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Destination NRHA
Plan now to attend these upcoming events.

Policy Institute—February 6-9, 2017• Washington, DC

Annual Conference—May 9-12, 2017• San Diego, CA

Rural Hospital Innovation Summit—May 9-12, 2017• San Diego, CA

Quality/Clinical Conference—July 11-14, 2017 • Nashville, TN

Visit RuralHealthWeb.org
for details and discounts. 4



“We live in an era 

of massive 

institutional 

failure.” --Dee Hock, founding CEO of Visa



“When the 

infrastructure 

shifts, everything 

rumbles.”
--Stan Davis, Author and Management Consultant



An Era of Transformation?

 Population Health

 MACRA

 Transparency

 APM/DSR



Healthcare Environment

 2016 Presidential Election

 Healthcare Reform (ACA/MACRA)

 ACA Repeal

 HIT and Meaningful Use

 Reimbursement—Shrinking 

 Quality and Safety

 Workforce

 Technology



In a word……

CHAOS



Chaos Theory

Chaos theory describes the complex motion and the

dynamics of a system. A system can descend into

chaos and unpredictably, yet within that state of

chaos, the system is held within boundaries that are

well ordered and predictable.

 Chaos and order are complementary partners,     

not polarities

 Chaos is a necessary process for the creation       

of a new order



Identity

Generous leaders inquire into three domains:

Organizations as Systems

Information Relationships



A History (short) of Rural Health

• War on Poverty in the 60’s

• Community Health Centers, created in the War on Poverty

• Rural Health Clinics –38 Years Old (1978), 4,100 nationwide

• Result of PPS 1983: 440 hospital closures

• Policy Response 1992-2003: 

– State Office of Rural Health (SORH

– Medicare Dependent Hospitals (MDH)

– Critical Access Hospital (CAH) 1997

– Medicare Rural Flexibility Program (1997)

– Low-Volume Hospital (LVH) Adjustment (2003 and 2010)

• Patient Protection and Affordable Care Act (ACA) 2010

• Medicare Access and Chip Reauthorization Act (MACRA) 2015

• ACA Repeal 2017?





We’re not finished yet…

Rural differentiation:

“Rural Americans are older, poorer and sicker than their urban 

counterparts… Rural areas have higher rates of poverty, 

chronic disease, and uninsured and underinsured, and millions 

of rural Americans have limited access to a primary care 

provider.”  (HHS, 2011)

Disparities are compounded if you are a senior or minority in rural 
America



We’re not finished yet…

Health Equates to Wealth:

People who live in  wealthy  areas like San Francisco, 

Colorado, or the suburbs of Washington, D.C. are likely to be 

as healthy as their counterparts in Switzerland or Japan, but 

those who live in Appalachia or the rural South are likely to be 

as unhealthy as people in Algeria or Bangladesh.

--University of Washington, July, 2013

Rural counties have the highest rates of premature death, lagging 

far behind other counties, RWJF Report, March, 2016

Rural counties have had the highest rates of premature death for many 

years, lagging far behind other counties. While urban counties continue to 

show improvement, premature death rates are worsening in rural counties.

http://www.countyhealthrankings.org/file/11360/download?token=3-NFTTES


Rural Disparities

 There is tremendous variation in the burden of illness, injury, disability, and mortality

– referred to as “health disparities” – between populations. 

 Relative to their non-rural counterparts, rural providers serve populations challenged by:

 Greater socioeconomic disadvantages 

 Poorer outcomes 

 Less access to primary, dental, and mental healthcare

*Population Health metrics are percentile ranked for all acute care rural and non-rural providers by hospital service area. 
**Lower percentile scores indicate higher density (i.e. providers serving a greater proportion of individuals over 65 receive lower scores).

Source: iVantage Health Analytics, September, 2016







Historically significant election

• Never has there been a President with no political or 
military experience.

• Conventional wisdom out the window.  Polls and usual 
political “machine” believed to be needed to win

• Clear mandate against Washington.
• Rural vote had a significant impact.  (Trump won rural and 

many non-wealthy suburbs.)
• Despite Obama’s high favorability, he now has lost more 

Democratic congressional seats than any other Democratic 
President.

• Republican control of Administration and Congress, but 
Senate does not have super-majority.  (Will there be a rules 
change to adopt “nuclear option”?



Republican Controlled Government

• Republican President

• Republican House

• Republican Senate

• First time since 1928 we had a Republican 
Senate, House and President at the same time

• Incomplete Supreme Court – Trump nominees 
should be able to be appointed by Republican 
Senate - - but don’t have 60 votes.



What it means…

• Much uncertainty inside the Beltway.  

• Administration that was already moving to 
transition into a Clinton Administration

• 4,000 new political appointments.  
Uncertainty in direction for remaining non-
political appointments.



“Rural Vote Fuels Trump; Clinton 
Loses Urban Grip” Wall Street Journal, Nov. 9



The Rural Vote Had Tremendous Impact



What will happen to ACA under 
President Trump

• Rep. Tom Price of Georgia selected as HHS Secretary
• Seema Verma selected as CMS Administrator
• Rep. Price author of repeal and replace legislation of the ACA
• House Republicans:  “A Better Way” https://www.gop.gov/tag/a-

better-way/
• Permit insurers to sell health insurance across state lines 
• Repeal or roll back the ACA and implement at least some of the 

proposals outlined in the GOP party platform and the House 
Republican leadership white paper on healthcare. 

• However:  Divisions among House GOP and Senate Democrats will 
work to filibuster.

• What about payment transformation - - from volume to value?

https://www.gop.gov/tag/a-better-way/


Trump and Medicare

• Taking shape with Price and Verma picks
• Medicare premium-support model: privatizing 

Medicare
• Medicare Advantage on steroids (read “A Better 

Way”)
• Rural payment protections? 
• Government negotiating drug prices?
• Elimination of IPAB?
• CMMI? Verma a proponent of state innovation 

models



What can we expect from a Trump 
Administration for Rural America?

• HHS Changes (CMS, HRSA, FORHP)?

• ACA repeal and replace - - impact on rural uninsured. 

• 340B Program Impact

• MACRA Implementation?

• Federal budget will be key - - funding for rural health care safety net 
will set tone for Administration.

• KEY:  Keep focus on economic decline of rural communities that can 
occur if there is a loss of access to health care.



The Senate

• The current U.S. Senate has 54 Republicans and 45 Democrats 
(including one independent). 

• New Congress: 51 Republicans and 48 Democrats

• There are 34 Senate seats up in 2016, of which 24 are held by 
Republicans. Democrats picked up 2.

Seats up for election

Democrats Republicans



Congressional leadership

• Key to negotiating deals will be Chuck Schumer D-
NY



House of Representatives



What NRHA Brings to the New 
Congress and Administration



Demand for Regulatory Relief
NRHA Nov. 4 letter to CMS.  Same will be sent to new Administration:

• Common-sense approach needed for “exclusive use” standard.

• Critical Access Hospitals (CAHs) and many Sole Community Hospitals (SCH) 
should be Eligible for Indirect GME (IME). 

• Performance Comparisons Should Occur Between Equivalent Cohorts in MIPS

• Implementation of the Section 603 Site Neutral payment for new off-campus 
provider based department (PBD) harms rural providers.

• Hospital Star Rating treats Rural Hospitals Unfairly. Rural Relevant 
Measurements Needed.

• Elimination of the 96 hour Condition of Payment requirement reduces 
unnecessary red tape in line with the congressional intent  in the creation of the 
CAH.

• Changing the supervision requirements for outpatient therapy services to general 
supervision from direct supervision protects patient safety and access.

• Improper MAC denial of Low-Volume Hospital Adjustment



NRHA Strategy in January

• Engage with Transition Team to update on NRHA priorities

• Analyze unfolding healthcare agenda and inform members

• Meet appointees to cabinet level positions and engage on rural 

health priorities, particularly HHS: CMS and HRSA

• Work with Congress on NRHA priorities

• Attend NRHA Policy Institute February 7-9, 2017 to hear from 

new Executive branch appointees and Congressional leaders



Rural Hospital Closures and Risk of Closures

35%Percent Vulnerable X

80



“Rural hospitals and the rural economy rise 
and fall together”

• On average, 14% of total employment 
in rural areas is attributed to the health 
sector. Natl. Center for Rural Health 
Works. (RHW)

• The average CAH creates 107 jobs and 
generates $4.8 million in payroll 
annually. (RHW)

• Health care often represent up to 20 
percent of a rural community's 
employment and income. (RHW)

• Medical deserts form in rural 
communities where hospitals close.

“Three years after a rural 
hospital community closes, it 
costs about $1000 in per 
capita income.” 

Mark Holmes, professor,  University 
of North Carolina



Save Rural Hospitals Act

Rural hospital stabilization (Stop the bleeding)
– Elimination of Medicare Sequestration for rural hospitals;

– Reversal of all “bad debt” reimbursement cuts (Middle Class Tax Relief and Job Creation Act of 2012);

– Permanent extension of current Low-Volume and Medicare Dependent Hospital payment 
levels;

– Reinstatement of Sole Community Hospital “Hold Harmless” payments; 

– Extension of Medicaid primary care payments;

– Elimination of Medicare and Medicaid DSH payment reductions; and

– Establishment of Meaningful Use support payments for rural facilities struggling.

– Permanent extension of the rural ambulance and super-rural ambulance payment.

Rural Medicare beneficiary equity.  Eliminate higher out-of pocket charges for rural patients  
(total charges vs. allowed Medicare charges.)

Regulatory Relief
– Elimination of the CAH 96-Hour Condition of Payment (See Critical Access Hospital Relief 

Act of 2014);

– Rebase of supervision requirements for outpatient therapy services at CAHs and rural PPS 
See PARTS Act); 

– Modification to 2-Midnight Rule and RAC audit and appeals process.

Future of rural health care (Bridge to the Future)

Innovation model for rural hospitals who continue to struggle.  



Future Model: Community Outpatient Model

• 24/7 emergency Services

• Flexibility to Meet the Needs of Your Community through Outpatient 
Care:

• Meet Needs of Your Community through a Community Needs Assessment:

• Rural Health Clinic

• FFQHC look-a-like

• Swing beds

• No preclusions to home health, skilled nursing, infusions services observation care.

• TELEHEALTH SERVICES AS REASONABLE COSTS.—For purposes of this subsection, with respect to 
qualified outpatient services, costs reasonably associated with having a backup physician available via a 
telecommunications system shall be considered reasonable costs.”.

• “The amount of payment for qualified outpatient services is equal to 105 
percent of the reasonable costs of providing such services.”

• $50 million in wrap-around population health grants.



CMS Rural Council

• Intra-agency council stood up by CMS Administrator Andy 

Slavitt, February, 2016

• Cara James, CMS Office Minority Affairs and John 

Hammarlund, CMS Seattle Region Administrator are Co-

Chairs

• Designed to be an internal working group to assess prior to 

regulations being promulgated the impact on rural providers 

and to mitigate negative effects on same

• Design and demonstrate rural innovation projects

• CMS Rural Health Solutions Summit was held October 19, 

2016

• Desire to lay foundation for next Administration



Chronic Disease Growth 

Projections



Chronic Disease 

Growth Projections

Source: State of Healthcare 2010



40

2016

30%

85%

2018

50%

90%

Target percentage of payments in ‘FFS linked to quality’ and 
‘alternative payment models’ by 2016 and 2018

2014

~20%

>80%

2011

0%

~70%

GoalsHistorical Performance

All Medicare FFS (Categories 1-4)

FFS linked to quality (Categories 2-4)

Alternative payment models (Categories 3-4)



ACO Activity By the Numbers

• ACOs operate in 72.% of metropolitan counties, 39.7% of non-

metropolitan counties 

• 7.6 million beneficiaries now receiving care through ACOs 

• Rural sites in all four census regions 

• Approximately half of Medicare ACOs have rural presence, 

although for 18% (76) that is between 1 and 24 percent of 

counties included 

• 7 (1.7%) are 100% non-metropolitan 

• 23 (5.4%) are 75-99% non-metropolitan 

• 104 (24.6%) are 25-74% non-metropolitan 

• At least 37 of the 101 new ACOs in 2016 have a rural 

presence, many of those exclusively rural 

Source: RUPRI, May 11, 2016



January, 2013



August, 2015



Networks in the Midst of 

Chaos

Create value for members in the following domains:

• Identity

• Information

• Relationships

Create value in doing together what could not be done alone

Create a sense of hope in that out of chaos can come order



T H A N K  Y O U

Questions?

Brock Slabach

Senior Vice President 

National Rural Health Association

bslabach@nrharural.org

mailto:bslabach@nrharural.org

