also increase incentives for
physicians less likely to provide services to Medi-
care beneficiaries (e.g., pediatricians, obstetrician/
gynecologists). Medicaid bonuses might be espe-
cially appropriate for physicians providing obstetric
services in areas with shortages of obstetricians.

Option 15: Offer tax incentives to health provid-
ers in specified rura and underserved areas.

Direct and time-limited tax incentives for primary
care providers (physicians and midlevel profession-
als) serving underserved populations might over-
come perceived or real financial disincentives to
locating and practicing in rura areas. Tax incentives
could be offered to providersin al rural areas, but
this policy could be expensive without improving
availability in the areas of greatest need. If these
incentives are linked to federally designated short-
age or underserved areas, however, their continua-
tion should not be dependent on the continued status
of the designation (i.e., if the areais ‘redesignated’
during the term of the incentive, the incentive should
not be removed).

Option 16: Allow a “grace period” before de-
designating HMSA areas, populations, and
facilities.

For HM SAs with small populations, the addition
of asingle physician (or the retention of an NHSC
physician past his or her period of obligated service)
can mean the loss of designated status. The sudden
loss of resources dependent on continued designa-
tion (e.g., Medicare physician bonus payments,
placement of NHSC personnel, and qualification as
a Rural Health Clinic under Medicare rules) may
produce unintentional negative consequences.

A “grace period” could encourage existing
providers to stay while permitting the Federa
Government to direct new available personnel to
more needy areas. For example, if the addition of a
provider in a designated HM SA raises the provider-
to-population ratio above the alowable knit and the
HMSA s targeted for dedesignation during periodic
review, that HMSA could be placed on a provisiona
list that received close monitoring. HMSAs on the
list might receive no new resources but could
continue existing resources linked to designation. If

at the end of the 2-year period the ratio was still
above the allowable limit, that HMSA could be
redesignated. Such a policy could be limited to

primary care HMSAs or applied to al types of
HMSAS.

Option 17: Authorize and implement a State
rural health personnel grant.

A drawback to al rura health personnel programs
operated from the Federal level is the inability to
adapt strategies to local concerns and conditions. A
State with a schoal to train physician assistants, for
example, may most effectively address health per-
sonnel shortage problems by enhancing this school’s
curriculaand providing scholarshipsto its students.
In another State, absolute health personnel shortages
might be less a problem than the provision of
specific services, such as obstetrics; such a State
might find that paying malpractice premiums for
rural obstetrics providers was a more effective
strategy than direct recruitment of more physicians
to rural areas. A broadly defined grant to States
would transfer responsibility to the individual States
to decide how they choose to allocate the funds
among health professions programs and direct in-
centive programs to enhance the supply of health
professionals in rural areas. Such a grant could either
augment existing Federal programs or replace some
of them.

Under a rural health personnel grant program,
States could be allocated grant funds based on a
formula developed by DHHS (e.g., percentage of
population that is rural; number of rura residents
living in undeserved or personnel shortage areas).
Within the grant, States could spend funds on any of
alist of relevant specified activities such as:

« grantsto State health professions schools with
rura-oriented curricula;

« Medicaid payment incentives for services pro-
vided in underserved areas;

« Medicaid bonus payments for “dispropor-
tionate share” providers (those with unusually
high caseloads of Medicaid and uninsured
patients);

» scholarship and loan programs;

« other recruitment mechanisms (e.g., placement
services, State tax incentives);

« purchase of malpractice insurance premiums
for rural obstetrics providers (obstetricians,
family practitioners, CNMs, NPs);
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e innovative continuing education programs for
rural professionals; and

e development of appropriate curricula and es-
tablishment of community training programs
(e.g., in local hospitals and community col-
leges) for rural residents interested in one of the
allied health professions, and for current alied
health personnel wishing to extend their ac-
creditation to more than one area.

The expertise among State governments regarding
the administration of rural health programs varies
considerably. Some States are capable of designing
and administering a detailed array of incentive and
grant programs, while others have much more
limited capability at present. As a prerequisite to
receiving funds under such a grant, States could be
required to provide a plan outlining the activities to
be funded and indicating that the State has an
adequate administrative capability (e.g., an Office of
Rural Health or analogous body) to carry out the
funding activities. In addition, States could be
required to provide the Federal Government with
basic information on the programs actually funded
over the preceding year as a prerequisite for renew-
ing the grant. This information would not only
enable some oversight of expenditures but would
provide the basis for the Federal Government to
assist in information transfer among States regard-
ing innovative programs.

Removing Barriers to Midlevel Practice

Option 18: Require States to reimburse under
Medicaid for the services of NPs and PAs in
rural areas, as long as these services are
permitted by State practice acts.

Current Federal policy requires States to reim-
burse under Medicaid for services provided by
pediatric and family NPs (Public Law 101-269). It
also allows States to exercise the option of reimburs-
ing for other NP and PA services, and nearly
one-half of all States now do so to some degree. The
Federal policy requiring Statesto provide Medicaid
reimbursement for CNM services provides a prece-
dent for a more general policy. As with CNMs,
Federal policy could prevent State Medicaid pro-
grams from requiring the direct persona supervision
of a physician during the delivery of NP and PA
services. Restricting the requirement to rural areas
might provide an additional incentive for NPs and
PAs to locate in these areas, while a broader policy

might encourage their expanded use in urban as well
as rural settings.

This option carries weight only where State laws
permit midlevel practitioners to operate under off-
site supervision. The Federal Government has tradi-
tionaly not dictated the scope of practice that States
permit of their licensed health professionals. (Option
19 addresses a potential Federal role in the reexami-
nation of State licensure restrictions.)

Option 19. Encourage DHHS to sponsor a confer-
ence to discuss models and guidelines for State
nurse and medical practice act revision that
would enhance the capabilities of midlevel
practitioners to provide primary heath care in
rural and underserved aress.

Midlevel practitioners can provide a limited
number of basic heath services in areas not ade-
guately served by physicians. Their ability to do so,
however, is legally restricted in many States, partic-
ularly for PAs. A conference, sponsored by DHHS,
would give representatives from different parts of
the government and health care an opportunity to
reevauate the suitahility of existing limits to midlevel
practice. Participants might include experts from the
medical, PA, and advanced nursing professions,
representatives from State and Federal agencies, and
representatives from other sectors of the health care
industry. Guidelines developed by such a panel
could help States evaluate and implement appropri-
ate changes to their own regulations.

Improving the Information Base

Option 20: Improve monitoring of the Medicare
Physician Bonus Payment Program to find out
how well it works.

The Medicare physician bonus program was
recently expanded to provide a 10-percent bonus for
all physician services in al primary care HMSAS, in
order to increase access to services for Medicare
beneficiaries. It is not clear whether a 10-percent
bonus on Medicare payment is sufficient to attract
physicians to areas where they would otherwise not
choose to locate, or whether it improves the retention
of providers already in these areas. The Medicare
caseload varies greatly from physician to physician,
and the strength of the bonus incentive probably
varies accordingly. To improve DHHS's ahility to
evaluate the program, carriers could be required to
submit to the Health Care Financing Administration
data regarding the number of physicians receiving
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bonus payments and the distribution of services for
which bonus payments are made.

Option 21: Establish a program, through the
Bureau of Health Professions, to provide small
grants and technical assistance to States and
professional associations to establish and im-
plement uniform data collection procedures
among the health professions.

Better data on the supply and distribution of
health professionals would improve the Federd
Government’s ability to monitor trends in the
availability of these personnel in rural areas. Most
professional associations collect data on the mem-
bers of their profession, but these efforts are
sometimes very limited, and the data are not
compatible. States likewise collect data on licensed
health professionals, and they may include some
professionals not represented in professional associ-
ation databases. To enhance these efforts with a
minimum amount of Federal resources, the Bureau
of Health Professions in the Health Resources and
Services Administration could establish criteria for
uniform data collection. The Bureau could then
provide States and associations with technical assis-
tance on survey sample selection methods or on
census collection methods, make available startup
funds, and offer other appropriate assistance (e.g.,
for hardware, software, and other resources).

TWO SPECIFIC SERVICES

Issues and Options in Maternal and
Infant Care*

Fetal, infant, and maternal mortality are all
disproportionately high in rura areas (647,650)."
These indicators of relatively poor rural materna
and infant health persist despite private and government-
funded programs that have successfully reduced
infant mortality in targeted areas. Two potential
contributors to the relatively poorer health of rural
mothers and infants are the limited availability of
obstetric providers and access to specialized care
for women with difficult pregnancies and deliveries.

The availability of rural obstetric providers has
declined sharply in recent years, and over 500,000
residents of rural countiessmany of them in the

South-are without any physicians who provide
obstetric care. In many rural areas, physicians
trained to provide obstetric services are not doing so.
Unwillingness is often due to concerns about inade-
guate sources of backup, consultation, and referral
that are shared by rural physiciansin all specialties.
In addition, however, many physicians are limiting
or eliminating their obstetric practices as a direct
consequence of the high cost of malpractice insur-
ance and fears of lawsuits. These trends are particu-
larly disturbing in rural areas because alternative
sources of obstetric care may be a considerable
distance away.

Where there are obstetric providers, they are
usually general and family practitioners rather than
obstetricians. And athough rura hospitals are much
more likely than urban hospitals to offer obstetric
care, they are much less likely to offer specialized
care. Consequently, rural women with complicated
or high-risk pregnancies may have to travel consid-
erable distances to receive specidized care. Region-
alized perinatal care, successfully promoted in the
past by Federal programs, can enhance access to
specialty services when obstetric or neonatal emer-
gencies arise, but regionalized systems of care have
deteriorated over the past severa years.

In some rural areas, women who are able--
particularly those with higher incomes and private
insurance coverage—are bypassing local facilities
to deliver in distant hospitals offering sophisticated
services. One result may be to leave local physicians
and hospitals with an increasingly higher proportion
of patients who cannot pay the full costs of their care.
Rura physicians under these circumstances may
find it particularly difficult to afford obstetric
liability insurance, possibly prompting them to
reduce their obstetric practices and further in-
creasing the burden on remaining obstetric provid-
ers. ‘

Federad maternal and infant health programs (e.g.,
Medicaid, the Materna and Child Health block
grant, and C/MHC funds) are especially important in
rura areas, where the inability to pay for obstetric
services is a serious problem. In 1982, rura deliver-
ies accounted for nearly one-half of al uncompen-
sated deliveries. C/MHCs are particularly important

145ee also option 5 and Personnel options generally (options 7 through 22).

15This fiNCiNg holds true after adjusting fOr race and sex. Unadjusted rural infant mortality rates are actually tower than urban rates, because Of the

greater prevalence of white infants in rurd areas.

20-8100-90-2QL3
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Many rural community health centers attract a large
cross-section of community residents and may be vital
sources of local obstetric care.

sources of prenatal care for many rural women,
because they accept al Medicaid patients and
provide discounted care for low-income uninsured
patients. But the expense of malpractice insurance
has reduced the ability of some federally supported
C/MHCs to provide obstetric care (289). Ensuring
survival of essential rural C/MHCs (and their ability
to provide obstetric services) is as important to
maternal and infant health as ensuring survival of
essential rural hospitals.

Option 22: Extend liability coverage under the
Federal Tort Claims Act to C/IMHC staff and
contract providers engaged in obstetric care.

The Federal Tort Claims Act currently insures
both commissioned officers of the NHSC and NHSC
scholarship graduates who work as civilian employ-
ees of the Public Health Service. Many C/MHC
obstetric providers placed through the NHSC, how-
ever, have no federally provided insurance coverage
because they are paid through the center. Providing
insurance coverage might increase the willingness
of obstetric providers to join C/MHC staffs, to
remain at these locations, and to continue to provide
a full range of obstetric services to C/MHC patients.

Option 23: Enhance the information base for
Federal rural maternal and infant health

policy.
Option 23A: Investigate in more depth the urban and

rural differencesin perinatal health status indi-
cators.

Whether the excess of rural fetal deathsisreal or
occurs because of differential reporting in rural and
urban areas is unclear and deserves further investiga-
tion. The underlying cause of the excess mortality in
late infancy likewise deserves to be investigated.
Clarification of perinatal health statusin rural areas
would be useful in targeting programs. programs to
improve care for pregnant women might curb excess
fetal deaths, while improved pediatric care could
potentially reduce high mortality rates among older
infants. Congress could direct the National Center
for Health Statistics or the Agency for Health Care
Policy and Research to investigate these issues.

Option 23B: Develop a database that would allow
Federal policymakers to target resources to
States and to their rural areas with perinatal
health problems.

A number of programs have shown success in
improving access to prenatal care in the past.” The
Federal Government could build on their success by
targeting resources for such programs to areas with
high-risk populations, high perinatal mortality, and
a high proportion of women seeking late or no
prenatal care. Such areas could be identified in part
with information available on vital records (e.g.,
birth certificates). The National Center for Health
Statistics, in the Centers for Disease Control, could
undertake this activity.

Option 24. Enhance the DHHS Office of Mater-
nal and Child Health’'s (MCH’s) ability to
provide useful information and technical sup-
port to rura maternal and infant care efforts.

Option 24A: Enable and encourage MCH to support
additional demonstration projects in rural areas.
Funded projects could evaluate the feasibility of
innovative approaches to improving access to
perinatal services in rural areas.

Demonstration projects funded through MCH
could be used, for example, to compare the relative
cost and effectiveness of bringing providers into
isolated rural areas with providing transportation
services to the patients themselves. Among the
current MCH-funded rural projectsis an evaluation
of the use of an outreach consultation team of
perinatal specialists to visit rural health districts

~ 16Components of successful programs include: publicly supported obstetric providers, midlevel practitioners, perinatal transportation Systems,
interagency coordination, and use of outreach workers to recruit patients and provide followsp and transportation.
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(687). Demonstration project funding could be
expanded to include more model projects that:

e employ nonphysician providers as rural out-
reach workers,

e promote regional approaches to solve access
problems,

e promote linkages of available perinatal re-
sources, and

e incorporate home visits by nurses or para
professionals.

Projects could be required not only to evaluate the
effectiveness but the costs of these models.

Option 24B: Provide additional funds (or earmark
a proportion of future funds) to better allow MCH
to offer technical assistance on request to Sates
that are developing regionalized perinatal care
servicesthat includerural areas.

A perinatal care network is an essential compo-
nent of a functional network of comprehensive
health care services to rura residents. Resources
from various Federal sources are available to help
States develop regional and local networks and
services. Greater availability of technical assistance
from MCH might help States and communities use
both Federal and local funds most effectively.

Issues and Options in Mental Health Care”

The prevalence of mental disorders in rural
Americansis similar to that of their urban counter-
parts. Despite the similarity in mental health prob-
lems, the little information that exists suggests that
rural areas have substantially fewer mental health
resources than urban areas. Furthermore, where
resources exist, they are likely to be narrower in
scope.

As with other health facilities, mental health
facilities face problems in serving populations
spread over vast distances. In addition, they are
caught between competing needs for services for the
chronically mentally ill and services for acute and
less serious conditions. Because recent Federal and
State policies have tended to emphasize the former,
the ability of many rural mental health providersto
offer services such as suicide prevention, education,
crisis intervention, support groups, and individual
counseling for less severe mental health problems
has waned. Furthermore, other sources of services

 Bluevalley Mental Health Center

Photo credit: Peter Beeson

Access to local mental health services is severely limited
in many rural areas.

(e.g., from nonprofit foundations) are less available
to fill the vacuum in rural than in urban areas.

Rural mental health professionals face problems
similar to those of other rural health professionals.
They have fewer training opportunities, fewer col-
leagues with whom to consult and to discuss
professional issues, and more diverse demands on
their time than do their urban counterparts. Primary
care physicians provide much of the mental health
care in both urban and rural areas, but they receive
relatively little training in mental health diagnosis
and treatment. Master’s level mental health profes-
sionals, paraprofessionals, alied professionals (e.g.,
the clergy), and volunteers are also vital providers of
rural health services.

The severe shortage of psychiatrists and doctoral-
level psychologists in rural areas, the proportion of
mental health care provided by nonpsychiatric
physicians, and the types of services likely to be
most acceptable to rural residents all suggest that
integrating mental health and other health care is
especially important in rural areas. Social workers,
psychologists, clinical psychiatric nurse specialists,
and paraprofessionals play an important role in
extending rural mental health services to those in

1see alS0 option 12,
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THE ANSWER

N ouicide
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Staffing crisis hotlines is a possible mental health role for
trained volunteers in rural areas.

need, and in linking these services with physical
health services. These linkages may include such
features as health and mental health clinics sharing
a single service site, routine consultation between
physicians and mental health center staff, or a
full-time social worker providing counseling and
educationa services in a community health clinic or
physician’s office. Recent legidation has expanded
the reimbursement available for certain “linkage”
services, namely the mental health services provided
by clinica socia workers and psychologists in
community health centers. Federal stimulation of
linkage efforts themselves, however, has declined
since the implementation of the mental health block
grant in 1981.

Option 25: Provide grants to mental health
professions training programs that include
rural-oriented curricula and/or train pro-
fessionals most likely to locate in rural areas.

For example, the provisions of Public Law
100-607, which provided special project grants to
professional schools' training programs for clinical
psychologists, could be extended to include masters
programs for social workers and clinical psychiatric
nurse specialists. Or, grants under thislaw could be
targeted or limited to projects emphasizing training
for rural practice.

Option 26: Require States to reimburse under
Medicaid for mental health services provided
by midlevel mental health professionals to the
extent that these services are permitted under
State licensure law. Reimbursement could be
limited to those services that were provided in
HMSAs or MUAs and would be covered if
provided by a physician.

In rural communities without psychiatrists or
doctoral psychologists, primary mental health care is
provided by either nonpsychiatric physicians or by
midlevel mental health professionals (master's level
clinical psychologists, clinical social workers, and
clinical psychiatric nurse specialists). Current Fed-
eral policy covers reimbursement for the services of
psychologists and social workers only in certified
RHCs. Expanding the services for which midlevel
mental health providers or their employers can
receive reimbursement would probably increase
access to these servicesin rural areas.

Option 27: Encourage the development of link-
ages between rural health and mental health
services and professionals.

Greater enhancement of linkages might include
measures to encourage case management, share
building space, develop referral patterns, and make
better informed decisions about patient care. “Link-
age workers could be expanded to include master’'s
level nurse specialists. Federal initiatives of this
kind are currently underway for health and substance
abuse treatment, but a more permanent and consis-
tent policy of linkages for substance abuse, mental
health, and other health services could be adopted.
Specific Federal strategies could include:

« reimbursement for linkage workers' services
(e.g., social workers services provided in
physicians’ offices, including consultative serv-
ices provided to the physician);

« funding for the salaries of clinical social
workers and other mental health providers in
grants to federally funded C/MHCs;

« funding for inservice training, internships, and
shared training sites; and

+ requiring States to demonstrate that a portion of
Federa mental heath block grant funds is
being used to support linkage efforts in rural
areas as a prerequisite to continued block grant
funding.
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Option 28: Invest more resources in data collec-
tion and analysis activity oriented at urban-
rural comparisons of mental health and sub-
stance abuse epidemiology, and at the availa-
bility of mental health services and personnel
in rural areas.

The information available on rural mental health
epidemiology and services is extremely thin and
provides a poor basis for both monitoring mental
health status and implementing Federal policies.
Even the most basic national data on community
mental health centers have been virtually nonexist-
ent since 1981, and there are few reliable studies on
mental health problems in rural areas. Congress
could direct the Alcohol, Drug Abuse, and Mental
Health Administration (ADAMHA) to place more
emphasis on these research activities (e.g., through
the National Institute of Mental Health’'s recently
created Office of Rural Mental Health).

Option 29: Encourage or require ADAMHA to
fund projects intended to demonstrate the
utilization of volunteers and paraprofessionals
in service delivery.

One way to help address mental health personnel
shortages is to include paraprofessionals and com-
munity volunteers in service delivery. However,
little is known about effective ways to increase the
use of these providers, their acceptance in the
community, and the effectiveness of the services
they provide. Incentives to be tested in the demon-
stration projects could include training programs for
paraprofessionals and clergy, reimbursement for
professional activitiesto develop and train commu-
nity workers, and educational support for commu-
nity workers in the form of tuition for college
training.
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"Chapter 2
Rural Populations

INTRODUCTION

“Rural’ evokes images of wheat fields and dairy
farms, long stretches of desert, and small Appala-
chian communities. This chapter presents back-
ground on the rural population: who it includes, the
economic and demographic characteristics of rural
residents, and some basic indicators of rural health
status.

The adjectives ‘‘urban’ and ‘‘rural’ encompass
enormously diverse populations. Urban people may
be residents of large inner cities, suburbs, or smaller
cities and towns, each with its own characteristics
and cultures. Similarly, rural people may live in
towns or open countryside; their nearest neighbors
may be across the street or 10 miles down a dirt road.
Existing measures cannot convey the full diversity
of urban and rural populations, but they can provide
a starting place for examining the similarities and
differences between these groups. An overview
contrasting these basic characteristics is the goal of
this chapter. Where possible, information summariz-
ing aspects of rural diversity is also presented.

WHO IS RURAL?

The term “rural” is intuitively associated with
areas of small and sparsely settled population. Two
more specific definitions are commonly used for
statistical and health program purposes: the “rura
population,” as defined by the Bureau of the Census,
and the ‘' nonmetropolitan population, ’ those peo-
ple living outside of metropolitan (metro) areas as
defined by the Office of Management and Budget.

The Census Bureau defines the rural population as
the population not categorized as urban. The urban
population, in turn, is defined as those people living:

. in an urbanized area-a central city (or cities)
and its contiguous closely settled territory, with
a combined population of at least 50,000; and

. in places (towns, villages, etc.) outside of
urbanized areas with populations of at least
2,500 (633).

The nonmetropolitan (nonmetro) population con-
sists of those people living outside of metropolitan
statistical areas (MSAS). An MSA is a county,*or
group of counties, that includes either:

. acity of 50,000 or more residents, or

. an urbanized area with at least 50,000 people
that isitself part of a county or counties with at
least 100,000 total residents (634).°

To be included in an MSA, a county that does not
itself have a central city must have a specified level
of commuting to the central county(ies) and must
meet certain other standards regarding metropolitan
character, such as population density. Figure 2-1
shows the MSAs in the United States as of 1986.

About one-fourth of the U.S. population is either
““real” by the Census definition or lives in non-
metro areas, but these two groups of people are by no
means identical. About 14 percent of the population
living in MSAs is designated by the Census Bureau
as rural, while about 38 percent of the population
living outside of MSAs is designated as urban (633).
This occurs because, on the one hand, MSAs are
county-based and may include large tracts of sparsely
populated land in outlying areas of the county. On
the other hand, the Census “urban” designation
includes people in towns in otherwise sparsely
populated areas. Roughly 15 percent of the U.S.
population is ‘rural’ by both definitions--i.e., lives
neither in places of 2,500 or more residents nor in
metropolitan counties.

Each definition has its advantages. The Census
designations are more specific, because they are
based on smaller geographic units, such as census
tracts and towns. Census tract boundaries vary over
time, however. In contrast, counties-the basic units
from which MSA designations are made-have
boundaries that are relatively stable, amajor advan-
tage for collecting and reporting statistical data that

igee the related ora Staff Paper for amore detailed discussion (2ss).

1 SiX New England States-Maine, New Hampshire, vermont, M assachusetts, Rhode Island, and connecticut—MsAs comprise cities and towns,
rather than whole Counties. Standards for these Msas are based primaril y 0n population density and commuting patterns (634).

3Population is generally calculated based on the MOSt recent decennial census, although SOME intercensus MSA 0esi gnations t& O occur.



Figure 2-1—Metropolitan Statistical Areas (June 30, 1986)

I Areas designated
as MSAs

SOURCE: Adapted from U.S. Department of Commerce, Bureau of the Census, “Metropolitan Statistical Areas (CMSAs, PMSAs, and MSAs)” (GE-50, No.
84) Stock No. 003-024-06506-1 (Washington, DC: U.S. Government Printing Office, 1986).
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Figure 2-2—Frontier Counties: Population Density of Six or Fewer Persons Per Square Mile

Counti es

N cccted

SOURCE: U.S. Department of Health and Human Services. Health Resources and Services Administration, Bureau of Health Professions, Office of Data and

Management, Area Resource File, June 16, 1986.

are comparable over time. Data on “rural” resi-
dents presented in this and later chapters are
actually data on nonmetro residents, unless a
different definition is specified.

A problem of both definitions is that they are
dichotomous; they permit classification into only
two categories (urban/metro and rural/nonmetro).
Neither can describe the urban/rural continuum, nor
can they describe in any detail the range of variation
that exists within rural areas. Some researchers have
developed more extensive topologies in an attempt
to overcome these disadvantages, relying on combi-
nations of measures such as population size, popula-
tion density, adjacency to a metro area, and urbani-
zation. None of the available topologies has so far
found general application to health care programs,
although several of them are being used in research
efforts (255).

A particularly useful concept for the purpose of
examining health care resources and access is that of
“frontier” areas, defined as counties with popula-
tion densities of six or fewer people per square mile
(480). In such areas, physical access to health care is
implicitly difficult for a substantial proportion of
residents. Frontier counties are concentrated in the
Great Plains and Western States and often extend
over alarge physical area (480) (see figure 2-2).

THE RURAL POPULATION

Size and Geographic Distribution

During America's brief history as a nation, the
composition of the U.S. population has changed
from one that was overwhelmingly rural to one that
is predominantly urban. According to Census esti-
mates, 95 percent of the population was rura in
1790; about 60 percent was rural at the turn of the
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Table 2-I—United States Rural and Rural Farm Population, Selected Years, 1920-88

Rural popul ation Far mpopul ati on

Nunber (in Percent of total Nunber (in Percent of Per cent
Year thousands ) U. S. popul ation t housands) rural popul ation of total
92000 51, 553 49 31, 359 60 30
930 ..o 53, 820 44 30, 529 57 25
L S 57, 246 44 30, 547 53 23
e 54, 230 36 23, 048 42 15
190 . ... 54, 054 30 13, 475 24 9
970, .o 53, 887 26 8,292 15 5
190 ... 59, 495 26 6, 051 10 3
96 ... 63, 133 27 5,226 8 2
97 . 63, 889 27 4,986 8 2
98 ... 64, 798 27 4,951 8 2

3Based on the Census-defined rural population.

PThe rural popul ation figures from 1950 on reflect definitional chafaesthe previous definition been
used, the 1950 rural population would have been 60, 94800080 percent of the total U S. popul ation.

SOURCE: U.S. Departnment of Commerce, Bureau of the Censmsl, U.S. Department of Agriculture, “Rural and

Rural Farm Popul ation: 1988,” Current Popul ation Reports, Series P-20, No. 439 (Wshington, DC:
U S. Governnent Printing O fice, Septenber 1989).

20th century; and only 27 percent of the Nation's
estimated 241 million people lived in rural areas by
1988 (table 2-1) (632). In 1988, an estimated 23
percent of the population-56,843,000 people--
lived in nonmetro areas (631).

The absolute size of the rural population has not
declined overall, but in recent years it has grown
much more slowly than the urban population. The
nonmetro population grew at a rate of only 0.6
percent per year during the 1980s (after a mild boom
in the 1970s, when the growth rate was twice as
high) (631). In contrast, the metro population has
continued to grow at rates of over | percent per year.

The rura farm population has undergone an
absolute and marked decline during this century
(table 2-1). In 1920, an estimated 31 million
Americans lived on farms. In 1988, in contrast, the
Census Bureau estimated the farm population to be
dlightly fewer than 5 million--about 8 percent of the
Census-defined rural population, and about 2 per-
cent of the total U.S. population (632).

Of the four major regions of the country,the South
has both the highest proportion of its population(30
percent) and the highest number of people (25
million) living in nonmetro areas. The next most
rural region by this measure is the Midwest (29

percent), followed by the West (16 percent) and,
finally, by the Northeast(12 percent) (631).

States vary tremendously in their degree of
“ruralness’’ depending on the criterion used. Of the
IO States whose nonmetro populations are largest in
absolute size, for example, only two (Mississippi
and Kentucky) have more than 50 percent of their
population residing in these areas (table 2-2)(631).
Contrasts between States according to the definition
of "rural’’ are striking; less than one-half of Idaho’s
population is rural according to the Census defini-
tion, but over 80 percent of this State’s population
lives in nonmetro areas, the highest percentage in the
United States (631).

Demographic and Income Characteristics

In general, rural residents are more likely than
urban residents to be white, native-born, and living
in a family headed by a married couple (table 2-3)
(633). They are aso more likely to be children
(underage 18) or elderly(age 65 or older). They are
less likely to reemployed and to have completed a
high-school education (633).

Rural residents have relatively low incomes. The
average median family income in rural areas in 1987
was $24,397, about three-quarters of the average
urban family income of $33,131 (629).°0One out of
eight urban families lived in poverty in 1987,

#The CENSUS Bureau defines the farm population as people living inrural areas onproperties ofatleast 1 acre of land where at least $1,000 worth
of agricultural products was sold (orwould have been sold) during the previous 12 months (632).

5This ratio has ,, changed since the 1980 census 633).
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Table 2-2-Size and Percentage of Population in Nonmetropolitan and Rural Areas, by State, 1987

Percent of Percent of total
Size of nonnetro total popul ation popul ation in Census-
popul ati on in nonmetro areas defined rural areas
State (in thousands) (1987) (1980)
Nabam, . . ... 1,338 32.8 40.0
Maska' . ... 303 57.6 35.7
NIZOA .o 805 23.8 16.2
NKANSAS. . . 1, 444 60.5 48. 4
Gliforma . ... 1,182 4.3 8.7
Qlorado. . . ... 603 18.3 19.4
Qomgeticut, . .. 238 7.4 21.2
Delavare. . .. ... , 219 34.0 20.4
District of Columbia. . . . ... ..... 0 0.0 0.0
Florfda . o 1,110 9.2 15.7
GOGIA . . oo 2,204 354 37.6
R, ..o 252 23.3 13.5
Mdaho. . . ... 803 80.4 46.0
HHNOIS. oo 2,022 17.5 16.7
Mdam, .. 1,768 32.0 35. 8
TR .o 1,612 56.9 41. 4
KaNsas. . ... 1, 169 47.2 43.3
Kentucky. . .. .. .................. 2,019 54.2 49.1
Lovisiama. . .. .. ... ... 1, 382 31.0 31.4
Mine ... 758 63.9 52.5
Mryland. . ... 322 7.1 19.7
Missachusetts. . . . . .. .. ... ... ... 546 9.3 16.2
Mchigan. . .. ... 1,820 19.8 29.3
Mmesota. . . ... ... . 1,435 33.8 33.1
Mssissippi. . . .o 1,829 69.7 52.7
Mssouri. . ... 1,736 34.0 31.9
Montama. . ... 613 75.8 47.1
Nebraska. . . . . ... 842 52.8 37.1
Nevada. . . ... 175 17.4 14.7
New Hampshire. . . . .. ... 462 43.7 47.8
Newlersey. . . ..o 0 0.0 11.0
NewMexico. . . . ..o 774 51.6 27.9
NewYork. .. ..o 1, 696 9.5 15. 4
North Carolima. . . . . ... ... ... .. .. 2,868 44,7 52.0
North Dakota. . . . .. ... ... ... ... .. 417 62.0 51.2
io. ..o Cee 2,276 21.1 26.7
Glahom. . . ... ... 1,350 41.2 32.7
Qegon . ..o 883 32.4 22.1
Pemnsylvania. . . ... ... . ... .. 1,828 15.3 30.7
Rhode Island. . . . ... ... ... 73 7.4 13.0
South Carolima. . . . .. ... ... ... ... 1, 355 39.6 45.9
South Dekota. . . ... ....... . ...... 506 71.3 53.6
Tennessee. . . ... 1,603 33.0 39.6
TOES. o 3,194 19.0 20.4
Uah ..o 384 22.8 15. 6
Vermnt. . ... 421 76.9 66. 2
Virginia, o 1,668 28.3 44.0
Véshington, . ... ... 854 18.8 26.5
Vst Virginia. . ... ... 1,209 63.7 63.8
Wsconsin. . .. 1,610 33.5 35.8
Woring . ..o 348 71.0 37.3

‘Th, nonmetropolitan population in Alaska i s determ ned using census tract and borough boundaries rather than
county boundari es.

SOQURCE:  U.S. Bureau of the Census, Statistical Abstract of the United States: 1989 109th ed. (Washington,
DG U S. CGovernnent Printing Office, 1989).
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Table 2-3—Characteristics of Metropolitan and Nonmetropolitan Populations

Metro Nonnet r o
General characteristics ( 1987)
Total population. . . . . o 187,072, 000 56, 324, 000
Population density per Sq m. . . . . . . . . 328 19
Soci al and denographic characteristics (1980)
WBdian age. . . . 30.0 30.2
Percent of population under age 18. . . . . . . . . . . ... 27. 8% 29. 4%
Percent of population age 65 and over. . . . . . . . . . ... 10. 7% 13. 0%
Percent WhiTe. . . . o 81. 8% 88. 2%
Percent HSpanic. . . . . . o 7.6% 3. 2%
Percent nommhite. . . . . . 18. 2% 11. 8%
Percent black. . . . . . . 12. 7% 8.8%
Percent American Indian. . . . . .. ... 0.5% 1.3%
Percent Asian/Pacific Islander. . . . . . . . .. ... ... ... 2. 0% 0.6%
Percent native-born. . . . .. . 92. 4% 98. 0%
Birth rate (births/1,000 popul ation/year, 1977-1980) . . . . . . . . . . . 1.5 1.6
Percent of households headed by women. . . . . . . . .. ... 28. 3% 23. 9%
Percent of children living with two parents. . . . . . . . . . . ... ... ... 75. 4% 80. 1%
Education, enployment, and income characteristics
Median years of education conpleted (1980). . . . . . . . . . . . ... ... ... 11.6 10.9
Percent high school graduates. . . . . . . . . . .. ... 85. 0% 83. 1%
Percent with college education (4 or nore years). . . . . . . . . . . . . .. 12. 8% 9.2%
Unenployment rate (1985). . . . . . . . 6.9% 8. 4%
Median famly income (1987). . . . . . . . . . $33, 131 $24, 397
Percent with fanily incomes bel ow poverty level (1987) . . . . . e 12.5% 16. 9%
W 9.6% 13. 7%
Back. .o 30. 7% 44. 1%
HSPaNic. . o 27.6% 35. 6%
Percent of poor fanilies with 2 or nore workers (1983) . . . . . . . . . 15. 4% 28. 9%
SOURCES: U . S. Department of Commerce, Bureau of the Census, Statistical Abstract of the United States: 1989
109th ed. (Washington, DC. U.S. Governnent Printing Office, 1989); U.S. Departnent of Commerce,
Bureau of the Census, 1980 Census: General Social and Econonic Characteristics, vol. 1
(Washi ngton, DC U S. CGovernment Printing Office, September 1981); U.S. Department of Commerce,
Bureau of the Census, “Mney Incone and Poverty Status in the United States: 1987,” Current

Popul ati on Reports,

Series P-60, No. 161 (Washington,

DC. U S. Government Printing Office, August

1988); D.L. Brown and K.L. Deavers, “Rural Change and the Rural Economic Policy Agenda for the
1980's,"” D.L. Brown, J.N. Reid, H Bluestone et al. (eds.), Rural Econonic Devel opnent in the
1980's:  Prospects for the Future (Washington, DC. U S. Departnent of Agriculture, Septenber

1988).

compared with more than one out of every six rura
families (table 2-3); the ratio approaches one out of
two for black families in rura areas (629). The rural
poor are much less evenly distributed throughout the
United States than the urban poor; over one-half (53
percent) of poor rural people under age 65 livein the
south (530).

The vast majority of employed people both within
and outside of metro areas are employed impersonal
services, manufacturing, and retail trade (figure
2-3).°The most striking employment difference, not
unexpectedly, is in agriculture, which is the primary

occupation of over 7 percent of employed persons in
nonmetro areas (v. 1.5 percent of employed metro
residents) (633).

A magjor caveat to this picture of the rural
population is that the definition of "rural’’ used can
affect even some of the most basic conclusions
regarding urban/rural differences. For example, as
stated above, nonmetro areas have arelatively high
proportion of elderly residents. By the Census
Bureau's definition, however, urban areas have a
higher proportion of elderly residents (633). This
apparent discrepancy is resolved by closer examina-

SThese three occupational groups account for 68 and 74 percent, respectively, of employed metro and nonmetro residents (633).
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Figure 2-3-industry of Employed Persons Over Age
16 in Metropolitan and Nonmetropolitan Areas,
1980

. ‘
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&Transportation, communications, and public utilities.
Finance, insurance, and real estate.

SOURCE: Office of Technology Assessment, 1990. Data from U.S.
Department of Commerce, Bureau of the Census, 1980 Census:
Genera/ Social and Economic Characteristics, vol. 1 (Washing-
ton, DC: U.S. Government Printing Office, September 1981).

tion of the distribution of the elderly population,
which shows it to be concentrated in small or
medium-sized towns in both metro and nonmetro
areas (table 2-4).

Within the nonmetro population, the generaities
regarding rural residents obscure substantial re-
gional differences. For example, nonmetro areas in
the West have a much higher proportion of children
than do metro areas (reflecting the profile for the
Nation as awhole), but Midwestern nonmetro areas
actualy have proportionately fewer children than do
metro areas in that region (table 2-5) (447).

THE RURAL ECONOMIC
ENVIRONMENT

The Nation’s rural areas are economicaly as well
as demographically diverse. The U.S. Department of
Agriculture (USDA) has identified seven groups of
nonmetro counties according to the principal eco-
nomic activity’or other predominating characteris-
tics:’

1. Farming-dependent counties—702 counties,
concentrated in the Midwestern plains region,
in which farming contributed 20 percent or
more of total income.

Table 2-4-Proportion of the U.S. Population Age 65
and Older, by Metropolitan/Nonmetropolitan and
Urban/Rural *Status, 1980

U.S. popul ation Percent age

Area (in thousands) 65 and over
Metro. . ... 169, 430 10.7
Nonnetro. . . . . . ... ... 57,115 13.0
Uban, . ... .. 167, 055 11.4
Rural. .. oo 59, 491 10.9
Metro

Uban. . ........ ... 145, 451 10.9

Rural. . ......... ... 23,979 9.0
Nonnetr o

Uban, . ... ... 21, 603 14.3

Roral. . ......... ... 35,512 12.2

a"yrban" and °
Bur eau.

SOURCE : U.S. Department of Commerce, Bureau of the
Census , 1980 Census:  Ceneral Social and
Economic Characteristics, vol. 1 (Wshing-
ton, DC U S. Government Printing Ofice,
Septenber 1981) .

2. Manufacturing-dependent counties--678 coun-
ties, concentrated in the Southeast, in which
manufacturing contributed 30 percent or more
of total income.

3. Mining-dependent counties--200 counties, con-
centrated in the West and in Appalachia, in
which mining contributed 20 percent or more
to total income.

4. Specialized government counties—315 coun-
ties, scattered throughout the country, in which
government activities contributed 25 percent
or more of total income.

5. Persistent poverty counties—242 counties,
concentrated in the South, in which the per
capita family income in the county was in the
lowest quintile in specified years between
1950 and 1979.

6. Federal lands counties—247 counties, con-
centrated in the West, in which Federal land
was 33 percent or more of the land area.

7. Destination retirement counties—515 coun-
ties, concentrated in the South, Southwest, and
northern Lake States, in which the net immi-
gration rates of people aged 60 and over during
the 1970s were 15 percent or more of the
expected population in this age group in 1980
(82).

M, theindustry that contributed the most to labor and proPri etor income in those countiesin the 1970s.

8[n all, 370 counties did not meet the requirements for any O

the 7 county groups and are unclassified by this typology.

rural’as defined by the U S. Census
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Table 2-5—Age Distribution of the U.S. Population Across Metropolitan and Nonmetropolitan Areas,
by Geographic Region, 1980

Geographi ¢ region Popul ati on Under 17 17-44 45-64 65 years

and residence (in thousands) years years years and over
United States

Metro. .. 150, 836 25. 8% 43. 9% 19. 9% 10. 4%

Nonmetro. . . . . . . . ... ... .. 70, 650 27.5 40.7 19.6 12.3
Nor t heast

Metro. .. 38, 861 24.9 42.0 21.3 11.7

Nommetro. . . . . . . .. ... .. .. 10, 067 26.7 41.2 19.3 12.8
M dwest

Metro. ..o 38,919 26.9 43.9 19.6 9.6

Nommetro. . . . . . . . ... ... 19, 574 26. 2 41.5 19.4 12.9
Sout h

Metro. ..o 41, 036 26.3 44.2 19.5 10.0

Nommetro. . . . . . . . .. ... ... 31, 467 27.8 40.0 19.9 12.3
Vst

Metro. ... 32,021 25.1 45.6 19.0 10.3

Nommetro. . . . . . . .. . ... ... 9,542 29.8 40.9 18.8 10.6
SOURCE: C.H. Norton and M.A. McManus, “Background Tables on Denpgraphic Characteristics, Health Status and

Heal th Services Uilization," Health Services Research 23(6):725-756, February 1989.

Rural America has undergone a major economic
restructuring over the past half century. In 1940,
industries based on natural resources--agriculture,
forestry, fishing, and mining--employed 40 percent
of the rural labor force (93). By 1980, these
industries accounted for fewer than 10 percent of
jobs, while service, manufacturing, and construction
industries had become as dominants they were in
urban areas (93).

The changes in the rural economy have not been
consistently accompanied by prosperity. Rura areas
in the 1970s experienced both population growth
and economic prosperity. The disparity between
rural and urban incomes narrowed during the early
part of the decade, with rural per capita income
reaching a high of 78 percent of urban income in
1973 (253). During the 1980s, however, the rural
economy slowed dramatically. The rural unemploy-
merit rate skyrocketed from 5.7 percent in 1979 to
10.11in 1982, and by 1985 it was still considerably
higher than the urban rate(8.4 v. 6.9 percent). When
the unemployment rate is adjusted to account for
discouraged workers (those no longer looking for
jobs) and involuntary part-time workers, differences
were even more extreme (13.0 percent for rura
workers v. 9.9 percent for urban workers in 1985)
(106). The rura poverty rate increased by nearly
one-third between 1973 and 1983 (106); despite
improvements, it was still 35 percent higher than the
urban poverty rate in 1987(629).

Individual rural communities are highly vulnera-
ble to economic shifts, because they are so often
dependent on a single mgjor industry (e.g., agricul-
ture). The slow employment growth in rural areas
also means that workers who lose their jobs often
cannot find alternative employment. Regional cluster-
ing of particular industries and other characteristics
of rural employment also amplify the effects of some
economic changes. Rural manufacturing employment,
for example, is heavily concentrated in blue-collar
occupations in low-wage industries. Thus, rapid job
losses in the manufacturing sector are likely to have
a disproportionately negative effect on rural areas
(106). In addition, rural manufacturing is heavily
concentrated in the South, in large regions that may
thus experience simultaneous employment prob-
lems. The agricultural sector experienced this situa-
tion in the early 1980s, leading to the “farm crisis’
that devastated much of the Midwest.

Not all rural areas fared badly during the past
decade. Rural areas with retirement- and government-
based economies experienced economic growth as
high as that in urban areas, at least during the early
part of the 1980s (253). But counties dependent on
farming, mining, and manufacturing suffered very
slow economic growth. In farming and mining areas,
real per capita income (adjusted for inflation)
actually decreased between 1979 and 1984 (253).
The economic upswing of the early 1980s for the
most part left rural areas behind; two-thirds of new
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jobs during this period were in service industries,
and over 85 percent of those service jobs were in
urban areas (253).

THE HEALTH OF RURAL
POPULATIONS

Health Status

Table 2-6 presents some information on basic
health indicators for urban and rural populations.
Compared with urban residents, rura residents
overal have lower mortality rates, higher rates of
chronic disease, and comparable rates of acute
health problems.

After accounting for differences in age, sex, and
racial distribution between urban and rural areas,
mortality rates are lower in rural areas than in urban
areas (table 2-6) (626). Two exceptions are notable.
First, infant mortality is dightly higher in rural areas.
Second, deaths resulting from accidents are a
striking 40 percent higher in rural than in urban
areas.

The frequency of acute illness, and the rate of
disability due to acute disease, is similar for rural and
urban populations (table 2-7). Rural residents in
1986 had a dlightly higher incidence of acute
conditions than did urban residents, and they had
more days in which their activities were restricted
due to these conditions, but they were less frequently
confined to bed as a result of acute illness (648). An
interesting and dightly different pattern is found for
the subcategory of injury; rural residents have
relatively fewer injuries, but greater levels of injury
disability (table 2-7) (648).

Chronic disease, on the other hand, is a significant
problem in rural areas. Some common chronic
conditions (e.g., heart disease, hypertension, diabe-
tes, arthritis, and certain vision and hearing impair-
ments) are especially prevalent in rural populations
(table 2-8) (648). The high rates of chronic impair-
ment in rural areas result in slightly higher reported
overal days of activity limitation (including both
acute and chronic conditions) among rural than
among urban residents (648).

High rates of chronic disease may explain the
urban/rural differences in self-assessed health status.

The proportion of people who consider themselves
to bein only fair or poor health has been declining
in both urban and rural areas (table 2-9). Nonethe-
less, rural residents remain 20 percent more likely
than urban residents to consider themselvesto bein
this category (651).

Urban and rural residents differ in their practice of
preventive behaviors. Rural residents are much less
likely than urban residents to use seatbelts regularly
(table 2-10), a characteristic that is consistent with
their higher motor vehicle accident fatality rates
(649).”Rural residents are also less likely to exercise
regularly, and they are more likely to be obese.
Fewer rural residents smoke, but those who do
smoke more heavily than their urban counterparts
(649).

In general, rura residents also appear to use
preventive screening services less often than do
urban residents (table 2-10) (649). This difference
may be attributable to differences in access to
medical services, so it is difficult to interpret. In at
least one area of preventive medical care, however,
rural residents participate on a greater level than U.S.
residents as a whole. Children in rural areas are more
likely than urban children as a group, and inner city
children in particular, to be immunized against
childhood diseases (table 2-1 1) (651).

Health Insurance

Rural residents are less likely than urban residents
to beinsured for their health care costs, particularly
by private insurance (table 2-12). For children,
differencesin private insuredness among urban and
rural residents is dlight, but rural children are
considerably less likely to be covered by Medicaid
(513). The opposite is true for nonelderly rura
adults: they are much less likely than urban adults to
be privately insured, but they have only slightly
lower Medicaid coverage (513). In 1987, 17.4
percent of rural residents had no health insurance
(557)."

Differences in private coverage between urban
and ma-| residents are strongly related to employ-
ment. Rural residents are much less likely than urban
ones to have employment-related insurance (table
2-13) (557). In fact, differences in private coverage
between urban and rural populations would probably

Motorveticle accidents do not occur more frequently in rural than in urban areas, but when accidents do occur they are more likely to be fatal (623).

Wnctudes only CiVilian and noninstitutionalized persons.
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Table 2-6—Metropolitan/Nonmetropolitan Differences in Selected Health Indicators

I ndi cat or Metro Nonnet r o

Mortality®

Infant nortality (deaths per 1,000 liveborn infants under age 1, 1987) . . . . 9.88. 10. 07

Mrtality fromall causes (per 1,000 population, 1980) . . . . . . . . . . . . . . .. .. .. 9.21 8.87
Major cardiovascular diSEase. . . .. ..ot 461 4.45
Malignant neoplasm.. .. ....... A 1.9 1.73
Chronic obstructive pulmonary diSease. . ... ..o e i e .26 2
Pneumoniaand influenza. ... ... ... .26 24
Motor VENICIE aCCIdENES. . ... oot 21 31
All other aCCidents. . ... .o 22 29
DigbetesmEllitUS. . ... .16 16
Suicide. . ......... e f e e 12 1
Homicide and legal intervention. . ........ ..o A1 07

Acute disease (per person per year, 1987)

Namber of COMditions. . . . . o 1.73 1.73

Restricted activity days. . . . . . o 6.72 7.07

B aS. . . 2.98 2.95

Vork-loss days (employed adults). . . . . . . . . 3.13 3.00

School-loss days (children). . . . . . o o o o 3. 36 3.48

Chroni ¢ disease’(percent of respondents with activity limitation, 1988)

Total limted in activities due to chronic conditions . . . . . . . . . . . . . . . . ... ... .. 12. 6% 14. 9%
Limted inmjor activity. . . . . . o oo 8. 7% 10. 7%

Unable to performmyjor activity. . . . . . . . o 3. 7% 4.3%
Limted in amount or scope of mejor activity. . . . . . . . . . . .. 5.0% 6. 4%

Limted, but not inmjor activity. . . . . . . . . . 3. 9X 4. 2%

Overall health, including both acute and chronic conditions

Number of restricted days per person per year,
AT types of TeSEIICLIONS . . . o . o o o 1.1 14. 7
B By . 6.2 6.0
Work-1oss days (employed Persons) . . . . . . . . 5.2 4.9

Sel f-assessed health status, percent of respondents, 1988:P, ¢
P 9. 0% 11. 0%
B00 2.% 24.8%
Very good o eXCRLIENt. . . . o o o 69. 0% 64. 3%

aMortality rates are adjusted wacconmodate the different age, S€%: anq racial distributions of the urban and

rural popul ations. ) )
Rates | ,these categories are age-adjusted.
CNumbers - mot add to 100 percent due to rounding.

SOURCES:

c.H. Norton and M.a. McManus,
Health Services Utilization, ”

see refs. 626 and 650). tec
"ables on Demographic Characteristics, zealtt Status and
th Services Research 23(6):725-756, February 1989; and U.S.

Mortality rates from National Center for Health Statistics, unpublished and published data as
adjusted by O fice of Technol ogy Assessment

Background
Hed

Restricted activity data from

Department of Health and Human Services, Centers for Disease Control, National Center for Bealth
Statistics, “Current Estimates From the National Health Interview Survey, 1987,” Vital and Health

Statistics, Series 10, No. 166, DHHS Pub. No. (pss)ss-1594 (Washington, DC:
Activity limitation and self-assessed

/ I \ rvey data as published in U.S. Department of Health and Human
Services, Public Heath Service, National Center for Health Statistics,

Printing Office, September, 1988).
1987 National Health Interview

U.S. Government
health status data from

Health, United States.

1988 and_Hedlth, United States, 1989 (Washington, DC:  U.S. Government Printing Office, March 1989

and Marchi 1990),

be even greater except for the fact that rural residents
are more likely than their urban counterparts to
purchase non-employment-related private coverage
(table 2-13). Employment-related insurance cover-
age is lower for agricultural, forestry, and fishery
workers--occupations that are predominantly rural—
than for workers in any other industries (figure 2-4)
(557).

Rural residents have lower average incomes than
urban residents, and lower incomes are associated in
both rural and urban areas with lower rates of private
insurance coverage (table 2-14)(530). At any given
level of income, however, poor rural residents
(incomes below 200 percent of the Federal poverty
threshold) are more likely than urban residents to
have some private insurance. On the other hand, for
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Table 2-7—Acute Conditions Involving Activity Limitation and/or Medical Attention
in Metropolitan and Nonmetropolitan Populations, 1986

Nunmber per 100 persons per year?

o Condi ti ons Restricted activity days Bed days
Type of acute condition Metro  Nonmetro Metro Nonmetr o Metro Nonnet r o
Al acute conditions................. 172.6 1730 6719 707.3 298.2 295.4
Infective/parasitic diseases. . . . . . .22.7 24.8 73.4 78.6 35.1 36.9
Respiratory conditions. . . . . . . . . .. .. 80.0 80. 2 263.9 265. 8 131.0 136.5
Digestive systemconditions. . . . . . . . 6.6 5.3 24.9 31.1 12.1 12.0
Uinary conditions. . . . . . ... ... ... .. 2.3 4.0 11.0 13.9 5.4 5.1
Muscul oskel et al / skin
conditions. . ... 5.0 2.7 29.0 28.3 10.5 6.2
Ear/eye conditions. . . . . ... ... ... ... 10.7 11.1 25.5 20.4 11.0 7.7
Unspeci fied fever/headache
(excluding mgraine). . . . . . ... ... ..31 2.7 8.8 9.1 4.1 4.6
Injuries . ..o 27.6 24.9 158. 6 180. 2 52. 4 56. 8
Delivery/conditions of
pregnancy. . ..o 1.9 1.7 26.1 25.9 10.7 9.1
Disorders of the female
gemital tract .. . ... 1.6 1.1 8.0 8.0 4.1 2.5
Al other acute conditions. . . . . . . .. 11.0 11.0 42.8 45.8 20.2 13.0
aTh, estimates are based on a sanple of fewer than 123,000 People. Estimates for | owincidence conditions

thus have a high potential rate of error.

SOURCE:  U.S. Departnent of Health and Human Services, National Center for Health Statistics, “Current
Estimates From the National Health Interview Survey: United States, 1987,” Vital and Health
Statistics, Series 10, No. 166. DHHS pub. No.(PHS) 88-1594 (Washington, DC. U S. Government Prin

Table 2-8-Selected Chronic Conditions Among Metropolitan and Nonmetropolitan Residents
(preval ence per 1,000 persons, 1987)

Type of chronic condition Metro Nonnet ro

Selected circulatory conditions

Rheumatic fever with or without heart disease. . . . . . .. ... ... ... ....... 8.0 7.6
Rart disease. . .. 77.4 99.3
Hgh blood pressure (hypertension) . . . . . . . .. 113.6 135.7
Cerebrovascular diSease . . . . . . ... 11.2 11.8
Hardening of the arteries . .. ... 9.0 12.9
Varicose veins of lower extremties. , . .. ... ... ... ... ... 30.1 33.0
BIIROIS. . .o 41.7 51.6
Selected respiratory conditions

Gromic bronchitis. . ..o o 51.8 59.2
BIIM . . 39.9 40.9
Hay fever or allergic rhinitis without asthm. . . . . . ... ... ......... ... 97.8 86.0
Qronic SIMUSITIS. .. oo oo 125.0 158. 8
Deviated masal Septum . . . . ... 7.0 3.2
Chronic disease of tonsils or ademoids. . . . . . . . . ... ... 12.3 16.4
BIJSEME, . 8.1 10.2
Sel ected skin and nuscul oskel etal condition

BIALIS. o 123.8 158.9
Gout, including gouty arthritis . . .. .o 9.2 11.2
Intervertebral disc disorders. . . . .. ... ... 16.9 16.0
Bone spur or tendinitis, unspecified. . . . ... ... 8.7 11.5
Disorders of bone or cartilage. . . . . . . . . .. 4.7 5.1
Trouble wth bunions. . ... 10.1 7.9
Bursitis, unclassified .. ... ... 19.0 20.9
SEbaceOUs SKIN CYSE. . . 5.9 5.8
Trouble With 8Cne. . . o oo 19. 4 18.8
BSOTIASIS. 8.4 9.5

(continued on next page)
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Table 2-8-Selected Chronic Conditions Among Metropolitan and Nonmetropolitan Residents
(prevalence per 1,000 persons, 1987)*—Continued

Type of chronic condition Metro Nonmet r o
Sel ected skin and nuscul oskel etal conditions--Continued

Dermatitis. ,....... e e 35.8 38.9
Trouble with dry, itching skin (unclassified). ....................... 16. 8 22.1
Troublewithingrow nails. . . . . . L 19.9 37.1
Trouble with corns and callUSeS. . . . . . . o v v v 16.1 20.3
Impairments

VisUal TMDAITIBIL, o o 31.9 37.9
QOlor BIINANESS. . .\ o o o « 11,5 11.9
CRATACES. o v e e e e e e e 22,2 27.3
QAUCOME. . o\ o v e e e e e e e , 8.2 10.8
Bearing MDAITIBAL. . . . o o o 82.0 108.5
TS, . o o0 v o s e e 25.2 29.3
Seech TMPAITTBL. . . o o o o e 9.8 10.9
Absence of eXLTEMEIES, . . . v v 6.6 7.8
Paralysis of extrenities, complete or partial. . . . . . . . . . . ... 4.4 7.4
Deformity or orthopedic impairment. . . . . . . ... 115.5 118.6
BBk . 65. 4 63.3
UDEr BXLTEMEIBS., . o o o o o o e e e 12.5 15.7
LM BB LIS, . o . 50. 4 55.2
Sel ected digestive conditions

1 18.1 23.1
Rernia of abdomimal cavity. . . . . . 18.0 24.0
Gastritis or QUOBNITIS. . . . v v . o 12.5 10.7
Frequent indigestion . . . . .. 22.6 35.2
Enteritis or COlitiS. . o v v v 7.9 9.9
8 o 5.9 4.4
Diverticula OF INLESLINES. . . . . . o o o o 7.6 10.0
Frequent constipation. . . . . . oo 18.7 23.3
O her selected conditions

Goiter or other disorders of the thyroid. . . . . . . .. ... .. ... 11.4 11.7
DADBES, . o 26.7 31.6
MBTIBS. . o o 13.7 12.2
= 4.1 4.9
Mgraine headache. . . . . . . 35.8 35.8
Neuralgia or neuritis, unspecified. . . . . . . .. .. 3.3 5.1
Kidney trowble . . . o 12.1 20.0
Bladder disorders. . . . . . . 13.3 18.4
Diseases Of PrOSEALE. . . o v v o 6.8 8.7
Diseases of female genital organs. . . . . . . . . .. L 18.0 18.2

‘These estimtes are based on a sanple of fewer than 123,000 people.
thus have a high potential rate of error.

SOURCE: U S. Departnment of Health and Human Services, National Center for Health Statistics, “Current
Estimates From the National Health Interview Survey: United States, 1987,” Vital and Health
Statistics, Series 10, No. 166, DHHS Pub. No. (PHS) 88-1594 (Washington, DC: U S Governnment
Printing Office, September 1988).

Estimates for |owprevalence conditions

any given income level, poor rura residents are

States are required to provide Medicaid coverage to
much less likely than poor urban residents to be

al two-parent families with incomes below State-

covered by Medicaid. For farm residents, the lack of
Medicaid coverage is striking; fewer than 6 percent
of farm residents with incomes below the Federal
poverty threshold were covered by Medicaid in
1987, compared with over 44 percent of below-
poverty urban residents (and 38 percent of nonfarm
rura residents) (530). A likely explanation is that
poor farm families tend to be two-parent households
who are often ineligible for Medicaid. (As of 1990,

defined poverty levels. They must also cover al
pregnant women and young children with incomes
up to 133 percent of the Federal poverty threshold,
and they have the option of extending coverage to
those with incomes up to 185 percent of the poverty
threshold (Public Laws 99-509, 100-203). Other
poor individuals, however, still qualify for Medicaid
only if their incomes fall below State-defined
eligibility levels).
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Table 2-9—Proportion of Metropolitan and Health Care Utilization
Nonmetropolitan Residents Who Rated Their Health
as Fair or Poor, Selected Years, 1975-88 Rural residents have less contact with physicians

than do people in urban areas. Based on responses
from the National Health Interview Survey, not quite

Year Metro LU three-fourths (74 percent) of the rural population
ws 11 2 14. 2 have seen or telephoned a physician within the past
BB . 11.0 14.0 year (table 2-15).11 This proportion is slightly lower
e 10-2. 2.0 than that for the urban population (76 percent),
e L 9.0 10 8 whose visits were also longer in duration (651).
988 . 9.0 11.0 However, both urban and rura populations have

NOTE: Nunbers are adjusted for age (i.e., account increased the number and frequency of physician
for differences in age distributions betweenCONtacts over the past two decades (table 2-16)

metro and nonnetro areas). (651),
SOURCES: U.S. Department of Health and Human . . .
Services, Centers for Disease Control, Compared with urban reSIdents, rura residents

National ~Center for Health Statistics, gre much more likely to visit a physician specializ-

Health, United States, 1982Health, Unit- ; ; ; P ; fo
ed Siates. 1986, e states  1NGin family medicine and much less likely to visit

1988, and Health, United States1989 one specializing in internal medicine (table 2-17)
(Vashington, DC U S. Government Printing (447). These differences are probably largely dueto
ot oo ey Ccenper 19861 Wareh 1989: - the geographic distribution of the different special-

ties (see ch. 10).

Trends for visits to dentists parallel those for
physician contacts. Rura residents average fewer
visits per year and are less likely to have had a recent

Table 2-10--Selected Preventive Behaviors and Risk Exposure of
Metropolitan and Nonmetropolitan Residents, 1985

Percent of adult population with behavior

Behavi or Metro Nonnetro
Use seatbelts all or most of time. . . ... ... ... 38.9 25.5
Bercise requlary. ... 41.5 35.2
Had Pap smear in past year (women only). . . . . . . . . ... 46. 8 41.8
Had breast examin past year (women only). . . . . . . . . . ... 51.8 45. 4
Had blood pressure check inpast year. . . . . . . . .. ... 85.3 83.7
Have been told have high blood pressure at least 2 times. . . . . . . . . . .. 16.8 19.4
O those with high blood pressure, taking medication. . . . . . . . . . . ... .. 64.9 67.9
20 percent or nore above desirable body weight . . . . . . ... ... 23.1 26.9
Qurrently smoke cigarettes. . . . . . . . ... e 30.3 29.4
O smokers, smoke 25 or more cigarettes per day. . . . .. ... 26.0 28.7
O wonen aged 18 to 44 giving birth in past 5 years:

Smoked in 12 months before giving birth . . . . . . .. ..o 31.7 31.9

Quit smoking when pregnant . . ... 22.0 18.8

Reduced smoking when pregnant. . . . . . . ... 35. 4 38.0
O drinkers, in the past year:

Consuned 5 or nore drinks in one day on at least 5 occasions. . . . . . 24.5 26.0

Have driven car when had too much to drink.. . . . . . .. ... ... ... ... ... 16.6 17.9
Exposed to at |east one job-related health hazard in current job. . . . 59.5 68.7

SOURCE:  U.S. Department of Health and Human Services, Centers for Disease Control, Hyattsville,Mp National

Center for Health Statistics, unpublished data fromthe 1985 National Health Interview Survey,
Health Promption and Disease Prevention conponent.

These data are adjusted fOr the differences in age distributions between urban and rural populations.



48 . Health Care in Rural America

Table 2-1 |—immunization Status of Children Aged 1-4,1985

Percent immuni zed
Vacci nati on Tot al Central cities Gt her netro areas Nonmetro
POlio. oo 55.3 47.1 58. 4 58.0
MBasles. . . ... 60. 8 55.5 63.3 61.9
Wms. . 58.9 52. 4 61.0 61.4
Rubella. . ..o 58.9 53.9 61.0 60. 3
Diphtherial/pertussis/tetanus. . . . . . . . . 64.9 55.5 68. 4 67.9
NOTE: These rates are self-reported and based on respondant’s nematys reported by respondents who had
consul ted vaccination records were sonewhat higher.
SOURCE: Data fromthe United States |nmunization Survey,

as published i DepaBtment of Health and Hunan
Di sease Contrbhtional Center for
DC:U. S. Governnent Printing Ofice,

Services, Centers for

Health Statistics,
1989 (Washi ngton,

March 1990).

Health, United States,

Table 2-12—Percentage of Population With Health Insurance Coverage, by Age and Residence, 1984a

All ages 0-17 vears 18-64 years 65+ vyears

Type of insurance Metro  Nonnetro Metro Nonnetro Metro Nonnetro Metro Nonnetro

Private insurance . . . . . . . . ... ... 7.2 74.7 72.6 72.3 78.9 76.2 75.0 71.9

Mdicare . ... 1.1 13.7 1.1b 1.4P 1.1P 1P 95.3 96.1

Public assistance

(Medicaid, other). . . ... .... .. ... 6.1 5.8 11.5 9.1 4.0 3.9 5.6 7.6
Mlitary/ Veterans’

Adninistration . . ... 3.2 3.9 2.7 2.9 3.1 3.9 4.5 6.1
Noinsurance . . . . ... 12.3 14.5 13.0 16.2 13.8 16.7 0.9 0.9
‘Numbers do not add up to 100 percent, since individuals may be covered by nore than one type of insurance

(e.g., Medicare and_private insurance). 65
byumber aPPlies t. all persons under age .

SOURCE: P. Ries, “Health Care Coverage by Sociodemographic and Health Characteristics, United States, 1984,”
Vital and Health Statistics, Series 10, No. 162, DHHS Pub. No. (PHS) 87-1590 (Washington, DC. U.S.
CGovernnment Printing Office, Novenber 1987).

Table 2-13—Private Insurance Coverage of Metropolitanand Nonmetropolitan Residents, 1987
Percent of population with type of health insurance
Enpl oynent -rel at ed Qher private Public coverage

Place of residence private coverage coverage only No coverage

20 largest netro areas. . . . . . . . . .. 65.0 9.7 10.2 15.1

Qther metro areas. . . . .. .......... 67.4 8.9 9.0 14.7

Nonmetro areas. . . . . . .. . ... ... ... 57.4 13.4 11.8 17.4

SOURCE: P.F. Short, A. Mnheit, and K Beauregard, A Profile of Uninsured Anericans, DHHS Pub. No. (PHS) 89-

3443 (Rockville, MD: U S. Department of Health and Human Services, Septenber 1989).

dental visit (table 2-15) (651). Eleven percent of

residents had only slightly nore hospital days per
rural residents have never visited a dentist (651).

100 residents in 1988 (table 2-18) (651). Rural

Hospital utilization differences between rural and
urban populations are less consistent. Proportion-
ately more rural than urban people are hospitalized,
but their hospital stays are shorter,”and rural

residents also have fewer emergency room visits
(447). As with physician contacts, however, trends
in utilization are similar; urban and rural groups
have decreased both their rates of hospital admis-

12Data from the National Health Interview Survey show that rural residents continue to report shorter hospital stays than urban residents. Since 1987,

hov|vever, nualhospitalshave actually beenreporting Slightly longer average stays than urban hospitals (see ch. 5). The reason for the discrepancy IS
unclear.
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Figure 2-4—Health Insurance Status of Working Adults and Their Families,
by Type of Industry, 1987
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SOURCE: Office of Technology Assessment, 1880. Data from P.F. Short, A. Monheit, and K. Beauregard, A Profile of
Uninsured Americans, DHHS pub. no. (PHS) 88-3443 (Rockville, MD: U.S. Department of Health and
Human Services, September 1989).

Table 2-14-Insurance Coverage of the Population Under Age 65, by Residence and Income, 1987

Incone (percent of Federal Percent of population covered
poverty level) and residence Uni nsured Medi cai d Privat e/ ot her

Bel ow poverty

Mtro. . ... S 37.0 44.4 18.6
BOMEEKO. . o v v v v 38.3 35.5 26.2
Nonfarm, . . . . . 38.9 38.4 22.7
RIM . 32.4 5.8 61.8
100 149%
B0, . o 36.4 13.5 50.1
NOMMELIO. . . v v e 31.5 9.2 59.3
Bonfarm, . . . . o 32.2 9.7 58.1
P 24.7 3.9 71. 4
150- 199%
WO . 26.1 6.1 67.8
NOMMELEO. .« o v o 19.8 5.3 74.9
Nomfarm, . . . . 20.2 5.6 74.2
R . 15.1 1.3 83.6
200% or nore
BTG . o 10.5 11 88. 4
Nommetro, . . . . 10.3 0.9 88.8
Nonfarm. . . . . . .. 10.0 1.0 89.0
FIm . 14.4 0.3 85.3

SOURCE:  Adapted from D. Row and and B. Lyons, “Triple Jeopardy: Rural, Poor, and Uninsured,” Health Services
Research 23(6):975-1004, February 1989.
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Table 2-15-interval Since Last Contact With Physician (1988) and Dentist (1986) for
Metropolitan and Nonmetropolitan Residents

Interval since last visit

Number of contacts per

Resi dence person in past year® < 1yr 1-2 yrs 2o0r nore yrs®
Physi ci an contacts

Wtro. ... 5.5 77.8% 10. 2% 12. 0%
Nommetro. ... 4.8 75. 0% 11. 5% 13.5%
Dentist visits

B 2.0 58.8% 7.1% 34.1%
Nommetro. .. 1.7 51.8% 8. 9% 39. 3%

NOTE: Data are adjusted for differences in age distribution between metro and nonmetro areas.

apnysician contacts i ncl ude tel ephone
only visits.

of fice visits,hospital visits, and other.Dentist contacts include

Includes those who have never visited a physician or dentist.

SOURCE: U.S. Department of Health and Human Servi @sters for Disease Control,
Statistics, Halth, United States]1989 (Washington, DC: U.S.

1990).

sions and their average lengths of stay during the
1980s (table 2-19)(651).

TWO SPECIAL POPULATIONS:
A CLOSER LOOK

The rural population includes many subpopula-
tions, each with its own characteristics. This section
briefly examines two such subpopulations in greater
detail: the rural elderly and migrant and seasonal
farmworkers.

The Rural Elderly
Population Characteristics

The great majority of people age 65 and over in
the United States--71 percent--live in metropolitan
counties (633). Nonetheless, elderly persons make
up a greater proportion of the nonmetro than the
metro population (13 v. 11 percent) (table 2-20)
(633). The elderly are especially prevalent in towns
of 2,500 to 10,000 residents, where they make up
nearly 15 percent of the population. Even the oldest
ages are well-represented in these towns; the propor-
tion of the population that is age 85 and over, for
example, is higher in towns of this size than in any
other urban or rural category (table 2-20)(633).

Among geographic regions, the South has by far
the greatest number of rural elderly persons. One-
third of the Nation’s elderly live in this region
(figure2-5), and 38 percent of them live in nonmetro
areas (633). Nearly 16 percent of farm residents in
the South are elderly (table 2-21). The Midwest isa

close second with 26 percent of the U.S. elderly,
over one-third of whom live in nonmetro areas. In
contrast, the West and Northeast have a relatively
low rural elderly presence (633).

The rural elderly have incomes lower than those
of the urban elderly (table 2-22). Based on the 1980
census, the median income is lower for nonmetro
than metro elderly residents, and within both groups
“rural” residents (by the Census definition) have
lower median incomes than “urban’’ residents. In
1979, nearly one-third of nonmetro elderly persons
had incomes that were less than 125 percent of the
Federal poverty threshold (633).

About 28 percent of both metro and nonmetro
elderly residents live aone (table 2-23) (633).
Within nonmetro areas, however, there are substan-
tial differences in living arrangements. Only 16
percent of elderly persons on farms live aone, for
example; 75 percent live with their spouses. In
contrast, only a little more than one-half of elderly
individuals residing in small cities and towns live
with their spouses, while over 30 percent live alone
(633). Thus, there is considerable variation within
rura areas in the home-based family and social
resources available to elderly people.

The great majority of rural elderly persons-96
percent—are covered by Medicare (see table 2-12);
less than | percent lack any health insurance (513).
However, the rura elderly are somewhat more likely
than the urban elderly to rely on Medicaid or other
public assistance, and they are less likely to have

National Center for Health
Government Printing Ofice, Mrch
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Table 2-16-Percent of Metropolitan and
Nonmetropolitan Residents Who Have Had a
Physician Visit Within the Past 2 Years,
Selected Years, 1964-88

Year Metro Nonnetr o
94, .. 82.2 78.1
975, . 86. 6 84.8
1980. . ... 86.6 84.7
1982, ... 87.5 85. 2
1985, . .. 85.9 84.0
1987 . ..o 87.6 85.6
1988 . ... 88.0 86.5

NOTE: Nunbers are adjusted for age (i.e., account
for differences in age distributions between§)RCE

netro and nonnetro areas).

SOURCES: U. S. Department  of
Services, Centers for
National Center for Health Statistics,
Health, United States, 1982, Health, Unit-

Health and

Table 2-17—Distribution of Physician Visits in
Metropolitan and Nonmetropolitan Areas,
by Specialty, 1985

Human
Di sease Control,

ed Stat é%6 Health, United States,
1988, and Health, United States, 1989

(Washington, DC. U'S. Government Printing
O fice, 1982; Decenber 1986; March 1989;
and March 1990).

private insurance to supplement their Medicare
policies (513).

Headlth Status and Health Care Utilization

Rural elderly residents are more likely than urban
elderly residents to have chronic health impairments
(41 v. 36 percent) (table 2-24) (645), and they are
more likely to consider themselves in only fair or
poor hedlth (table2-25).1t appears that disability due
to acute illness is lower among rural than among
urban elderly residents, because when both chronic
and acute causes of illness are considered, rural
elderly residents actually report slightly fewer tota
days of disability (table 2-26) (645).

Health care utilization trends for the rural elderly
parallel many of the trends for the urban elderly and
for the United States as a whole. For example, the
number of physician visits per rural elderly person
per year rose between 1983 and 1987, and within the
elderly group the frequency of visits rises with age
(table 2-27) (645). Similarly, the proportion of the
rural elderly population who had seen a physician
within the past year has risen overtime (table 2-28).
Nevertheless, physician utilization among the rural
elderly continues to lag behind utilization by the

Physi ci an specialty Metro  Nonnetro
General and family practice. . . . . 11.9%  526%
Internal medicine. . . . . ... .. ... .. 51.7 10.
Pediatrics. . . . ... ... 6.0 7.1
Cbstetrics/gynecology. . . . . . . . . .. 4.7 59
General SUFQETY. . . . . . . ... 2.0 6.7
Othopedic surgery. . . . . . . . . ... .. 2.6 3.1
ohthalmology. . . . . ... 3.4 3.6
Qe o 17.4 11.1
Ta, 100% 100%

data as cited inc.n. Norton and M.a.Mc-
Manus, “Background Tables on Demog:aphlc
Characteristics, Health Status and Health
Services Utilization, ” Health Services
Research 23(6):725-756, February 1989.

urban elderly in nearly every category (645). This
lower utilization cannot be adequately explained by
lessillness and disability among the rural elderly. It
is consistent, however, with relatively more difficult
physical and economic access to physicians for
residents of rural areas.

Hospital utilization patterns for rural elderly
persons, on the other hand, are not so easily
explained by lessened access to hospital facilities.
Rural elderly individuals report more hospital dis-
charges, but substantially shorter average lengths of
stay, than do their urban counterparts (table 2-29)
(645). This pattern seemingly conflicts with the
image of hospital scarcity in rural areas, and it
cannot be explained by a higher availability of home
caregivers for the rural elderly (since just as many
nonmetro as metro residents live alone).

A study of Medicare beneficiaries in five States
(Alabama, California, Illinois, Montana, and Texas)
lends some insight into the enigma. In this study,
Medicare hospital admissions decreased 18 percent
for urban beneficiaries and a dramatic 22 percent for
rural beneficiaries between 1984 and 1986(134).”
Not only did the rural trend follow the urban trend,
but the greater decline in admissions for rura
beneficiaries suggests the possibility that rura
patients' hospital utilization is becoming more like
that of urban patients. Furthermore, when admis-
sions were categorized by type, by far the greatest

13These figures are for admissions adjusted for differences in age and sex distributions. Unadjusted differences were —11 percent for urbanand - 17

percent for rural beneficiaries.

1985 National Ambul atory Medical Care Survey
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Table 2-18-Hospital Utilization of Metropolitan and Nonmetropolitan Residents

Measure Year Metro Nonnet r o
Hospital discharges (nunber per 100 persons per year). . . . . . . . . . . . . 1988 8.7 11.4
Average length of hospital stay (days) . . . . . . . . . . . . . ... 1988 6.9 6.0
Total hospital days per 100 population . . . . . . . . . . ... 1988 60. 6 68. 2
Average nunber of days per person hospitalized per year. . . . . . . . . . . 1987 8.3 8.0
Percentage of people hospitalized in past year. . . . . . . . e . 1987 8.2% 9.2%
LepiSOdE . . o o 1987 6. 7% 7.3%
QEPISOUBS . . o 1987 1. 1% 1.3%
300 MOre ePisOdeS . . . . . 1987 0. 4% 0.6%
Percentage of people with emergency visit in past year. . . . . . . . . . . . 1986 18. 2% 16. 9%

SOURCES: 1986 data from Robert Wod Johnson Foundatifgmess to Health Care in the United StateResults
of a 1986 Survey (Princeton, NJ:Robert Wod Johnson Foundation, 1987)1987 data from U.S.
Departnent of Health and Human Services, Centers for Disease Control,National Center for Health
Statistics, “Current Estinmates From the National Health Interview Surley:ed States, 1987,”
Vital and Health Statistics, Series 10, No. 168-4HS Pub. No. (PHS) 88-1594 (Washington, DC:
U.S. Governent Printing O fice, Septenber 1988988 data from U S. Departnent of Health and
Human Services, Centers for Disease ContrMdt,i onal Center for Health Statistics, Health, United
States, 1989 (Washington, DC:U S. Governnent Printing O fice, March 1990).

difference in admission rates was for nedical Migrant and Seasonal Farmworkers
conditions treated in the local hospital--particularly

“hi gh-variation’onditions, for which there are
considerable differences in opinion anong physi-
cians regarding the appropriateness of hospitaliza- U.S. agriculture is heavily dependent for farm
tion. In 1986, rural beneficiaries’ admssion rates fdrabor on the services of migrant and seasonal
this group of conditions, which includes suchfarmwrkers. The estimated 4 nillion such workers
common diagnoses as pneunpnia, bronchitis, an-area culturally diverse group who have in common
gina, and gastroenteritis,were 28 percent higher thanh set of enploynent-related health problens and

adni ssion rates for urban beneficiaries (134). who are characterized by low incomes, a lack of
health insurance, a high proportion of individuals

from non-English-speaking cultures,and (in the case
f migrant workers) high nobility.

Population Characteristics

Thus, a plausible explanation for the higher
hospitalization rates and shorter stays of the ruraI0
elderly is that these individuals are nore likely than Mgrant and seasonal farmwrkers are individuals
their wurban counterparts to be adnmitted to the “whose principal enployment is in agriculture on a
hospital for nodest medical conplaints, observa-seasonal basis [and who have] been so enployed
tion, and testing. If this explanation is valid itwithin the last 24 nonths” (Public Law 100-386).

presents a perplexing policy issue, because many oW gratory workers are those '’'who establish ...for
these conditions might, in an urban setting, bethe purposes of such enployment a tenporary
considered insufficient reasons for hospitalizatiofPode,’’ while seasonal workers are those who neet
(rendering them unqualified for Medicare reimthe seasonal definition but are not nigrant workers
bursement). In rural areas where access to urgent (Public Law 100-386} “Seasonal’' is not defined
care is difficult, however, it may be that short €xplicitly in this law, the Department of Agriculture

hospital stays to ensure that a patient’s conditiondefines a “seasonal’farmworker as one who
stable, or that the patient is available for tests, arderforms 25 to 149 days of farm wage work in 1 year

| ooked upon as good care by the patient and (726).

physician (albeit care that is costly to Medicare). It A| estimates of the size of the m grant and
is worth noting that, whatever the reason for theseasonal farmwrker population are inprecise. State
shorter stays, the effect is quite powerful; ruraldata and estimates suggest that there are approxi-
elderly individuals, on average, spend 22 percentmately 4 nmillion farmwrkers in the United States
fewer days in the hospital during anyone stay thanand Puerto Rico, although this estimate includes
do urban elderly persons (645). sone duplicated counts of nmigrant farmwrkers
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Table 2-19-Trends in Hospital Utilization by Health Care Status and Uilization
Metropolitan and Nonmetropolitan Residents,
Selected Years, 1964-88 There are few routinely collected national data on

the health status of farmworkers; npst that do exist
are from farmwrkers seen in federally funded
m grant health centers (MHGCs). Al t hough these
Hospital discharges (nunber per 100 parsons per yearglinics serve only an estimted 523,000 persons per

Year Metro Nonmet r o

4. ..o 10.8 11. ;

ws 11 9 13.6 year - about 13 per.cent of the target populati .on

00, .. 11.0 14.1 (181)--they are a vital source of health care services

1985 o 10.1 11.7 to migrant and seasonal farmmrkers and the corner-

1987 . .o 9.3 10.9 — ;

o 8.7 112 st one .of Federa.l policies to pronote health services
Average |l ength of hospital stay (days) to this comunity.

igsg """"""""" 7I8 2; A 1981 survey of MICs found that obstetrics and

1980, . . . 8.3 7'_ 5 hypertension were the nost frequent reasons for

1985, . . .o 7.2 6.8 visits to these clinics in 1979 and 1980 (table 2-30)

1322 """"""""" Zé gg (256). A 1984 survey of mnmigrant farmwrker fami-
Total hospital inpatient days (per 100 popul ation) lies identified sone major health problens in tie

964 1015 87.2 popul ation (table 2-31), including:

975 .00 104.3 105. 7 . . ) . .

1980 . 91. 1 105. 8 + ailments (e.g. urinary tract infections) associ-

igg? ‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘ égg (75?“31 ated with poor sanitation and overcrowded

e e 88 2 living conditions (e.g., lack of toilets, hand-

washing facilities, potable drinking water);
NOTE: Numbers are adjusted for age (i.e., account « g preva|ence of parasitic infections that aver-

for differences in age distributions between ; :
metro and nonmetro areas).These data are aged 20 times greater than in the general

based on interviews and thus include only population;

patients who were discharged alive. « acute and chronic illnesses related to pesticide
SOURCES: U.S. Departnent of Health and Human poisoni ng; and
Services, Centers for Disease Control, . ;
National Center for Health Statistics, hazards_ affect ng the health of pregnant women
Health, United States, 1982, Health, unit-  and children(605).

ed St at1686, Health, United States. . -
1088, and Health, United Statesl989 Most of the workers and their families sought

(Washington, DC U S. Government Printing medical care mainly for acute illnesses.
O fice, 1982; Decenber 1986; March 1989;

and March 1990). In 1988, 118 MHCs operated clinicsin 33 States

and Puerto Rico (181) The number of MHCs and the

(181). If ratios fromthe late 1970s still hold true,number of patient encounters (visits) at those centers
approxi mately 30 percent of these farmwrkers (1.have both increased dightly in recent years (table
mllion) are mgrants (726). 2-32); in 1988, there were over 4.8 million encoun-
ters (about 41,000 per center) (181). Encounters

Farmwrkers are culturally diverse. In the East,SPecifically from migrant and seasonal farmworkers
many are from Puerto Rico, Jamaica, and Haiti. |nincreased nearly three times as fast as total patient
the Mdwest and Wst, the great majority of mi granCOUNters. In 1988, farmworker encounters repre-
farmworkers are Hispanic. Native Americans makeSENted about 35 percent of the total; the number of
up a substantial proportion of the farmmorker EnCOUNters per farmworker averaged 3.4. Among the
popul ation in the west and southwest (726). States, California has both the largest total number
of migrant and seasonal farmworkers and the largest

The living conditions of migrant and seasonal share of Federal MHC funds (table 2-33) (181).
agriculturalworkers are typically poor. According to SUMMARY AND CONCLUSIONS

one source, the average annual family income in

1983 for migrant workers was about $9,000, signifi- Although “rural” is a term with considerable
cantly below the Federal poverty threshold ($11,000 intuitive meaning, two commonly used definitions
for afamily of four) (420). of the term describe somewhat different populations.
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Table 2-20-Age Distribution of Urban and Rural Elderly Residents, 1980

Urban residents

Rural residents

Percent of total

Nonur bani zed area

popul ation in Al United Ur bani zed 10, 000 2, 500- Farm Metro Nonnetro
area that is: St at es All area and over 10, 000 Al | resi dents areas ar eas
Age 65 or over.. . ... 11.3 114 10.9 12.9 14.7 10.9 12.7 10.7 130
B574.. .. 6.9 6.9 6.6 7.5 8.5 6.9 8.6 6.5 7.9
7584 34 35 3.3 4.1 4.7 3.1 3.3 3.2 39
85 andover............... 1.0 1.0 0.9 13 15 0.9 0.8 0.9 11
SOURCE: U. S. Department of Commerce, Bureau of the Census, 1980 Cen&aseral Social and Econonic

Characteristics, vol. 1 (Washington,

Most national statistical information is available by
the county-based metro/nonmetro designations, be-
cause county borders are relatively stable and enable
consistent comparisons over time. Unfortunately,
simple metro/nonmetro comparisons often blur im-
portant differences among populations that affect the
perception of their health and other characteristics.
Good information on health status and health
programsis vital to the evaluation of programs, but
when only metro/nonmetro distinctions are ana-
lyzed, information may be insufficient to assess
health improvements adequately.

In general, the picture of the rural population over
the past decade has been one of sluggish and erratic
economic and population growth. Improvements in
the standard of living of rural residents have
generally lagged behind those of urban residents,
and rural poverty has become a more pressing
problem. These generalities obscure crucia regional
and local differences. The heavy dependence of
many regions and rural communities on single
industries make them especialy vulnerable to eco-
nomic changes affecting those industries. Counties
economically dependent on agriculture fared badly
during the early 1980s, for example, while rura
counties that serve as retirement communities have
been relatively successful at improving their eco-
nomic well-being. The South continues to be a
reservoir of rural poverty.

Despite persistent differences in important factors
such as income and education, rura residents exhibit
fewer consistent indicators of poor health than might
be expected. Mortality rates are lower in rural than
in urban areas, the most spectacular exception being
for accidental deaths. However, rural populations
are characterized by chronic impairments and poor
self-perceptions of health to a substantially greater
extent than urban populations. The relatively high

OE:S. Governnent Printing Ofice,

Sept enber 1981).

prevalence of chronic disability and fatal injuries,
combined with a lower prevalence of some key
preventive health behaviors (such as seatbelt use),
suggests that preventive and therapeutic health
programs addressing these areas might be particu-
larly appropriate to rural populations.

Rural residents have relatively low overal utiliza-
tion rates for hospitals and physicians, despite their
high number of hospital admissions. Lower rura
incomes, combined with relatively low insurance
coverage of nonelderly rural populations, suggest
that these utilization patterns may be partially
attributable to financial access. The very low rates of
Medicaid coverage among poor rural residents,
especially farm residents, is of particular concern.
Interestingly, despite continued limitations in finan-
cial access to health care, trends in rural heath care
utilization over time have paralleled urban patterns,
albeit at a lower level. Physician visits have in-
creased, and inpatient hospital use has decreased, for
both groups.

The elderly are disproportionately represented in
nonmetro counties, with the South and Midwest
having particularly high concentrations of elderly
rural residents. The broad brush of Medicare has
resulted in few elderly persons without any health
insurance, but rural elderly residents are less likely
than their urban counterparts to hold private insur-
ance supplements to their Medicare policies. The
health care utilization patterns of the rural elderly
parallel those of rural residents generally, with fewer
physician visits but more hospitalizations--particularly
short hospitalizations-than characterize their urban
counterparts.

Although their exact distribution across metro and
nonmetro areas is unknown, migrant and seasonal
farmworkers are another population of particular
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Figure 2-5—Regional Distribution of Urban and Rural Elderly Residents, 1980
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SOURCE: Office of Technology Assessment, 1990. Data from U.S. Department of Commerce, Bureau of the Census, 1980 Census: Genera/ Social and
Economic Characteristics, vol.1(Washington, DC: U.S. Government Printing Office, 1981).

concern to rural health services. The health of these
roughly 4 million farmworkers is greatly affected by
diseases related to their living and working condi-
tions. Federally funded MHCs appear to be a very
important source of care to this population, even
though only a relatively small proportion of farm-
workers seek care in these centers.

Health status and financial access are only two of
the major contributors to health care utilization. A
third potential contributor--availability of health
resources-is the topic of most of the remainder of
this report.
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Table 2-21—Percent of Urban and Rural Persons Who Are Elderly, by Region, 1980

Entire Ur ban Rural residents Metro Nonnet r o
region residents All Farm areas areas
Suth. .o 11.2 11.3 11.1 15. 10. 4 12.9
Vst ..o 9.9 10.0 9.6 10. 9.8 10.6
Northeast. . . .. ... ... ... ... 12.3 12.8 10.6 9.8 12.2 13.2
Mawest. . .. ... 11. 4 11.3 11.4 11. 10.2 14.1
SOURCE: U.S. Departnent of Commerce, Bureau of the Census,_1980 CensusGeneral Social and Econonic
Characteristics, vol. 1 (Washington, DC. U S. Covernment Printing Ofice, Septenber 1981).
Table 2-22—Income Characteristics of Elderly Urban and Rural Residents (age 65 and older), 1979
Metro Nonnetro
Tot al Ur ban® Rural * Tot al Ur ban® Rural *
Median incone. . .. $13,421  $13,775  $11,426 $10,157  $11,165 $9, 633
Percent of elderly with incomes
bel ow Federal poverty level. . . . . . . . .. 12. 4% 12. 1% 15. 2% 20. 7% 18. 4% 22.2%
Percent of elderly with incones
bel ow 125% of Federal poverty level.. 20. 7% 20. 3% 23.8% 30. 9% 28.5% 32.6%
aps defined by the Census Bureau.
SOURCE: U.S. Department of Commerce, Bureau of the Census, 1980 Census: General Social and FEcononic Charac-
teristics, vol. 1 (Washington, pc: US. GCovernnment Printing Ofice, Septenber 1981.)
Table 2-23-Living Characteristics of Elderly Urban and Rural Residents, 1980
U ban residents Rural residents
Nonur bani zed area
Living Al United Urbani zed 10, 000 2, 500- Farm Metro Nonmetro
arrangement States Al area and over 10, 000 Al residents areas areas
Living with others. . . . . . .. 66.5 64.8 65.9 60.2 60. 8 71.6 84.2 66.3 66. 3
Head of househol d/
living with spouse. . . . 55.6 53.3 53.5 52.1 53.3 62.4 74.6 54.6 58.3
Living with other
relatives. . ... 8.8 9.2 10.0 6.3 5.9 7.7 8.6 9.8 6.5
Living with non-
relative . . ... 2.1 2.3 2.4 1.8 1.6 1.5 1.0 2.3 1.5
Living alone. . ... ......... 27.7 28.8 28.3 31.3 30.6 24.4 15.8 27.6 27.9
Living in group
quarters . .. ... 58 6.4 5.8 8.5 8.6 4.1 -- 5.8 5.8
SOURCE: U.S. Departnent of Commerce, Bureau of the Census, 1980 Census:  General Social and Economnic
Characteristics, vol. 1 (Washington, pc: U'S. Government Printing Office, Septenber 1981).
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Table 2-24—Percent of Metropolitan and Nonmetropolitan Elderly Limited in Activity Due to
Chronic Conditions, By Age, 1987

Metro Nonnetr o
>65 65-74 > 75 >65 65-74 > 75
Total with limtation of activity. . . . . ... ... ... .... 36.2 33.5 40.7 41.0 38.2 45.3
Experienced linitation but not in mgjor
VLY. L 13.6 11.9 16.5 17.4 15.3 20.7
Limted in anmount or kind of major activity. . . . . . . . 12.7 11.2 15.1 13.2 11.5 15.9
Unable to carry out major activity . . . . . . . . . ... ... .. 9.9 10.4 9.0 10.3 11.3 8.6

SOURCE: U .S. Department of Health and Human Services, Centers for Disease Control, National Center for Health

Statistics, Hyattsville, MD, unpublished data from the National Health Interview Survey provided by
D. Makuc, Oct. 4, 1989.

Table 2-25—Self-Assessed Health Status Among the Metropolitan and Nonmetropolitan Elderly, 1987

Excel | ent Very good Good Fair or poor

Metro residents
Age g5 and over. . ... 16. 3% 21.3% 32.6% 29. 8%

Me 6574, . 17.7 22.2 32.8 27.2

Age T5and over. . ... 14.0 19.6 32.3 34.0
Rommetro residents
Age g5 and over. . ... 13.1 20.1 33.4 33.4

Me 6574, . 13.9 19.8 35.3 31.0

Age Toand over. ... 11.8 20.5 30.6 37.2

SOURCE:  U.S. Departnent of Health and Human Services, Centers for Disease Control, National Center for Health

Statistics, Hyattsville, MD, unpublished data from the National Health Interview Survey provided by
D. Makuc,Oct. 4, 1989.

Table 2-26—Rate of Restricted Activity Days Among the Metropolitan and Nonmetropolitan Elderly Due to
Acute and Chronic Conditions, by Age, 1987 (number of days per person)

65 and over 65- 69 70-74 75 and over

Restricted activity

AL MO, . o 30.4 25.1 31.3 34.6
Cemtral City.. ... ..o 33.8 28.3 36.0 36.7
Nomeentral city. . . ... 27.7 22.9 27.6 32.7

Al mommetro. . . . . o v 30.2 24.1 30.7 35.1
Bonfarm. . . . . . 30.7 24.3 32.2 35.0
RIM . 24.4 21.8 13.3 36.9

confined to bed

AL MO, .o 14.3 11.8 13.8 16.9
Cemtral City. . ... 15.9 13.5 15.1 18.3
Nomeentral city. . . ... 13.0 10.6 12.7 15. 6

Al mommebro. . . .. . oo 13.2 10. 4 12.7 15.9
Bomfarm, . . . . 13.3 10.6 13.6 15.3
BIM 12.5 7.8 2.7 26.1

SOURCE:  U.S. Departnent of Health and Human Services, Centers for Disease Control, National Center for Health

Statistics, Hyattsville, MD, unpublished data from the National Health Interview Survey provided by
G Hendershot, November 1989.

20-810 0 - 90 - 3 QL3
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Table 2-27—Utilization of Physician Services by
Metropolitan and Nonmetropolitan Elderly Persons:
Average Annual Number of Physician Visits Per
Person, 1983 and 1987

Physician visits per person °

1983 1987
Age group Metro Nonmetro Metro Nonnetro
65 and over. . . . . . 7.9 7.1 9.1 8.2
65-74. ., ....... 7.5 6.8 8.8 7.3
75 and over. . . . 8.5 7.7 9.7 9.7

ap,ta [OF 1983 include only visits for which ‘he

location of visit is known.Visits in 1987 include
those in unspecified places as well.

SOURCE: U.S. Departnent of Health and Hunman Ser-
vi ces, Centers for Disease Control, Nation-
al Center for Health Statistics, Hyatts-
ville, MD, unpublished data from Nati onal
Health Interview Survey provided by D
Makuc, Aug. 28, 1989.

Table 2-28—Utilization of Physician Services by Metropolitan and Nonmetropolitan Elderly Persons,
1964, 1982, and 1987

Percent of population with visits within past year

1964 1982 1987
Age group Metro Nonnetro Metro Nonnetro Metro Nonnet ro
65and over. . ... . ... 69.3 70.4 83.0 80.7 85.5 83.6
B4 68. 8 68.9 81.4 78.0 84.1 80.7
andover. . ... 70. 4 73.2 85.7 85.1 87.7 88.1

SOURCE:  U.S. Department of Health and Human Services, Centers for Disease Control, National Center for Health

Statistics, Hyattsville, MD, unpublished data from the National Health Interview Survey provided by
D. Makuc, Aug. 28, 1989.

Table 2-29—Hospital Utilization by Elderly Metropolitan and Nonmetropolitan Persons, 1987a

Di schar ges Aver age Days of care
(Per_100 popul ation) length of stay (per 100 popul ation)
Age group Metro Nonnet ro Metro Nonnet ro Metro Nonnetro
65 and over. . . .. ... ... 25.4 26.2 8.8 6.9 221.9 181.0
074, . 22.4 23.6 8.7 6.9 194.8 162.2
75 and over. . ... ... 30.1 30.2 8.8 7.0 265.7 210.2

3pata are based on interviews and thus do not include hospital stays of persons who were not discharged alive.
Metro and nonmetro status refers to residence of respondent, not location of hospital used.

SOURCE:  Unpubl i shed data from the National Health Interview Survey, provided by D. Makuc, U S. Department of

Heal th and Human Services, Centers for Disease Control, National Center for Health Statistics,
Hyattsville, MD, Aug. 28, 1989.
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Table 2-30—Most Frequent Diagnoses Reported by Table 2-31—Major llinesses Reported by Migrant
60 Federally Funded Migrant Health Centers, 1980° Farmworker Families, 1984
Nurber  of Percent of famlies
Di agnosi s/reason for visit encounters reporting at |east one
menber with specified
Ostetrics. . . ... 36, 125 illness during
Hpertension. . . . . ... 32,067 Il ness the past year®
Acute upper respiratory infection. . . . . . 30, 364
Qitismedia . ... ... 17,931 Eyeproblems. . ... ... ... 35.2
MEMA . oo 17, 889 Depression. . . ... 23.1
Diabetes mellitus. . . . .. ................ 17, 266 Mema. . ... 21.7
Uinary tract infection. . . . . . . ... ... ... 10, 705 Athritis. ..o 18.9
Family plamning . . . ... ... 6, 827 Hoh blood pressure. . . . . . .. .. ... .. 16.8
Qesity . ..o 4,322 Sillbirth oo 16.2
T . oo 4,132 Kidney problems. . . . .. .. ... 14.8
Dermetitis. . . o o 3,727 OBSITY. . oo 14.3
Reart disease. . . ... ... 2,671 Problems during pregnancy. . . . . . . . . 13.4
Gastroenteritis. . . . ... ... 2,594 Bthm. .. 12.5
Intestinal parasites. . . . . ... ...... 11.3
‘Not all of the 60 centers responding to the survey Deafness. . ... ... 11.2
had conpl ete data. Heart problems. . . . .. ... ... .. ... ... 11.2
SOURCE: W Hicks, “Mgrant Health: An Analysis, " lslcer[s. o 9.4
Primary Care Foous, publication of the WISLTORE. 9.4
National Association of Comunity Health Dabeles. . ... 7.5
Centers, July/August 1982, as cited in V.A. Qe . 4.7
Wilk, The Cccupational Health of Migrant and Eﬂslterscylde i j;
Seasonal Farmmworkers in the United States liver dama ep G 3' 8
(Washington, DC.  Farmaorker Justice Fund, Layy eye‘g """"""""""" 33
Inc.. 1986). Tuberculosis. . . . . .. 3.8
Infertility. ..o 3.2
Sickle cell amema. . . . ... ......... 2.9
Acoholism . ... 1.9
Plio. . .o 0.9

agurvey included 109 mgrant farmwrker families.

SOURCE:  R.T. Trotter, “Project HAPPIER Final Report
of Survey Results: Mgrant Fanmily Survey,”
Sept. 21, 1984, as cited in v.A. Wilk, The
Qccupational Health of Mgrant and Seasonal
Farmmorkers in the United States (Washing-
ton, DC Far mwor ker Justice Fund, Inc.,
1986) .

Table2-32—Utilization of Federally Funded Migrant Health Centers, 1984-88

Percent change,

1984 1985 1986 1987 1988 1984- 88

Number of centers’. . . . . .. ... .. 114 120 125 119 118° 3.5
Total center encounters

(inmllions). . . ... ......... 4.52 4.08 4.64 4.72 4.85 7.2
Total farmworker encounters

(inmillions). . . . ... ... ... .. 1.42 1.43 1.54 1.67 1.70 19.9
Estimted total farmorker

encounters per person . . . . . . 3.36 3.36 3.43 3.50 3.40 1.2

aNumber of health centers receiving Federal funds authorized under Section 329 of the Public Health Service
Act .
b,the 118 centers, 117 were reported.

‘Mgrant and seasonal farmworkers only.
SOURCE:  U.S. Departnment of Health and Human Services, Health Resources and Services Admnistration, Bureau of

Health Care Delivery and Assistance, unpublished data provided by J. Egan, Rockville, MD, March
1990.
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Table 2-33-State Distribution of Migrant and Seasonal Farmworkers (MSFW) and
Federal Migrant Health Center (MHC) Funds, Fiscal Year 1988

MSFW Percent MSFW MSFW users of MHCS | npact MHC funds . 1988
State popul ation popul ation Number Per cent ratio Dol | ars* Per cent
Nabam. . . . ... .. 6,483 0.2 -- 0.0 0.0% -- 0.0
Naska. . .. ...... --b 0.0 -- 0.0 0.0 -- 0.0
Aizoma. . .. ... 31,795 0.8 9,370 1.8 29.5 650, 011 1.6
Arkansas. . . . .. .. o 0.0 o 0.0 0.0 o 0.0
California. . . . .. 1, 362,534 32.7 107, 267 20.5 7.9 6, 607, 069 16.4
Colorado. . . .. ... 49, 347 1.2 26,374 5.0 53.5 2,017,909 5.0
Connecticut. . . . . 9,421 0.2 o 0.0 0.0 o 0.0
Delavere. . . .. ... 5,397 0.1 5,027 1.0 93.1 881, 440 2.2
Florida. ..., . . .. 435, 373 10.4 77,173 14.8 17.7 5,947, 653 14.8
Georgia. . . ... ... 93, 604 2.2 1,598 0.3 1.7 143, 258 0.4
Hwaii. . ...... .. . 0.0 - 0.0 0.0 T 0.0
ldaho. . . ... ... .. 119, 968 2.9 12,935 2.5 10.8 465, 026 1.2
[Mlinois. . ... ... 20, 840 0.5 5,894 1.1 28.3 454,985 1.1
Indiana. . . ...... 7,716 0.2 5,022 1.0 65.1 460, 870 1.1
lowa. . .......... 34,230 0.8 1,734 0.3 5.1 171, 961 0.4
Kansas. . .. . ... .. 18, 533 0.4 925 0.2 5.0 165, 218 0.4
Kentucky. . . . . . .. 0.0 -- 0.0 0.0 -- 0.0
Louisiana. . . . . . . o 0.0 -- 0.0 0.0 -- 0.0
Mine. .. ... 8, 660 0.2 230 0.0 2.7 -- 0.0
Mryland. . . ... .. 4,267 0.1 -- 0.0 0.0 - 0.0
Massachusetts. . . 7,813 0.2 100 0.0 1.3 78,000 0.2
Mchigan. . . .. ... 67,227 1.6 26,676 5.1 39.7 2,535,192 6.3
Mnnesota. . . . . . . 13,344 0.3 9,254 1.8 69. 4 863, 660 2.2
Mssissippi. . . . . -- 0.0 -- 0.0 0.0 -- 0.0
Mssouri. . . .. ... 20, 324 0.5 -- 0.0 0.0 130, 346 0.3
Montana. . . ... ... 13, 026 0.3 3,641 0.7 28.0 250, 172 0.6
Nebraska. . . . . ... 18, 756 0.5 1,422 0.3 7.6 224,475 0.6
Nevada. . .. ... ... - 0.0 -- 0.0 0.0 -- 0.0
New Hanpshire. . . 726 0.0 o 0.0 0.0 o 0.0
New Jersey. . . . . . 13, 522 0.3 3,314 0.6 24.5 182,710 0.5
New Mexico. . . . . . 9, 255 0.2 1,081 0.2 11.7 104, 197 0.3
New York. . . ... .. 30, 811 0.7 3,617 0.7 11.7 381, 164 1.0
North Carolina. . 344,944 8.3 25,353 4.9 7.4 1,477, 681 3.7
North Dakota. . . . 15, 000 0.4 - 0.0 0.0 -- 0.0
Qio. .. ... 11, 621 0.3 3,483 0.7 30.0 540, 000 1.3
Gl ahoma. . . . . ... -- 0.0 1,597 0.3 0.0 193, 468 0.5
Qegon. .. ....... 128, 564 3.1 22,682 4.3 17.6 1, 449, 900 3.6
Pennsylvania. . . . 24,711 0.6 5,126 1.0 20.7 601, 000 1.5
Puerto Rico. . . . . 231, 889 5.6 73,271 14.0 31.6 3,595,126 8.9
Rhode Island. . . . 459 0.0 - 0.0 0.0 o 0.0
South Carolina. . 18, 560 0.4 4,050 0.8 21.8 558, 008 1.4
South Dakota. . . . o 0.0 -- 0.0 0.0 -- 0.0
Tennessee. . . . . . . 6,571 0.2 741 0.1 11.3 125, 000 0.3
Texas. ... ... ... 500, 138 12.0 42,116 8.1 8.4 5,221, 106 13.0
Uah oo 8,983 0.2 2,957 0.6 32.9 289, 825 0.7
Vermnt.. . . . ... .. 1,785 0.0 -- 0.0 0.0 -- 0.0
Virginia. . ... ... 15, 079 0.4 - 0.0 0.0 T 0.0
Washington. . . . . . 442, 444 10.6 31, 247 6.0 7.1 2,658, 441 6.6
West Virginia. . . 2,700 0.1 2,825 0.5 104. 6 300, 000 0.8
Wsconsin. . . . . .. 8,199 0.2 2,193 0.4 26.8 364, 293 0.9
Woring . ... ... .. 6, 800 0.2 2,754 0.5 40.5 161, 756 0.4

Tot al 4,171, 419 100. 0% 523, 049 100. 0% 12.54. % 40, 250, 920 100. 0%

aTh,total fundi ng shown does not reflect nultistate, hospital,
$3,215,080. The grand total for fiscal year 1988 was $43, 466, 000.
‘Dashes indicate that none were identified by the State.

and miscel | aneous awards, whi ch equalled

SOURCE:  J. Egan, U.S. Departnent of Health and Human Services, Health Resources and Services Adninistration,
Ofice of Mgrant Health, personal communication, March 1990.
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Chapter 3

Federal Programs Affecting Rural Health Services

INTRODUCTION

Federa programs affect the availability and provi-
sion of rural health servicesin a multitude of ways.
This chapter presents a brief overview of major
health programs that fall into four categories:

1. Programs whose primary function is to pay for
direct health services-specificaly, Medicare
and Medicaid. These two programs fund a
substantial amount of rural heath care, and
consequently their policies can have a large
effect on the availability and provision of
services. '

2. Federal block grant programs that provide
Sates with resources to fund and provide
services. Three mgjor programs that affect
health care generally-the Maternal and Child
Health block grant, the Preventive Health and
Health Services block grant, and the Alcohoal,
Drug Abuse, and Mental Health block grant—
are described here.

3. Federal programs whose primary purpose is
to augment the health resources mailable to
underserved areas and populations. Most of
these programs, which augment personnel,
facility, and planning resources, are adminis-
tered through the U.S. Department of Health
and Human Services (DHHS's) Headlth Re-
sources and Services Administration (HRSA).

4. Health policy and research. The Federal
Government has recently undertaken to con-
solidate some health research and policy
efforts, including efforts focused on rura
health. Notable current efforts include those of
the Agency for Heath Care Policy and Re-
search and the Office of Rural Health Policy.

Table 3-1 presents recent appropriation figures for
block grant and health resources programs.

HEALTH CARE FINANCING
PROGRAMS

Medicare

Medicare is a Federal health insurance program
that serves approximately 34 million elderly and
disabled persons and has an estimated 1990 outlay
of $108 billion (146,201). It is divided broadly into
two parts, distinguished by their financing mecha-
nisms. Part A (Hospital Insurance) is financed
through Social Security taxes and covers hospital
inpatient, skilled nursing facility, and home health
services. Part B (Supplementary Medical Insurance)
is financed through a monthly premium and general
revenues and covers outpatient and physician serv-
ices and nonhospital medical equipment. Table 3-2
summarizes Medicare's basic medical care coverage
and the basic limits and copayments it imposes.

Because Medicare pays for the health care serv-
ices used by alarge proportion of the population, and
because its payment and regulatory policies are
often used as models by other third-party payers, it
can have amajor effect on health care providers. In
addition, Medicare explicitly distinguishes between
rural and urban providers when paying for services.
The discussion below briefly describes some of
these payment policies.

Hospital Inpatient Payment

Basic Payment Methods--Hospitals are reim-
bursed for inpatient services provided to Medicare
beneficiaries according to a prospective payment
system (PPS), under which a hospital is paid a freed
amount for treating each patient (Public Law 98-
21).°This payment amount is linked to the primary
diagnosis of the patient and the diagnosis-related
group (DRG) to which the patient is assigned. The
system is based on averages and is intended to foster
efficiency; if ahospital is able to keep its own costs

IA number of other Federal programs also finance or PrOVide direct health care (e.g., the Department 0f Veterans Affairsand e Gi vi | i an Health and

Medical Program of the Uniformed Services). However, their policies have much less inpact on rural health services and are thus not described here.
The Indian Health Service also provides and funds services to the significant proportion of the rural population who are Native Americans; this program
is the topic of a previous OTA report and is not described in this chapter (6I6).

Wertain specialty hospitals (psychiatric, cancer, rehabilitation and children's hospitals) are exenpt from the prospective payment system
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Table 3-I—Appropriations for Selected Federal Progral

ms Affecting Rural Health Services: Fiscal Years 1980,

1988, 1989, and 1990

Appropriation ($ mllions )

1980 1988 1989 1990
Bl ock grant prograns
Maternal and Child Health Service s . . . . . . . . . . . . ... NA 526. 57 554, 27 553, 63
Preventive Health and Health Services . . . . . . . . . . . NA 85.21 84.26 83,18
Al cohol, Drug Abuse, and Mental Health Services. NA 643. 20" 805. 59" 1,192. 85"
G her prograns that affect health care facilities
and services
Community Health Centers . . . . . . .. . . ... ... . ... . .... 259. 96 415, 31°° 435. 36" 458. 89°
Mgrant Health Centers. . . . . . . ... ... . ... ... 37.63 43. 47 45, 65 47.37
Black Lung Qlimics. . . . . .. oo 3.80 3.26 3.22 3.65
Rural Health Care Transition Grant Program. . NA NA 8.89 17.76
Prograns that affect health personnel
supply and distribution
National Health Service Corps™. . . . . . . . . . . ... . ... 153.58 42.61 47. 77 50.72
Area Health Education Centers. . . . . . . . .. .. ... ..... 21.0 17.23 17.03 18.13
Border Health Education Centers'. . . . . . ... .. ...... NA NA NA 3.93
Advanced Nurse Training Programs. . . . . . . . . ... ..... 12.0 16.76 17.29 12. 77
Advanced Nurse Traineeships. . . . . . . ... ... ... . ... .. 13.0 12. 45 12.84 13.50
Allied Health Gants and Contracts. . . . . . . . . ... ... 5.14 0 0 0.74
Interdisciplinary Traineeships for Rural Areas’. . NA NA . 80' 2.21
Nurse Anesthetist Traineeships and Prograns . . NA 0.77 0.79 1.13
Nurse Practitioner and Nurse Mdwifery Programs 13.0 11.49 11.85 13.43
Norsing Special Projects. . . . . . . ... 15.0 11. 68 12.05 12. 85
Nurse Undergraduate Scholarships . . . . . . . . . . . ... .. NA NA NA 2.95
Physician Assistant Training Programs. . . . . . . . . . .. 9.10 4.60 4.54 4.79
Fam |y Medicine Residencies/General Dentistry". 36.50 35.41 34.98 36. 69
Fami |y Medicine Departnents (Undergraduate). . . . . . 9.50 6.70 6.62 6.68

KEY: NA = not applicable.

2Excludes

Drug Abuse,
Law 101-93).

block grants, while the 1990 appropriation represents
®Includes Infant Mortality Initiative funds.

“I'ncludes .$12.25 million reprogrammed from the National
Health Centers (CHCs) to pay the salaries of NHSC as

and Ment al
Fi scal

appropriation forprogramadministrativesupport.

brheAlcohol andDrug AbuseTreatmentandRehabilitation (ADTR) bl ock grant
Heal th Services (apMs) bl ock grant
year 1988 and 1989 figures in this table include appropriations for both ADMS and ADTR

was conbined with the Alcohol,
in 1989 (Public Law 100-609, as anended by Public

the new conbined appropriations.

Heal th Service Corps (NHsc) Field Programto Community
signees in CHCs. Portions of the original NHSC Field

Program appropriations were reprogrammed in this manner from 1983 through 1988.

“I'ncludes a,,,.ti,s for National
‘New program in 1990.
mllion in fiscal year 1989 for a study of
8Includes fUNAs for facylty devel opment,

hyntil 1990, general denti stry t,.i,funds were part
Fiscal year 1990 appropriations in this table include

SOURCE:  Ofice of Technology Assessnent, 1990.

rural

lower than the average costs represented by the DRG
payment, it may keep the difference.

The basic DRG rates are adjusted according to a
myriad of factors that depend on the location of the
hospital, among other things, to determine the fina
payment amount. As summarized in box 3-A, total
Medicare inpatient payments received by a hospital
over the course of ayear are the sum of:

. total DRG payments, which are the sum of the
basic DRG payments, payments for transfer

Heal th Servi ce Corps Schol arship,

The Interdisciplinary Traineeships for
heal th manpower
predoctoral training,

of

Loan Repaynent, and Field prograns.

Areas Program was al so appropriated $0.80
and education needs.
and residencytraining.

the appropriation for famly nedicine training.
appropriations for both prograns.

Rur al

cases, and “outlier’” payments,

« additional payments for teaching and other
activities;, and
pass-through payments for capital, direct medi-
cal education, and certain other expenses.

The components of the basic DRG payments
differentiate explicitly between rural and urban
hospitals. For each patient treated by the hospital,
the basic DRG payment is the product of the basic
standardized payment amount, the wage index, and
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Table 3-2-Summary of Major Medicare Benefits, Copayments, and Coverage Limitations, 1990

Benefi t

Copaynents and coverage linitations

Part A benefits

Hospital acute inpatient care = Coverage limted to 90 days per spell of illness,*plus 60-day “lifetine

reserve.

mCoverage begins after patient pays .$592 deductible (per spell of illness).

» No coinsurance for days 1 through 60.

Patient nust pay coinsurance equal

to 25% of deductible for days 61 through 90.
» Patient pays coinsurance equal to 50% of deductible for each of the 60

“lifetime reserve”

responsible for

days. After lifetime reserve is used up, patient is
100% of the hospital bill.

Psychiatric inpatient care m Same as acute inpatient but linmted to 190 total days of coverage.
Skilled nursing facility care = Limited to 100 days of care per spell of illness.

Patient nust pay coinsurance equal to 1/8 of hospital deductible after day
20 ($74 in 1990).

Does not cover custodial-only care in a nursing facility.

» Patient nust have been hospitalized for at least 3 consecutive days within
past 30 days for benefit to apply.

Hone heal th services’ » Patient nust be honebound and in need of only part-time or internittent
nursing (no linit on other visits).

» Does not cover

custodial services (e.g., housekeeping, cooking, bathing).

m Services nust be furnished under a physician’s plan of care.

« No coinsurance or

deductible for nmpst hone health services; 20%

coi nsurance on new durable nedical equipnent.

Hospi ce services » Linited to 210 days of hospice care for ternminally ill patients.
» Patient nust pay coinsurance equal to 5% of drug costs or $5, whichever is

| ess.

» Patient nust also pay coinsurance equal to 5% of Medicare's cost for daily

respite care services,

deducti bl e.

up to a linmt equal to the hospital inpatient

» Patient nust give up the right to nost other Medicare benefits to receive
hospice services (this election is revocable).

Part B benefits

Physician and other nedical » Patient pays 20% coinsurance on allowed charges after initial annual part

services

B deductible (deductible is $75 in 1990).
» Patient pays any part

of bill that exceeds allowed charge if physician

does not accept assignnment (up to a maxinun.
» Benefit includes only diagnostic and treatment services; nost preventive
services not covered.*

Hospital outpatient care » Patient pays 20% coinsurance on charges after neeting part B deductible.
Ambul atory surgical center » Patient pays 20% coinsurance on applicable ASC payment anount after
(ASC) care meeting part B deductible.
Mental health services = Subject to $250 annual Medicare payment limt.
“A “spell of illness” begins with the first day of hospitalization and ends when the beneficiary has not been

an inpatient in a hospital or skilled nursing facility for 60 consecutive days.
Home heal th services are covered under both parts A and B.

Exceptions are vaccine f Or pneumococcal pneunoni a,

vaccine for hepatitis B for high-risk individuals, routine

Pap smears (as of July 1990), and preventive services provided to Medicare beneficiaries enrolled in health

mai nt enance organi zati ons.

SOURCE: O fice of Technology Assessnent, 1990.
Medicaid Cuide (Chicago, IL:

the DRG weight. The DRG weight depends only on
the diagnosis of the patient. The standardized
amount and the wage index, however, distinguish
among hospitals on the basis of whether or not the
hospital is located in a metropolitan stetistical area
(see box 3-A).

Information from Commerce Cl earing House, Inc., Medicare and
Commerce Cl earinghouse, Inc., 1990).

Additional payments are also made to certain
hospitals for other costs specific to the type of
hospital and the population it serves. These include:

. payments to account for the indirect costs to a
hospital of providing medical education to
physicians,
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Box 3-A—Summary of Formula for Medicare Payment to Hospitals for Inpatient Care, January 1990
(1) 2 ©)

Total payments = total diagnosis-related group (DRG) payments+ additional payments+ pass-through payments

@ (b) ©
(1) Total DRG Payments= regular DRG payments + payments for transfers + outlier payments
(8) Regular DRG payment=standardized amount X wage index X DRG weight
« The standardized amount varies by location, with the difference between nonnmetro and “a
nmetro areas schedul ed to be gradually phased out. In 1989 these basic amunts were:
$3,396.56 in netro areas of over 1 million population
$3,342. 79 in all other netro areas; and
$3,107.20 in nonnetro areas
. The wage index applies only to the labor portion of the standardized anount (the |abor portion
percent of that anpunt). The 324 netro areas each have a unique wage index. There are 4
nonmetro wage indexes, one for all the nonnmetro counties in each State (Rhode Island and Ne
have only netro areas)
. The DRG wei ght depends on the diagnosis of the patient. There are 474 separate weights
@ Payments for transfers:

« Hospitals receive a per diem payment for each day before a patient is transferred (up to the DRG

ayment).
. I;iar diem rate = regular DRG rate + the national average length of stay for that DRG.
(c) Outlier payments:

. Payments are the greater of day or cost payment.

. Day payments are 60 percent of the per diem rate for that DRG for each day above a set day outlier
threshold.

. Cost outliers payments are 75 percent of excess cost of case over set cost outlier threshold for that DRG
in that hospital.

« Outlier payments are financed with a Federal set-aside of 5 to 6 percent of total DRG payments.

« Payments are financed from separate pools for metro and nonmetro hospitals.

(2) Additional payments go only to qualifying hospitals.

+ Theteaching adjustment g&s to teaching hospitals to compensate for the indirect costs of medical
education. The payment is the total DRG payment times an adjustment factor; the adjustment factor
equals approximately 7.7 percent for each 10 percent increase in the hospitals intern-and-resident-to-
bed ratio.

e The disproportionate share adjustnent goes to hospitals serving high numbers of |owincone
patients. The factor for this adjustment is based not only on the proportion of |owincome patients but
also on a fornula that differs depending on a hospital’s location and size. Adjustment factors for smal
hospitals at-e generally lower than those for large hospitals.

« The ESRD additional payment goes to hospitals serving end-stage rena disease patients with
unrelated illnesses. The payment is a fixed amount per patient per week ($335) for inpatient dialysis
services.

(3) Pass-through payments go to all hospitals incurring relevant costs.

e Capital costs (for rent, interest, depreciation) are paid at 85 percent of Medicare's share of actual costs.

o Direct costs of medical education programs (e.g., for residents' salaries) are reimbursed at a payment
rate that equals a hospital-specific fixed amount per full-time equivalent (FTE) resident, times the
current number of FTE residents, times Medicare’ s share of inpatient days.

¢ Direct costs of other hospital-based education programs are reimbursed for reasonable costs
actualy incurred.

o Other pass-through payments are made for reasonable organ procurement costs and for bad debts of
Medicare beneficiaries.

SOURCE: Adapted from Prospective Payment Assessment Commission, Washington, DC, “Hospital Payment Under PPS During ¥y 1990,
unpt?bﬁ)ished briefingsgocummW%g. OTTIon, TRSAReOn pital Pey g

ot her”

is 74.4
Iso 48
Jersey
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. payments to hospitals serving a disproportion-
ate share of low-income patients, and

.payments for the costs of serving end-stage

renal disease patients with unrelated illnesses.

Although a few rural hospitals are teaching hospi-
tals, and some are eligible for the disproportionate
share payments, urban hospitals are more likely than
rural ones to provide these services and to qualify for
the additional payments or adjustments (491).

Finally, hospitals are reimbursed for capital and
other “pass-through’ expenses that are not affected
by the DRG rate. In the initial years of PPS, hospitals
were reimbursed at cost for the Medicare share of
their capital expenses, but in the past few years
hospitals have not been able to recoup fully these
expenses due to congressionally mandated limits on
Medicare payment. In 1990, capital is reimbursed at
85 percent of Medicare's share of the cost (140).

Payments to Special Categories of Hospitals—
Four categories of rural hospitals qualify for special
consideration under PPS: rural referral centers, sole
community hospitals, Essential Access Community
Hospitals, and Rural Primary Care Hospitals.

Rural referral centers (RRCs) are usualy large,
tertiary-care rural hospitals that serve a wide geo-
graphic area. To qualify for the designation, hospi-
tals must meet certain size and referral characteris-
tics (see box 3-B). RRCs are assumed to have cost
profiles more similar to urban facilities than to other
rural hospitals. Thus, their DRG payments are based
on the standardized amount applicable to metropoli-
tan areas of fewer than 1 million residents, rather
than being based on the lower rural standardized
amount.

The initial legislation stipulated that RRCs must
be recertified every 3 years to continue to qualify for
higher payments. Subsequent legislation (Public
Law 99-509, Public Law 101-239) made qualifica-
tion automatic for all current RRCs until October 1,
1992. As of April 1990, 245 rural hospitals were
designated RRCs (448).

Sole community hospitals (SCHs) represent the
other end of the rural hospital spectrum. These are
hospitals, usually small, that are presumed to be the

sole source of local inpatient hospital care because
of their isolated location, weather conditions, travel
conditions, or the absence of other hospitals (see box
3-B). Because the closure of these hospitals would
leave their Medicare patients without alocal source
of care, they qualify for special consideration.

Effective April 1, 1990 (Public Law 101-239),
hospitals that are designated SCHs receive Medicare
PPS payments that are the highest of:

. the full Federal PPS rate,

. 100 percent of a target amount based on the
hospital’ s 1982 costs, or

. 100 percent of a target amount based on the
hospital’s 1987 costs.’

An additional payment maybe provided if the SCH
experiences a decrease of more than 5 percent in its
total inpatient discharges due to circumstances
beyond its control. Unlike other hospitals, SCHs are
reimbursed for 100 percent of Medicare-related
capital costs.

As of April 1990, 375 hospitals were designated
SCHs (448). Some hospitals that could qualify for
this designation have not sought it because until the
new SCH payment options were passed in late 1989,
their payments were higher under the usual PPS rates
(488). These eligible but undesignated hospitals are
now also eligible to receive payment under SCH
rules, as are small (fewer than 100 beds) rural
hospitals for whom Medicare patients make up 60
percent of the total caseload’(Public Law 101-239).

Essential Access Community Hospitals (EACHS)
and Rural Primary Care Hospitals (RPCHs) are new
designations, introduced in 1989 (Public Law 101-
239). RPCHs will be small facilities providing
emergency and very limited inpatient care that will
initially receive cost-based reimbursement. (An
aternative payment system specific to these facili-
ties is to be developed.) EACHSs are envisioned as
larger facilities that provide backup to primary care
hospitals, designated facilities will automatically
qualify for SCH payment rules (as described above)
(Public Law 101-239). EACH and RPCH designa-
tions will be limited to hospitals in only a few States
(see ch. 8). No designations had been made as of
April 1990.

3Prior to April 1990, SCHs were paid on aproraied basis in which only 25 percent of the per-case paynent was based on regional DRG rates; the

remaining 75 percent was based on the hospital's actual costs.

4Small rural hospitals in whi ch Medicare patient days are 60 percent or nore of total patient days also qualify, even if their actual proportion of

Medicare patients is less than 60 percent (Public Law 101-239).
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Box 3-B-Qualifying Criteria for Rural Referral Centers and Sole Community Hospitals

Ahospital qualifies as a rural referral center if it is located in a nonmetro area and meets any one of the
following three specifications (42 CFR 412.96).

1. It has 275 or more beds.
2. It has:
a. at least 50 percent of its Medicare patients referred from other hospitals or from physicians not on the
hospita’s steff,
b. at least 60 percent of its Medicare patients residing more than 25 miles from the hospital, and
c. a least 60 percent of the services it furnishes to Medicare beneficiaries furnished to those who live more
than 25 miles from the hospital.
3. It has.
a. annual inpatient discharges equal to at least;
—>5,000 discharges (for nonosteopathic hospitals),
—3,000 discharges (for osteopathic hospitals), or
-the median number of discharges for urban hospitals located in the same region;
b. a case mix index--a measure of the medical complexity of patients treated-equal to at least:
—the national median case mix index for al urban hospitals, or
-the median case mix for urban hospitals located in the same region, excluding hospitals with approved
teaching programs; and
C. it meets at least one of the following three criteria
—more than 50 percent of the hospital’s medical staff are specialists,
—at least 60 percent of discharged inpatients reside more than 25 miles from the hospital, or
—at least 40 percent of inpatients have been referred either from physicians not on the hospital’s staff or
from other hospitals.
To qualify as a sole community hospital (SCH), a hospital must meet one of the following four sets of
specifications (42 CFR 412.92).

1. The hospital is more than 35 miles from other similar hospitals.’
2. The hospital is between 25 and 35 miles from other similar hospitals, and meets one of the following
conditions:

a. no more than 25 percent of the total residents or Medicare beneficiaries in the hospital’s service area are
admitted to other similar hospitals;

b. the hospita has fewer than 50 beds but (because it does not provide certain specialty services and
consequently beneficiaries must seek care outside the area for these services) is unable to meet the “25
percent” criterion above; or

c. other similar hospitals are inaccessible for at least 1 month of each year because of local topography or
severe weather conditions.

3. The hospital is between 15 and 25 miles of other similar hospitals, but it is inaccessible for at least 1 month
of each year because of local topography or severe weather conditions.
4. The hospital was a Medicare-designated SCH at the time that PPS was implemented. (Because of this

“grandfather” clause, many hospitals currently designated as SCHs do not meet any of the first three

criteria (739).)

IThe case mix index is a measure of the costliness of the cases (patients) treated by a particular hospital relative to the cost Of the nati
average of au Medicare hospital cases.

2congress in 1989 (Public Law 101-239) modified the eligibility requirements for scws to reduce the number of miles an sca must be
from another hospital from 50 to 35 miles, (The Secretary of the Department of Heal th and Human Services mHzS) mah/ designate scHs that
are less than 35 miles from another hospital according fo criteria to be developed by prHs.) In addition, under this law, the Secretary of prus
must develop and promulgate new distance criteria based on travel time.
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Payment for CQutpatient Care

Payment to Ambulatory Surgical Centers—An
ambulatory surgical center (ASC) operates exclu-
sively for the purpose of providing surgical services
to patients not requiring hospitalization. To receive
Medicare payments, an ASC must be certified by the
program, and the services for which it bills Medicine
must be approved for provision in that setting. ASC
services are reimbursed according to a fee schedule
that categorizes each approved procedure into one of
six rate categories, depending on the complexity of
the service (53 FR 31468). Only about 15 percent of
ASCsareinrura areas (99), probably because such
facilities rely on high service volumes.

Hospital Outpatient Payment—Unlike ASCs,
hospitals are not limited to any specific set of
procedures or services that can be provided to
outpatients. “Nonsurgical hospital outpatient serv-
ices (and some surgical ones) are reimbursed at the
lesser of either actual charges for the service or the
hospital’ s reasonable costs of providing the service
(as reported to Medicare on the hospital’s annual
cost reports). Payment for most outpatient surgical
services (i.e., those that can also be performed by
ASCs) is based on the lesser of two amounts:

1. reasonable costs or charges, whichever is
lower; or

2. a 50/50 percent blend of the above rate and the
ASC rate for that service (490).

Payment to Physicians

Physicians are reinbursed for covered services
rendered to Medicare beneficiaries on a fee-for-
service basis. At present, Medicare' s *‘‘approved
charge” for a service is set at the |owest of:

o«the actual billed charge;

. the physician’s custonmary charge for the serv-
ice, based on that physician's prior billings to
the Medicare carrier; or

o«the prevailing charge for that service, based on
conpar abl e physicians’ prior billing for the
same service in that region (615).°

Four major factors may lead to urban/rural Medi-
care physician payment differences:

1. Physician specialty distribution—Historically,
for any given service, genera and family
practitioners have had lower charges and
received lower Medicare reimbursements than
practitioners in other specialties (475). Since
these types of physicians are disproportion-
ately located in rural areas (see ch. 10), rural
physicians average charges and reimburs-
ments are correspondingly lower than those of
urban physicians.

2. Type of physician services-Historically, surgi-
cal services have yielded higher charges and
payments than counseling and other consulta-
tive services (475). Since most physicians who
perform specialized surgical services are lo-
cated in urban areas (see ch. 10), average
physician charges and payments may be corre-
spondingly lower in rural than in urban areas.

3. Patients' ability to pay-Rural residents have
lower average incomes than urban residents
(see ch. 2). To the extent that rural physicians
charge their patients correspondingly less than
urban physicians do, these lower charges are
reflected in lower ‘customary and prevailing’
charges and lower Medicare reimbursements.

4. Physician location in understaffed areas—
Physicians practicing in federally designated
“high priority" rural Health Manpower Short-
age Areas (HMSAS) are paid an additional 5
percent above the approved charge for each
service reimbursed by Medicare (Public Law
100-203). As of January 1991, the bonus will
increase to 10 percent and will apply to al
rural HMSAs (Public Law 101-239) (see ch.
13).

Beginning in 1992, Medicare will gradually
switch from the current “reasonable charge” pay-
ment system to a fee schedule, in which payment for
a service is based on a national rate (which is then
adjusted according to geographic location). Under
the new system, the payment will be the lesser of the

S1tis possible fOF ahospital t0 have its outpatient department certified 85 an Asc (47 Fr 34082), but because of the more rigia Payment mettiod and
regtrictions on procedures that can be performed under Asc IUIES, it is probabl e that few hospitals have done s.

6Jf 3 Physician agrees to accept ‘‘assignment’’—i.e., accept reimbursement f r om Medicare as paymentin full—he or she cannot bill the beneficiary
forany amount over the 20 percent COINSUrance and any remaining deductible. If the physician does not accept assignment, his or her expected full
payment IS not bound by the amount of the approved charge, and the beneficiary is liable for any difference between the physician's actual charge and
the allowed charge (up to a mexinum, in addition to the coinsurance and deductible. Physicians may decide whether to accept assignment on a
case-hy-case hasis. Alternatively, a physician can elect to be a ' participating physician” by agrecing {0 aCCEDL assignment ON all Medicare Claims for
the next 12 months,
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actual charge or the fee schedule amount. Once the
new system is fully implemented, payment amounts
will not depend on the specialty of the physician
concerned (Public Law 101-239). li-ban/rura dif-
ferences in Medicare payments to physicians for a
given service will still exist, however, for three
reasons. First, the new payment system includes an
explicit geographic adjustment factor, under which
services provided in an area with low physician
practice costs will be paid at a lower rate than
servicesin higher-cost areas (Public Law 101-239).
Second, to the extent that rural physicians charge
less than urban physicians and less than the fee
schedule amounts, payments will also be less. Third,
the HMSA bonus will continue to apply under the
new system.

Medicaid

Medicaid is afederally aided, State-administered
program that provides medical assistance to an
estimated 24 million low-income people (146).
Operating within Federal guidelines, each State
designs and administers its own Medicaid program.
Thus, although the Federal Government sets some
minimum standards, Medicaid eligibility require-
ments, services offered, and methods and levels of
payment to providers vary widely among the States.
The Federal Government pays 50 to 80 percent of
each State's Medicaid expenditures, based on State-
specific matching formulas (which are related to
State per capita income) (199). Total Medicaid
outlays in 1990 are projected to be approximately
$71 billion, of which the Federal share will be $40
billion (199).

Medi cai d policies can have different effects on
urban and rural residents resulting fromthree
factors: eligibility criteria, reinbursement nethods,
and physician participation differences. There is no
direct way to neasure urban/rural differences in
Medi caid status based on published data; virtually
all data on Medicaid are State-based.

Eligibility

Individuals are ‘categorically eligible for Mdi-
caid if they have low incomes and fall into one of
di sabl ed,

five categories: aged, blind, menbers of

families with dependent children, or first-time preg-
nant women. These individuals generally become
eligible for Medicaid through enrollment in another
public assistance program.’For example, all persons
receiving payments under the Aid to Families with
Dependent Children program (AFDC) are automati-
cally eligible for Medicaid. In addition, Medicaid
eligibility in most States is extended to all aged,
blind, and disabled individuals (including children)
who receive cash assistance under the Federal
Supplemental Security Income (SSI) program. (To
be eligible for SSI, an individual must be disabled
and must have available income and resources no
higher than established limits.) Fourteen States,
however, exercise the so-called “209(b)’ option by
linking Medicaid eligibility for SSI beneficiariesto
State standards that are more restrictive than Federal
standards (610).°

Congress has been expanding Medicaid dligibility
since 1984 to include many individuals-particularly
pregnant women and infants-who would not other-
wise meet income and categorical standards. As of
July 1990, all States are required to extend Medicaid
eligibility to pregnant women and young children
whose family incomes are within 133 percent of the
Federal poverty level (Public Law 100-360). In
addition, 14 States have chosen the option, intro-
duced in 1987 (Public Law 100-239), to make
eligible pregnant women and infants with incomes
up to 185 percent of the Federa poverty level (table
3-3) (260,418,610).

Eligibility for Medicaid varies a great deal among
the States, particularly for individuals whose Medi-
caid eligibility is based on their eigibility for
AFDC. In 1989, the State AFDC income eligibility
levels for a family of three ranged from 14 to 77
percent of the Federal poverty level (table 3-3) (260).
Thus, with the exception of pregnant women and
infants, individuals in different States who are
equally poor can differ enormously in their Medicaid
eligibility.

Until October 1990, when new Federal require-
ments go into effect, family structure also affects
Medicaid eligibility. Poor two-parent families can-
not qualify for AFDC in many States, and thus in the

TStateshave  the option tomake some other groups categorically eligible a5 well (¢.g., individuals who are eligible fOr pUb|IC assistance but not
receiving i, SOMe i ndi vi dual s who | ose public assistance eligibility due to increased income, and disabled children who would be eligible for assistance

if ingtitutionalizegl)

8The **209(b)"’ option permits States - retain the more restrictive level of benefit eligibility that existed in these States prior to the Federal

i npl ement ati on Of the sst program.
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Table 3-3-Some Basic Eligibility Characteristics of State Medicaid Programs

Coverage for pregnant

AFDC-rel ated income SSI-rel ated wonen and infants (1990)

eligibility cutoff eligibility Covers I ncone

level (per nonth) (1989) nore Has famlies eligibility Age

I'n As percent restrictive medically with 2 | evel as cut of f

dol lars of Federal than Federal needy unenpl oyed percent of for

(famly  poverty requirenments program parents Feder al covered
State of 3) | evel (1988) (1989) (1989) * poverty level’ infants
Alabama. . ............. 118 14 100 1
Aaska. . ......... ... 809 77 100 3
Arizona. . ...l 293 35 100 3
Arkansas. . . . . . . ... ....204 24 X 100 6
California. . .......... 663 79 X 185 1
Colorado. . ............ 421 50 75 1
Connecticut. . ......... 534 64 X X 185 6
Delavare. . . ... ........ 333 40 100 3
District of Colunbia. .393 47 X 100 3
Florida. . ............. 287 34 X X 150 6
Georgia. . ... 376 45 X 100 4
Havaii. . . ........ .. .. 557 58 X X X 185 7
Idaho. . ............... 304 36 75 1
Ilinois. . ..ot 342 41 X X 100 1
Indiama. . . ............ 288 34 X 100 3
lowa. . ..o 394 47 X 185 6
Kansas. . .............. 401 48 X 150 5
Kentucky. . ............ 218 26 X X 125 2
Louisiama. . . . .. ... ... 190 23 X 100 6
Mine. . ... 632 75 X 185 5
Maryland. . ........ ... 377 45 X 185 2
Massachusetts. . ....... 579 69 X 185 5
Mchigan. . ............ 572 68 X 185 3
Mnnesota. . . .......... 532 64 X X X 185 5
Mssissippi. . ......... 368 44 185 5
Mssouri. . ............ 285 34 X 100 3
Montana. . ... 359 43 X 100 1
Nebraska. . ............ 364 43 X X 100 3
Nevada. . .............. 330 39 75 7
New Hanmpshire. . ....... 496 59 X X 75 1
New Jersey. ., . . .. ... .. 424 51 X X 100 5
New Mexico. . . . . ... .. .. 264 32 100 4
New York. . ............ 539 64 X X 185 1
North Carolina. . .. ....266 32 X 150 6
North Dakota. . ........ 386 46 X X 75 1
Chio. . ... 321 38 X 100 2
Cklahoma. . ............ 471 56 X X 100 2
Qegon. . ....... ... 412 49 X 85 4
Pennsylvania. . . . . .. ...384 46 X X 100 3
Rhode Island. . . ....... 517 62 X X 185 6

(continued on next page)

past they have not been able to qualify for Medicaid would be categorically eligible for Medicaid except
(table 3-3) (610). Since poor two-parent families are that their income and resources are too high, and 2)
disproportionately located in rural areas (see ch. 2), have high medical expenses. In the 35 States (and the
poor rural residents have been less likely than poor District of Columbia) that have medically needy
urban residents to be Medicaid-€eligible. programs, these individuals become eligible for
Medicaid once they have spent enough on medical

States have the option to offer Medicaid to care to reduce their net resources to State-established
“medically needy” individuals-those who: 1) limits. Each State may designate its own medically
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Table 3-3-Some Basic Eligibility Characteristics of State Medicaid Programs-Continued

Coverage for pregnant

AFDC-rel ated income SSI-rel ated wonen and infants (1990)

eligibility cutoff eligibility Covers I ncome

level (per nonth) (1989) nore Has famlies eligibility Age

In As percent restrictive medically with 2 level as cut of f

dol lars of Federal than Federal needy unenpl oyed percent of for

(famly  poverty requirenents program parents Feder al covered
State of 3) | evel (1988) (1989) (1989) ° poverty level'infants
South Carolina. . ...... 403 48 185 6
South Dakota. . ........ 366 44 100 2
Tennessee. . ........... 365 44 X 100 6
TeXas. . i 184 22 X 130 4
Uah. . ... 502 60 X X 100 2
Vermont. . ............. 629 75 X 185 6
Virginia. . ... 291 35 X X 100 2
Washington. . .......... 492 59 X 185 7
Vest Virginia. . ....... 249 30 X 150 , 7
Wsconsin. . . ... ... ...517 62 X X 82 1
Woming . . ... ... ... 360 43 100 1
ABBREVI ATIONS:  AFDC = Aid to Fanilies Wth Dependent Children.

aAs ¢ October 1ggg, a11 States WIIl be required to make eligible for AFDC (and Medicaid) all fanmilies ‘ho

woul d be eligible for AFDC under current rules except

Law 100-485).
‘As of April 1990, all States nust make eligible for

incones are no nore than 133 percent of the Federal

that the principle wage-earner is unenployed (Public

Medicaid all pregnant wonen and infants up to age 1 whose
poverty level (Public Law 101-290).

All children born

after September 1990 whose family incomes are within this amunt nust also be made eligible through the age
of 6. (Al though this new standard is a Federal mandate, in fact it may take some tinme for nmany States to

actually conme into conpliance with the new law. )

SOURCES: I. Hill, National Governor’'s Association,
Congr ess,

fice, Novenber 1988).

needy income and resource standards, but these
standards cannot exceed 133 percent of the State's
AFDC income and resource standards (610). Thus,
even in the States that offer medically needy
programs, Medicaid eligibility under these programs
varies with AFDC standards.

Covered Services

As a condition of matching funding, the Federal
Governnment requires State Medicaid prograns to
cover certain basic inpatient, outpatient, and |ong-
term care services for their categorically eligible
popul ations (table 3-4). States al so have the option
to cover additional services.

In general, any services covered under the pro-
gram nust be nmmde available to all Medicaid
recipients, but several nmmjor exceptions to this rule
exist. First, States with nedically needy prograns
may provide nore linmited coverage for these indi-
vidual s than for categorically eligible individuals,

Congr essi onal Research Service,
House of Representatives Committee Print No. 100 AA (Washington, DC

Washington, DC, unpublished nenmorandum My 11, 1989; U.S.
Medi cai d Source Book:

Background Data and Analysis,
U S. Covernnent Printing O -

although in fact amost none do so (475). Second,
under apart of Medicaid known as the Early and
Periodic Screening, Diagnosis, and Treatment (EPSDT)
program, children can receive a broad range of
screening and followup services not available to
other Medicaid beneficiaries. And third, States in
some cases may obtain waivers to the usual rules,
enabling them to offer certain services to a specified
population (e.g., the elderly). Under one Medicaid
waiver program, for instance, States may provide a
wide range of community-based services necessary
to keep people who would otherwise reinstitution-
alized in their homes.

Compared with Medicare, Medicaid offers a
much broader range of services, but it also places
much stricter limits on their use. Some important
types of limits'are:

« Mechanisms to control the use of hospitals—
Particularly important are limits on the length

9Some of these limits—e.g., 01 ambulatory care Visits to physicians—do not apply tO children receiving services under the EPSDT program.
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Table 3-4-Services Covered Under Medicaid

Mandat ory services

sl npatient hospital services

s Qutpatient hospital services

= Physician services

o« Early and Periodic Screening, Diagnosis,
Treatnment (EPSDT) for children®

sFanily planning services and supplies

s Laboratory and X-ray procedures

w Adul't skilled nursing facility care

s Home health care services for adults

sRural health clinic services

s Services of certified nurse-m dw ves

Optional services
» Additional home health services
» Additional dental services
v Services of chiropractors, optometrists,
podiatrists, and other |icensed practitioners
» Cinic services
» Gther diagnostic,
rehabilitative
+ Drugs
v Internediate care facility services
v Eyeglasses, prosthetic devices, and orthopedic
shoes
» Home and skilled nursing facility care for
chil dren
Private duty nursing
Inpatient psychiatric care for children
Physi cal, occupational, and speech therapies
Inpatient services to elderly persons in nen-
tal disease or tuberculosis facilities
« Gther nedical or renedial care recognized un-
der State law, including transportation and
energency services

and

screening, and

services

preventive,

agpspT | S a program within Medicaid that conbines

outreach, health screening, followup care for
detected conditions, and case nanagenent. Each
State is required to offer EPSDT services to all
Medi cai d-eligible children and youth under 21.

SOURCE: U S. Departnent of Health and Human Ser-
vices, Health Care Financing Adm nistra-
tion, Medicare and Medicaid Data Book, 1988
(Baltinore, w: US. DHHS, April 1989).

of hospital stay and total number of days of care
covered annually. In 1986, 11 States limited the
number of days of hospital care for which they
would pay (653). Restrictions ranged from
limits of 12 to 60 days a year and 14 to 30 days
for each admission or spell of illness. In
addition, 12 States restrict the ability of patients
to readmitted to the hospital on weekends or
on days preceding the day an operation is
scheduled. Ten States limit the number of
hospital outpatient visits a year that will be
reimbursed.

« Restrictions on physician visits—As of 1986,
44 States and the District of Columbia limited
the annual number of physician visits covered
by Medicaid (653). Six States limit the number
of reimbursable office visits (limits range from
12 to 48 visits ayear); 3 States limit the number
of home physician visits; 1 State 1inits the
number of emergency room visits per year; and
6 other States limit the total number of physi-
cian visits provided for other than hospital
inpatient care, with limits ranging from