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DEFINING THE FRONTIER: A POLICY
CHALLENGE

MONDAY, JULY 23, 1990

U.S. SENATE,
SPECIAL COMMITTEE ON AGING,
Casper, WY.
The committee met, pursuant to notice, at 9:35 a.m., in the Ball-
room at Casper College, 125 College Drive, Casper, WY, Hon. Alan
K. Simpson presiding.
Present: Senator Simpson.

OPENING STATEMENT BY SENATOR ALAN K. SIMPSON

Senator SimpsoN. This meeting of the Special Committee on
Aging of the U.S. Senate will come to order.

On behalf of the other members of the Special Committee on
Aging who are not here I do thank you for coming. Jay Rockefeller
said “It was nice of you to invite me, Al, but I'm not coming.” Dave
Pryor, who is our Chairman, a very splendid man from Arkansas
and one of the few U.S. Senators who is not opposed in either his
primary or general election—he is a Democrat who came to the
Senate when I did—has been very dear to allow these field hear-
ings to occur.

They usually do occur without any other Senators from any
other areas appearing. What we are trying to do is determine the
uniqueness of each State. The Federal Government just makes no
distinction between “frontier” and “rural,” and they can’t under-
stand our delivery systems in other parts of the country.

So when we get all this compiled, each Senator on the Aging
Committee will have held similar types of hearings in their own
States, to demonstrate whether the systems we have in place now
are working, and are appropriate to all parts of the country.

That is the purpose of this hearing: to get at a definition of the
word “frontier” and you will hear that word, and to differentiate
that from “rural” and of course, “urban.” For example we have
counties in Wyoming where the principal community comprises 70
percent or 80 percent of the county’s population base. Then we
have this dispersion which is much less than six persons per square
mile. These areas are treated by the bureaucracy almost as if there
is no one there. We want to show that there are people there.

On behalf of the Senate Special Committee, I thank you. It is a
privilege to be here. Ann happens to be with me this morning. We
have to be back in Washington tonight. We were here for the Presi-
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dCent’s visit and activities of a political nature in Buffalo and
asper.

We also have a number of people who have traveled a very long
way, and I appreciate that, and we want to hear their concerns.
They have written testimony which will be accepted into the
record. So their time may be somewhat limited here, but I think
concern and involvement like this makes the process work. It does
work. It is often very sloppy and very frustrating, but that is called
democracy. I want to thank the witnesses for their help and par-
ticipation. I want to thank Leslie Tucker, who has been a very able
staff person, who I hired simply for her expertise on health care
issues. Let me tell you, they are complex. She has done a very fine
job with this, and worked diligently.

As I say, we hope to make a contribution to Congress’ under-
standing of what it means to work and live and deliver services in
the Nation’s “frontier” areas. We are on a kind of a mission of
sorts here today. We are going to begin the process of educating
Congress and the Federal Government about what life is really like
out here in the Rocky Mountain Region, and what is like to live
here in Wyoming if you need health or social services, or if you are
trying to provide them. We are doing that with an eye toward
making Congressional policies and Federal regulations more re-
sponsive to the special needs and circumstances of a profoundly
rural State.

We hear people talking about the program payment differentials
between urban and rural areas, and we made some strides to cor-
rect that in November. They were small strides, but they were visi-
ble. We see this tremendous loss of physicians to more sophisticat-
ed and profitable urban settings. We see a shrinking pool of allied
health and community service professionals in virtually every field.
The population of rural America is growing older and more frail,
requiring more and higher levels of service. Health care and sup-
portive services are in great demand, and our challenge is to try to
craft public policy response that is appropriate to all regions.

As | say, you are going to read a lot, and have already read a lot,
about the term ‘‘rural,” a subject of a record number of speeches
and press releases and hearings and legislation. Unfortunately, all
that activity will be of only marginal benefit to Wyoming unless
the implementing policies are crafted with the understanding that
the rural areas of the United States are not alike. Rural Iowa is
not like rural Wyoming. Yet they are both described under the ru-
beric of “rural.”

Rural America is very complex, and very diverse. I want to pay
tribute, and then we will go on, to those who labor under this kind
of situation. What they do is, they don’t get a large share of the
money, but they are very dedicated and creative people who
squeeze the most out of it. Wyoming’s program people are deeply
committed to providing the kind and quality of services their cli-
ents need. Sometimes they have to bend convention to do that, and
they do. I am proud to say that they do that in a creative, not ma-
nipllllllaltive, not in an illegal way, but in one word, they are crafty
as hell.

You are going to hear some of that, then the Government won’t
feel uncomfortable about what we do. We are going to look at this
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new word “frontier,” and examine those things, and see that things
are not done to frustrate the issues, and you can help us, as in-
structors and advocates for those who live and practice with real
dedication. .

I will ask that the balance of my remarks be included in the
record as if read in full.

[The prepared statement of Senator Simpson follows:]



Opening Remarks
SENATOR ALAN K. SIMPSON
"Defining the Frontier: A Policy Challenge*
A field hearing by the
U.S. Senate Special Committee on Aging
July 23, 2990
Casper, Wyoming

Call to order.

Good Morning, ladies and gentlemen. On behalf of the United States
Sentate special Committee on Aging, I would like to thank you all for
coming today. I understand that we have a number of people in the
audience who have travelled a long way to be here today -- I
appreciate that. It is concern and involvement and participation like

that that make this process work.

I also want to thank our witnesses for their help and participation --
you will make an important contribution to Congress’s understanding of
what it means to live and work and deliver services in the nation’s

frontier areas.

Ladies and gentlemen, we are on a mission, of sorts, here today. We
are going to begin the process of educating Congress and the federal
government about what life is really like out here in the Rocky
Mountain region -- about what it’s like to live here in Wyoming if you
need health or social services or if you are trying to provide them.
We are doing this with an eye toward making Congressional policies and
federal regulatione more responsive to the special needs and

circumstances of our profoundly rural stata.

Rural health care is experiencing a renaissance of interest in
Congress. The last few years have witnessed an alarming number of
hospital closures in rural areas, the loss of physicianrs to more
sophisticated and profitable urban settings, and a shrinking pool of
allied health and coumunity service professionals in virtually every
field. A% the same time, the pcpuation of rural America is growing
older and more frail -- requiring more and higher levels of service.
Clearly, Congress has reason to be seriously concerned about issues of

access to health and supportive services in rural regions. Our



challenge will be to craft a public policy response that is appropriate
to All rural regions, including -- and especially, from this cat’'s

seat! -- Wyoming.

That will be hard to do without some refinements in the way my
colleagues in Congress -- the vast majority of them from the urbanized
EBastern and Western Seaboards -- think about the term "rural”. During
the last Congress, rural health care was the subject of a record number
of speeches, press releases, hearings and legislation that was
introduced and enacted into law. Unfortunatley, all of that activity
will be of only marginal benefit to Wyoming unless implementing
policies are crafted with the understanding that not all rural areas

are alike.

Rural America is complex and diverse. Although similar in population,
Vermont and Wyoming are vastly different in terms of heritage,
resources, and economic base. Not to mention that fact that the entire
state of Vermont could fit into two of Wyoming’s southwestern counties.
Or take Iowa -- with its its many urban centers and little towns
sprinkled every 10 or 20 miles in between -- which Washington, D.C.
considers to be the very epitome of a “rural” state. Wyoming clearly
does not fit that model: our major towns are twice as far apart and we
have virtually nothing in between! Yet my colleagues in Washington
seem to believe that if a program or a rule or a regulation will work
in Iowa, then it will work anywhere "rural", including Wyoming. Isn‘t

that something?

Up until very recently, program providers, administrators, and
beneficiaries could still make a ready go of it aven under federal laws
that were designed to fit counties and regions east of the Mississippi.
Federal assistance for many programs came to the states in the form of
flexible block grants with only broad and general guidelines attached.
States were given instructions to serve this or that population or
provide this or that service, and then were left to do that in whatever
fashion best fit their particular mix of people and circumstaces.
Because of her small population, Wyoming never got a very large share
of that money, but she has always had some very dedicated and creative
people to squeeze the most mileage out of it. Wyoming’s program people
are deeply committed to providing the kind and quality of services
their clients need. And sometimes they’1l bend conventions a little

to do it. That is, they are crafiy as hellt I ar proud to say that.



But more and more, the federal govermment -- and some of my colleagues
in Congress -- seem uncomfortable when the folks "out there* in the
trenches take too much initiative with federally-assisted programs.

The pendulum is swinging in the other direction now; flexibility is

being replaced by a "Washington knows best® approach to health and
human service grants. Rules and reguirements are heaped on to make
sure the local people "do it right-. Not. only do they sap the
vitality and creativity and resourcefullness out of the programs, they
may drain funds from other areas that the local folks have identified
as more pressing priorities. 1In a place like Wyoming, with so few
resources at its own disposal and so many urgent needs, that can be
devastating.

-- Example: A new federal law requires each state to allocate
almost half of ite substance abuse treatment grant to treatment for IV
drug users. If that state fails to meet this requirment, it loses the
entire grant. Wyoming does not have an IV problem of any great
proportion, but it must set-aside these funds. Meanwhile, victims of
alcoholism wait 6-8 weeks between visits to the treatment center --
which is funded by the other monies in that same grant -- because there

is not enough itoney to pay for another counselor.

Even more confounding than their effect on local resource
allocation are the conseguences of federal program rules on service
delivery in remote rural regions. Almost without exception, federal
health and socal service programs are becoming every more unresponsive
to the special needs and circumstances of remote rural or "frontier"
areas. Federal payment policies and program rules, for example, while
becoming ever more detasiled and prescriptive, do not recognize the
distances that patients and providers must travel, over sometimes
impassable roads, for services; or the different ethnic mix of remote
regions; or the combined effect of essential high-cost, low volume

services on remote facilities.

This may be in part owing to the fact that wa do not have a
standard definition or set of criteria to describe what and where the
most isolated rural areas are. In fact, there is no standardization at
all in the way rural areas are defined. The Census Bureau defines
areas as either urban, urbanized, or rural. The Office of Management
and Budget defines areas as Metropolitan Statiastical Areas or
Non-Metropolitan Statistical Areas. Agencies within the federal

government may use one or the other or both of these definitions for



their various programs. Yet none captures the nature of isolated rural

or "frontier® areas.

It is indeed difficult to gquantify rural health care problems and
to make informed policy decisions without a clear definition of what
and where these are. We intuitively associate the word "rural* with
small population, sparse settlement, and remoteness. But these
features exist on a continuum -- with Iowa perhaps at. one end and
Wyoming at the other. Dichotomous definitions such as the government

uses fail to capture that.

Other sectors -- most notably those involved in economic
development -- define “Frontier® areas as those with fewer than 6
people per equare mile. Under that definition, 19 of Wyoming‘s

countiee qualify as frontier regions.

It is time that we introduce a new word, "“frontier”, into the
official health and human services lexicon of Washington, D.C. As I
mentioned earlier, Washington has of late come to take seriously the
differences between urban and rural areas - at least as Washington

perceives "rural". We need to puah_that new understanding one step

further, to an awareness of the very unique needs of isolated rural or
“frotier” areas. Theso regions are az different from rural areas as
rural areaes are from urban ones, and their needs and resources are

distinct.

This hearing of the Senate Special Committee on Aging will examine
some of those special neede as well as some of the uniques
circumstances that characterize frontier areas. We will hear testimony
from state program administrators and providers who daily must match
means to ends under program regualtions that seem expressely designed
to frustrate their very purposes -- that is, to get services to people
-- because they were not written with frontier regions in mind. We
will also hear from some experts who have done a great amount of work
on behalf of the Naticn’s "frontier” regions, as instructors and
advocates for those who live and practice with such dedication in these

isolatied areas.
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Senator SiMpsoN. The first panel will consist of Mary Netzner,
who is a home health care consultant in the Department of Health
and Social Services. She oversees a number of the State’s public
health nurses, and helps negotiate problem cases, a number of
which are the products of Federal laws. Home health care person-
nel provide health care and assistance to the frailest members of
the community, people who could not survive outside an institution
without regular, attentive care. It's quite a job.

ff!t’s very good to have you here, Ms. Netzner. You will be leading
off.

Then the second member of the panel is Ken Heinlein. Ken is
the Interim Administrator for the Department of Health -and
Social Services. It is his job to assure that programs offered by the
State are available to all who need them, and that they all comply,
down to the last of the rules, regulations, and mandates handed
down by Washington. It is a pleasure to have him here with the
facts and figures to set the context of the hearing.

Then we have Carol Miller, who has been very good to come such
a long way from New Mexico for this. She has worked as an ana-
lyst in the Department of Health and Human Services in Washing-
ton and is a public health officer in New Mexico. She is a long-time
advocate on behalf of rural health care, and is now chairman of the
Rural Health Committee of the American Public Health Associa-
tion. She is also indeed an expert—and I mean that—she is an
expert in the issues we are discussing today. She made a special
effort to come here. .

Mary, if you will proceed with your remarks within the time con-
straint and then we will go to Mr. Heinlein and Carol Miller, and 1
will l:\:k questions after the three of you have completed your re-
marks.

Thank you very much.

STATEMENT OF MARY NETZNER, HOME HEALTH CARE
CONSULTANT, DEPARTMENT OF HEALTH AND SOCIAL SERVICES

Ms. NErzZNER. Thank you, Senator Simpson.

When I was in graduate school in Denver, they kept talking
about rural issues. Every time they talked about rural issues, they
looked at me. I'm from Cheyenne, I have lived and worked in Chey-
enne. I kept looking around to see who they were talking to that
was sitting by me.

Finally, I said “Are you looking at me when you say rural?”
They said “Yes.” I said “I'm from Cheyenne.” They all laughed.

Then they explained what the definition of “rural” was. Then I
wondered—if Cheyenne is rural, if Casper is rural, what are Lusk
and Morecroft and Afton? It was after graduate school that I heard
the definition of “frontier.” That made sense.

We had a lot of issues in public health and home health out in
the outlying areas that we don’t have in Cheyenne and Casper. I
am here to tell you some of our war stories.

We had a situation in Lincoln County where we had a man
coming home from the hospital after having a CVA-stroke. He was
completely paralyzed on the left side. He came home one evening,
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and a nurse went out to the ranch the next morning to start serv-
ices. We thought physical therapy and nursing and some aide serv-
ices would be appropriate.

When she got out there about 10 o’clock in the morning and was
taking the history and assessment, she found out that the man had
driven into Kemmerer the afternoon before. She asked him how he
had driven with his left side completely paralyzed. He said when
he got home, he realized that unless they drove that pickup, they
were stranded. There wasn’t anybody around for miles and miles.

So he thought it over, and he got a couple of his leather belts,
and put them together, climbed into his pickup, which was a feat
in itself, and got it into first gear, got it out on the road, slipped
the belt around his left foot and when he was ready to change
gears he just reached over with his right hand, pulled his foot up
with the belt, dropped it on the clutch, put it in second, and went
on down the road.

Right away that precludes him from meeting the home-bound
criteria for Medicare. All those services were not available to him.
We provided services some other ways, but we were not able to get
any Medicare benefits for him.

Another situation we had was a woman in Lovell who needed
LV. therapy. We have one nurse that covers the northern end of
Big Horn County. The patient needed the LV. therapy three times
a day. One nurse covering that area could not do it three times a
day. The way we set it up was that the school nurse, who had LV.
skills, drove past the house on the way to school in the morning.
She went in and provided the morning therapy then the public
health nurse went in and did the afternoon therapy. The physician
lived right behind her, so he went in at 10:00 o'clock at night,
before he went to bed, and did the third dose.

Again, this did not meet the standards for home health services,
but we did get the services delivered.

Another story that I have, the outcome is not as good. We had a
woman who was living on a ranch outside of Kay Cee, 15 miles out
of town, in Johnson County. She lived 5 miles off improved road.
She was dying of a cerebral abscess. The only services we really
had available was a visit by a nurse once a week. That’s because
she lived so far outside of where the home health agencz could pro-
vide services that it really was not cost effective. They did not have
the people out there, and did not have people to send out there. So
she did not get very much in the way of services.

The senior center put up meals for the family, and the public
health nurses, when they went out, took about 14 frozen dinners
all wrapped up, so that she would have some meals during the
week.

Another situation that we are running into now is that some of
the standards for home health agencies are a little hard to enforce
or to live with in our communities. The situation that the Medicare
surveyors are walking around is that a nurse is supposed to be
available by phone, at least, when an aide is in the home.

We have situations where we will have one nurse to cover the
county or an area of the county, and she could be on her way to a
patient’s home, and the patient does not have a telephone, we do
not have telephones in the car, and the aide may be in a home
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where there is not a telephone. There is no way that the aide can
be in telephone contact with the nurse. Because of the distances,
the nurse may be without a telephone for half a day.

When we were trying to write policies to cover this, and keep us
within this standard, the head of the survey team suggested we
carry a beeper. If you have a beeper, that’s fine, you still have to
get someplace where there is a telephone. They are not enforcing
that standard yet. But if they did, it would mean about a third of
our agencies would have to decertify, which would mean there
would not be Medicare home health services from those agencies.

Senator SiMpsoN. Thank you very much.

Mr. Heinlein.

STATEMENT OF KEN HEINLEIN, INTERIM ADMINISTRATOR,
DEPARTMENT OF HEALTH AND SOCIAL SERVICES

Mr. HEINLEIN. Thank you, Senator Simpson.

Wyoming is a large and largely rural State, with an average pop-
ulation density of less than five per square mile. Twenty percent of
the population lives in either Cheyenne or Casper. Ignoring these
two major cities, the remainder of the State has a population densi-
ty of less than four per square mile.

The context of these numbers will be reflected or have been par-
tially reflected in what Mary has said, and what will be said by
some of the other speakers. Bear with me while I give you a few
more numbers to give you more context for moving ahead.

Wyoming has 101 incorporated cities, towns or census designated
places, or about 980—let's say 1,000—square miles per place. Of
these 101 places, the 56 smallest, if all brought together would not
even make a crowd at RFK or Mile High Stadium, or even fill a
fifth of the Rose Bowl in Pasadena, CA. These 56 places combined
have a population of less than 20,000 people.

In addition, 29 percent of the population is in unincorporated
areas not including any of these 101. Wyoming has 27 acute care
hospitals, which is the same as the State of Delaware. If you will
look at the map there, the red dots represent the acute care hospi-
tals in the State, and the distribution of them. That makes one hos-
pital for every 3,600 square miles on average. The State of Dela-
ware has 1,933 square miles. We have about one hospital for every
18,000 people, on average.

The population per hospital is why so many of them are finan-
cially marginal. The area covered is why they are so medically nec-
essary.

What difference do these statistics make? Here are two exam-
ples. Every time a law is passed in Washington, or a regulation
written affecting hospitals, Wyoming has to apply that regulation
from the equivalent of Washington, DC to Columbus, OH, from
Washington DC to Port Huron, Ontario, from Washington, DC to
Buffalo, NY, and nearly as far north as Syracuse, NY.

When Congress establishes a service targeted to a low-prevalence
population, say 1 in 1,000, Wyoming must search from the equiva-
lent of Washington, DC to Columbus, Port Huron, and Buffalo, for
the 500 people within that geographic area that we must serve
with those dollars.
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The more specific the restrictions, the more difficult the search.
Wyoming’s communities and service providers are highly commit-
ted to quality for its services, but it is essential that we have as
much flexibility in delivering these services as we possibly can.

Let me, if I may, show you this map. Take Cheyenne and put it
over Washington, DC. That’s what we have to cover for our serv-
ices. The relevance of Delaware—Delaware might not make a
normal comparison to Wyoming, except that they also have 27
acute care hospitals. I will put Delaware up here, so you can see
the comparison. That’s Delaware, with 27 acute care hospitals, and
Wyoming's 27 acute care hospitals.

[The prepared statement of Mr. Heinlein follows:]
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Fen Heinlein' s Comments to the Senate’ s Special Committee on Aging.
Senator Simpson, Members of the committee

Welcome to Wyoming, I hope that you can stay long enough to
experience the uniquely rural aspects of the state, and thank you
for the opportunity to appear before your committee.

Mindful of the time limitation, let me get straight to the point.

My colleaques and co-workers will discuss specific issues of
concern, I would like to provide an overview of the state that will
help set the stage for their remarks.

Wyoming is a large, and largely rural state. It has a average
population density of less than 5 per square mile, with 20% of the
population in either Cheyenne or Casper, each having about 50
thousand people. Ignoring these two major cities, the remainder
of the state has a density of less tham 4 persons per square mile.

wWyoming has 101 incorporated cities and towns, or Census Designated
Places, or about 980 (say 1000) square miles per place.

% 0Of these 101 places, the 56 smallest, if all brought together
would not even make a crowd at RFK Stadium, nor fill even &
fifth of the Rose Bowl stadium. These 56 places combined have
less than 20,000 people.

¥ In addition, 29 per cent of the population is in
unincorporated areas, not included in the 101 places.

Wyoming has 27 acute care hospitals (which is the same as the state
of Delaware), or one hospital for every 3,600 square miles
(Delaware has 1,933 square miles) or one hospital for every 18,000
peaple. The population per nospitai is why so many o©f trem are
fiscailv marginal, the area covered 15 why they sre medically
ecssential.

WHAT DIFFERENCE DOES THIS MAKE?

Every time a law 1is passed or regulation written affecting
hospitals, Wyoming has to apply that law or regulation from the
equivalent of Washington D.C. to Columbus, Ohio; to Port Huron,
Ontario; to Buffalo, New York, and nearly as far north as Syracuse,
AND

When Congress establishes a service, targeted to a low prevalence
populations, say 1 in a thousand, Wyoming must search from D.C. to
Columbus, Port Huron, and Buffalo to find the 500, within that
geographic area to whom the target applies. The more spec:ific the
restrictions, the more difficult tre search,

Wyoming is highly committed to guaiity stendserds for its services.
but 1t is essential the we have as much flexibility to meet service
priorities as 1is possible.
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Senator SiMPsON. It’s very dramatic presented in that fashion. I
appreciate that very much.
Now, Carol Miller, please.

STATEMENT OF CAROL MILLER, MPH, CHAIR, RURAL HEALTH
COMMITTEE, AMERICAN PUBLIC HEALTH ASSOCIATION, AS-
SISTANT DIRECTOR, LA CLINICA DEL PUEBLO, TIERRA AMA-
RILLA, NM

Ms. MiLLER. Thank you, Senator Simpson. I appreciate the oppor-
tunity to address this very important field hearing of the Senate
Special Committee on Aging.

It is a pleasure to be in Wyoming to discuss the health and social
service needs of frontier areas.

Today is almost 21 years to the day when I first came to Wyo-
ming. 1 have to say that I came to Wyoming an Easterner and I
left 3 weeks later a confirmed Westerner. I have not left the Rocky
Mountain States since. If I had never come to Wyoming, I don’t
think I would be the person here to talk about frontier health and
social service programs.

My testimony is a little longer than the others. I am going to set
the framework for where the frontier concept came from, and
where we hope it is going. Recognition of frontier needs and the
development of programs and regulations that will work in frontier
areas i8 very necessary. It will help our country eliminate a perva-
sive form of discrimination—geographic discrimination—where the
more populated areas and their representatives develop programs
that are inappropriate for sparsely populated large geographic
areas. It is fitting that this discussion take place in Wyoming, the
Equality State, where the State motto is “Equal Rights.”

Why are frontier areas important? Activists for appropriate
health and social service programs in frontier areas, like myself,
are always being told that our concerns are irrelevant, that no one
lives there, and that urban needs are more important. We cannot
allow that urban attitude to either ignore or discriminate against
45 percent of our country.

If you look at the map,! the areas that are blacked out on that
large map are counties with six or fewer persons per square mile,
which is one of the proposed definitions of frontier. We are talking
about a tremendous part of the country. Using that definition
there are 27 States with frontier areas.

Frontier areas are extremely important to the wealth of the
United States. These areas contain natural resources like timber,
water, wildlife, grazing lands, minerals, oil, gas, most of our nation-
al parks and forests, Indian reservations, our richest farmland at
the eastern edge of the frontier, open space, and military installa-
tions essential to our national security. There are no east-west
transportation or communication systems that do not cross exten-
sive amounts of frontier land.

Millions of people pass through frontier areas every day from
other parts of the United States. Those who get sick or have an ac-

! See p. 104.
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cident expect that someone will be there to help. And there are
people there, most often the volunteer Emergency Medical Techni-
cians that arrive with an ambulance, or there is a small clinic or
health facility, usually with underpaid and overworked health care
providers who are struggling to keep their practices going in a
system that is working against them.

I am a volunteer Emergency Medical Technician in New Mexico.
It is extremely difficult to cover the large areas that we do. One
thing that is unique about frontier areas is the sense of volunteer-
ism and people helping people that we just take for granted that I
don’t think happens in other places.

Just to give a brief history of the Frontier Health Movement, in
1893, just after the 1890 Census, people on the East Coast decided
that there was no longer a frontier in this country. They had
thought there was up until that point, and I don’t know whether it
was Wyoming joining the Union that convinced them that there
was no frontier left, but it was the 1890 Census from which they
determined that the frontier had been conquered. They were using
a definition of two or under per square mile.

However, in 1984, the frontier was reborn. Frank Popper, who
has been the guiding light of this return to the frontier, is a demog-
rapher, interestingly enough, in urban studies in New Jersey. He
looked at the map again and said “Wait a minute. We still have a
frontier.” It’s no longer a line, although it is pretty close to a line,
if you look at a map like this. There are frontier communities and
places all over the country.

In 1980, one-quarter of the United States had a population densi-
ty of less than two per square mile. Even in California, which has 4
of the 16 largest cities in the United States, 7 percent of the land
area is frontier counties.

“For a place that was supposed to have disappeared generations
ago, a lot of frontier is still left. The frontier is off the beaten track,
our national governing classes, as well as many of the rest of us,
have no reason to notice it. At best, it is a place to fly over.” That
was the opinion of Dr. Popper, the demographer.

However, those of us who live in frontier areas—well, there are
some things we do not want people to notice about us, so they don’t
all want to move in. But there are other things we hope they do
nofice. Our tasks of providing services in these areas are very diffi-
cult.

In 1985, the Public Health Service called together a group of
people to establish a Frontier Health Care Task Force. This group
worked very hard coming up with some definitions of frontier. We
were successful in getting one of the bureaus of the Department of
Health and Human Services, the Bureau of Health Care Delivery
and Assistance, to adopt a definition of frontier and supposedly
give special consideration to frontier areas.

The U.S. Senate, led by Senator Hatch of Utah, did get special
consideration of frontier areas into two pieces of legislation. But
some of us working in the frontier think that is too hit or miss.

Then you have the problem we are talking about, where one pro-
gram is administered one way, and another program is adminis-
tered differently. The Frontier Task Force, now a part of the Na-
tional Rural Health Association, decided last November to start ad-
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dressing various forums like this, and talking to people in Congress
about a uniform definition of frontier. For example, an amendment
to the preamble of the Public Health Service Act so that all pro-
grams under that act would take into account the special consider-
ations of frontier areas.

It has been very hard to establish this definition, and I am going
to lay out a few guidelines this morning. The Office of Technology
Assessment was asked by Congress to define rural, and tell them
what a rural area is. I see others have copies of that report here.
What they did was come up with a 70-page report that said rural is
a lot of things to a lot of people, and there are a lot of definitions,
and we are not going to risk making one.

They basically said—and this is the jam that people who work in
programs, I am sure, get into all the time—the Census Bureau de-
fines it one way, the Department of Agriculture defines it another
way, Health and Human Services defines it at least four different
ways that I know about, whether it is the Health Care Financing
Administration, defining a rural hospital, the National Health
Service Corps defining a rural area, of other programs.

The Office of Management and Budget also has their own defini-
tion. However, it is very important to come up with a standard def-
inition of frontier, because not having one is too divisive. Recent
legislation in 1988, Section 799(a) of the Public Health Service Act,
Interdisciplinary Training for Rural Areas, has now defined fron-
tier as seven or fewer per square mile.

We think one thing that has happened is that people are hooked
on a number. Now there is a big debate as to whether it is six,
seven, what is it? I would like to propose today, and hopefully the
Senator will take this back to Congress, that there are a combina-
tion of characteristics that make up a frontier area. It is not solely
a magic number of how many people live in the county.

One thing that there has to be is what we call a service area, or
a catchment area. The most reasonable place to set up services is
around a trade area. I am sure from the map of the Wyoming hos-
pitals, which are distributed fairly well throughout the State, that
they are located in service areas where people are used to going for
shopping or other services, in addition to health care.

e other thing is that we have to look at sub-county units. The
Senator addressed that. When you have one large population
center in a western county, there may be small communities 100 or
more miles away, who are not qualified for any kind of Federal as-
sistance. When this assistance is based on a population-to-%hysician
ratio, for example, that one population center will throw the entire
county out of eligibility for program support.

In New Mexico, we looked at sub-counties and found that 72 per-
cent of the State was frontier. On a whole county basis, it would be
50 percent. I am sure in Wyoming we could get up to 100 percent of
the State that would qualify as frontier.

Another of the important characteristics is distance. The Federal
guidelines we have right now, talk about distance to next level of
care.

It is not enough to say that here is a small physician’s office in a
small town in Wyoming and the next level of care is a local hospi-
tal that might not be fully staffed. The next level of care has to be
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able to handle the 24-hours emergency. In New Mexico, we only
have one major trauma center in the whole State of New Mexico. I
am sure that’s the case here, also. You are feeding People in from
other communities and other hospitals. Even your “urban” hospi-
tals are serving primarily the frontier population.

We think it is very important to have States involved in the des-
ignation process. Who knows better than local government and
Governors what is going on in their State. There are Federal pro-
grams that allow Governors and local officials to appeal a designa-
tion process and speak for the medically underserved area. I know
Wyoming has tried to get designated a number of times, and not
qualified, there is a way that the Governor can request a designa-
tion.

One point that would be really helpful is that once an area is
designated as a frontier, it is going to be frontier for all programs.
So if you are a hospital located in a frontier area, you are a fron-
tier hospital. You would not go through the debate as to whether it
is rural or frontier. We are going to designate areas, not popula-
tions.

I want to read from the policy that the Bureau of Health Care
and Delivery Assistance has. We went through months and months
of discussion about how to write it. We had to put in there a state-
ment big enough to drive a truck through, which says “Because of
the unique nature of frontier areas and the difficulty in developing
eligibility criteria which fit all cases, there will be an opportunity
for organizations to justify any unusual circumstances which may
qualify them as frontier. For example, geography, exceptional eco-
nomic conditions, or special health needs.”

We had to have that in there, because even frontier areas can be
quite different from each other.

I am going to run through a couple of specific frontier recom-
mendations I would like to see. One would be a National Center
and Clearinghouse for Frontier Health and Social Services. There
is now a National Rural Health Information Center jointly operat-
ed by the Department of Agriculture and the Department of
Health and Human Services. Yet I can’t get any information about
home health programs in frontier areas, as we heard this morning.
I can’t get information about how the emergency medical services
are different in frontier areas. I really believe we need one nation-
al focal point, where we can network and exchange the kinds of in-
formation we need. Programs for the elderly, you name it—frontier
is totally different from rural.

We need frontier demonstration programs, and I just want to
throw out the concept of payments of lieu of taxes, or PILTS. If we
were to overlay a map of Federal lands over this map of frontier,
there is a tremendous amount of Federal land in frontier areas
that does not add to our local tax base. The PILTS primarily go to
education and roads.

I would like to see Congress designate some way that we can look
at PILTS going into the health and social service system. We do
not have the tax base to operate the programs, partly because of
this Federal lands issue.

I have other recommendations on other programs, in the written
testimony.
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I will say one thing about the Medicare Program, because this is
the Committee on Aging. I was very happy to hear that Medicare
is going to look at more preventive services for the elderly. We find
at the clinic where I work that it is very discouraging to tell people
that preventive services are not covered under Medicare. It causes
real hardship, and people are going without. I think we have
learned in health care that preventive services save a lot of money
down the road. I hope that the message I heard yesterday does go
through as legislation.

Thank you.

[The prepared statement of Ms. Miller follows:]
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Senator Simpson: Thank you for the opportunity to address this
very important fieid hearing or the Senate Speclal Committees on
Aging. It Is a pleasure to be in Wyoming to discuss the health
and social service needs of frontier areas.

Today is almost twenty-one ysars to the day of my rirst visit to
Wyoming. Since then I have returned to this beautiful state many
times. I came here 21 years ago an Easterner and left the state
several weeks l/ater a Westerner. ! have stayed i/n the West ever
since. In fact, if I had never come to Wyoming, | doubt I would
be the person here today talking about frontier health and social
service programs.

Recognition of frontler needs and the development of programs and
regulations that will work in frontier areas Is very necessary.
It will help our country eliminate a parvasive form of
discrimination - geographic discrimination - where the more
populated areas and thelr representatives develop programs that
are Inappropriate for sparsely populated, large geographic areas.
It Is ritting that this discussion take place in ¥Wyoming, the
Equality State, where the state motto is "Equal Rlghts.”

WHY ARE FRONTIER AREAS IMPORTANT?

Actlvists for appropriate health and social service programs in
frontier areas are always being told that our concerns are
"irrelevant,” "no one [ives there,” and that "urban needs are
more important.” We can not allow that urban attitude to either
ignore or discriminate against 45% of our country.

Frontier areas are extremely important to the wealth of the
United States. These areas contain natural resources !ike timber,
water, wildlife, grazing land, minerals, oil, gas, most of our
national parks and ferests, Indian reservations, our richest
farmiand at the eastern edge of the frontler, open space
essential for re-creation, and military instaliations essential
to our natlonal security. There are no east-west transportation
or communications systems that do not cross axtensive amounts of
frontier Iand.

Millions of people pass through frontier areas every day from
other parts of the US. Those that get sick or have an accldent
expect that someone will be there to help., And there are people
there, most often the volunteer Emergency Medical Techicians that
come with an ambulance or other dedicated (usually under-paid and
over-worked) health professionals struggling to keep their
cliniec, practice, or hospital open despite incredible odds that
work against frontier medicine.
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History of the Frontier Health Movement

"Up to and including 1880 the country had a frontier of
setti/ement, but at present the unsettled area has been so broken
into by isolated bodies of settlement that there can hardly be
said to be a frontier line.” This quotation from the US Census
Bureau are the opening Iines of Frederick Jackson Turner's 1893
essay, "The Significance of the Frontier in American History.”
Turner and the Census Bureau thought in terms of a national
frontier line running north to south beyond which there were
fewer than 2 people per square mile. After the 1890 Census thls
line was gone and Turner and the Census Bureau declared that the
frrontier was gone.

In 1984, the frontier was re-born. Frank Popper, a demographer in
the Urban Studies Program at Rutgers University in New Jersey,
published a series of articles which'stated that the American
frontier still existed. There was not a frontier Iine but a lot
of frontier still remains. The 1980 Census found that there were
143 counties with fewer than 2 people per square mile and that
these counties total 949,500 square miles - one quarter of the
United States.

Even California, with four of the sixteen largest cities in the
US, has 2 rrontier counties that are 7 percent of the land area
of the state ~ and this is using the less than two per square
mile definition. According to the Bureau of Land Management
(8LM), 383 miltion acres of frederal public land - 17% of the us,
and all in the West - have never been surveyed.

Using a frontier definition of less than six, there are 394
frontier counties and 45% of the land area of the US.

As Popper states in a 1984 paper, "For a place that is supposed
to have disappeared generations ago, a lot of frontier is left.
...The frontier is off the beaten track: our national governing
classes, as well as many of the rest of us, have no reason to
notice it. At best, it is a place to rly over.”

A Nebraska clinic adminstrator, Larry Jeter, read Popper's work
with great interest. He felt that many national health policies
did not recognize the differences beween frontier areas and rural
areas. He began to contact western Regional Offices of the US
Public Health Service and the National Rural Health Associatlon
to Initiate dialogue on frontier health delivery issuses.

A Public Health Service Frontier Task Force began to meet in
December of 1985. The meetings of this group led to the adoption
of Primary Care Activities in Frontier Areas, Regional Guidance
Memorandum 86-10 by the Bureau of Health Care Dellvery and

Assistance ?BHCDA), DHHS,

This policy - which will be explained in more detail in a minute
- defines a frontier area and dellneates funding and service
issues for BHCDA programs; primarily the National Health Service
Corps and Migrant and Community Health Center Programs (Sections
329 and 330 of the USPHS Act).

Frontier meetings have continued to take place either formally or
informally among the people who are frontler activists, most
recently though a Frontier Task Force convened by the National
Rural Health Association. This Association recentiy approved a
petition from members in frontier areas to estabiish a Frontler
Const/tuency Group within its organizational structure.

DEFINITION

1. Difficulties in Estabiishing a Definition

It /s not easy to define a frontier area. Last July the
Congressional Office of Technology Assessment (OTA) issued a
pamphlet called Defining "Rural” Areas: Impact on Health Care
Policy and Research. This pamphlet analyzed the various
governmental definitions of rural areas; Census Bureau,
Department of Agriculture, Department of Health and Human
Services, and Office of Management and Budget as well as non-
governmental agencies and university-based research definitlions.
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The OTA paper states in the Summary:
There is no uniformity in how rural areas are defined ror
purposes of Federal program administration or distribution
or funds. Different designations may be used by the same
agency. For example, Congress directed the Health Care
Financing Administration to use Census' non-urbanized area
designation to certify health facillitiss under the Rural
Hea{fh Clinies Act, but to use OMB's MSA/nonMSA
designations to categorize hospitals. ...

There have been calls to develop a standard rural typology

««. Although a standard typology may be desirable, It will

be dirricult to arrive at, because the different typologies
have merit for various purposes

Daspito_this statement, | belileve that it is critical to develop
a dofln{tlon that clarifies what constitutes a frontier area. The
definition will not be a single number but will rather consist of
a matrix or series of screens to evaluate local conditions.

Too many people have heard of the frontlier concept and seized
upon the single number part of existing derinitlons. For example,
6 or fewer per square mile is used by BMCDA, in HRSA. In 1988,
Congress passed "Section 7994, Health Care for Rural Areas,”
administered by the Bureau of Health Professions, HRSA, which
provides funding for interdisciplinary allied health training
programs in rural and frontier areas. This Act defines frontier
as less than 7 per square mile.

The difference, on a county basis, between 6 or less and less
than 7 is about 50 counties.

In order to standardize a frontier definition withln Federal
health programs, ! have recommended that the Preamble to the
Public Health Service Act be amended to establish a frontler
category that will apply to all Public Health Service programs.

11. Essential Components of the Frontier Definition: The Issue is
Access

1. Service Area/Catchment Area

The area to be served by the health or social service
program needs to be defined. A service area makes the most
sense it it can be organized around an existing trade or
market area.

The services provided should be appropriate to the size
of the population. The matrix entitled "Minimum Recommended
Health Services” in the Attachments describes the types of
services appropriate for a variety of population sizes.

2. Sub-County Units

Because of the large size of most frontier counties, it is
important to develop a methodology for sub-county
designations.

with current county-based designations, a single poputation
center can elevate the population density above what is
generally considered "frontier.” In large, primarily,
Western counties, the rest of the county is frequently very
sparsely populated and is located 50-100 miles or more from
the population center.

This is also true of other Federal designations |ike the
Health Manpower Shortage Area (HMSA). The HMSA is based on
a physician to population ratio within a county. The single
large population center often has an adequate supply of
health professionals but smaller communities at a great
distance are not eligible for Federal parsonnel.

There is currently not a good data file for square mileage
of sub-county units. We need a data source which will allow
us to deflne a service area and be provided information on
its square mileage. The US Geological Survey (USGS) may be
the best source of this type of data.
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3. Geographlic Factors
Distance, climate, availability of transportation systems
contribute to frontier status.

Distance to existing or proposed services is the primary
geographic factor. The services need to be appropriate
for the population to be served.

For example, the BHCDA policy 86-10 says that a frontier
primary care site will be 45 miles and/or 60 minutes
average travel time to the next level of care and that

this next leve! must be "a facility with 2u-hour capability
to handle an emergency cesarean section or a patient having
a heart attack and some specialty mix to include at a
minimum, OB, PED, IM, and anesthesia services."”

4. State Involvement in Designation Process

It is very important to assure States' involvement in the
frontier designation process. States have been assured
partlicipation in other types of designations. For example,
the designation for the Medically Underserved Area, which
is required for Migrant or Community Health Center funding
states:

The Secretary may designate a Medically Underserved
population that does not meat the criteria established
under paragraph (4) it the Chief Executive Officer of
the state in which such population is located and local
officals of such state recommend the designation of such
population based on unusual local conditions which are a
barrier to access or the availability of personal health
services.

PL_99-280, Health Services Amendments Act of 1986

Similar language should be included with a frontier
designation, however with "frontier" we are designating
areas not populations.

5. Universal Frontier Area Designation

This point is simple - a frontier area is a frontier area
is a frontier area. Once an area has been designated as
rrontier for one program, it is frontier for all programs.
A frontier designation defines an area not a population. We
need to avoid the designation problems with many rederal
programs where you need to be an MUA for one program and

a HMSA for another; the hospitals located [n frontier areas
are frontier hospitals, etc.

6. Appeals Process ) .
Tt is very difficult to develop a cookie-cutter designation

for a frontier area. Organizations should have the right to
appeal a designation denial.

The BHCDA frontier policy 86-10 contains a statement which
allows organizations to request a rrontier de{ignatlon. An
expansion of this concept can provide the basis of an
organizational appeal process:

Because of the unique nature of frontier areas aqd the
difficulty in daveloping eligibility criteria which rit
all cases, there will be an cpportunity for arganlzqtlans
to justify any unusual circumstances which may qqal:fy
them as frontier, for example, geography, exceptional
economic conditions, or special health needs.

Primary Care Activities in Frontier Areas - Regional
Guidance Memorandum 86-10, Bureau of Health Care Delivery
and Assistance, DHHS
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RECOMMENDAT IONS

FRONTIER PROGRAMS
1. NATIONAL CENTER AND CLEARINGHOUSE FOR FRONTIER HEALTH
AND HUMAN SERVICES
In order to learn more about the existing health and
social service programs in frontier areas, a National
Centar should be established to gather information and
racilitate the sharing of informatlon among programs. This
National Center should be located in a frontier area and
have an independent advisory board made up of both frontlier
providers of services and frontier residents/consumers.

An initial appropriation of $500,000 should be adequate to
set up a National Center. Frontler people are used to
"making do" and this project should be very reasonable to
fund on an ongoing basis. In the long run this Center will
save money because it will help to prevent duplication of
services. Frontier programs will be able to learn of
successful programs in other frontier areas as well as
learning about which programs did not work.

Too many times, solutlions proposed for frontler problems
are programs or methods that worked in an urban settling.
These solutlions frequentiy fall when tried In a frontier
area.

2. AMEND EXISTING LEGISLATION TO INCLUDE RECOGNITION AND
CONSIDERATION OF THE SPECIAL NEEDS OF FRONTIER AREAS AND
BUILD IN THESE CONSIDERATIONS TO ALL NEW HEALTH AND SOCIAL
SERVICE LEGISLATION
There is already a considerable groundswell! in the Congress
to amend the Preamble to the Public Health Service Act so
that all PHS programs will take into account the special
needs of frontier areas. This should occur as soon as
reasible. When this has been accomplished, other
tegislative needs will be propossd.

The National Center and Clearinghouse for Frontlier Health
and Human Services will provide the logical leadership and
rocal point for further legislative action.

3. FRONTIER DEMONSTRATION PROGRAM

Funds should be provided to establish a series of frontier
demonstration projects leading to the development of
appropriate frontier service delivery models. Integrated
models that have systems to provide primary care, EMS,
Primary Care Hospital (PCH), public health, mental health,
and !inkages to social services if not directly provided
need to be developed and evaluated.

The call for integrated systems is coming very strongly
from DHHS at this time. We need to assure that urban models
are not developed and superimposed on frontier settings. In
ract, ir an succesrul integrated system can work,
overcoming all the dirficulties Inherent in frontier
service dellvery, that system could probably work anywhere.

4. PAYMENTS IN _LIEU OF TAXES (PILTS) FOR HEALTH CARE
Because so much of the land in frontier areas belongs to
the federal government and is not part of the local tax
base, it is important to extand PILTS to help support the
health care system in the areas. In most places PILTS now
are paid to countles and used primarily for schools and
roads.

EXISTING PROGRAMS
1. MEDICARE
Passage of legisiation to allow for direct Medicare
re lmburssment of nurse practitioners.

Expand cost-basad reimbursement program - Federally
Qualified Health Center (FQHC) - to Medicare. Assure
that Natfonal Health Service Corps sites are named in
the legisiation as federally qualified along with
community and migrant health centers (Federally Funded
Health Centers).
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No increases In Medicare premiums, deductible or co-payment
without application of means test. Increases are

regressive and put a disproportionate burden on the low
income elderly. They are already unable to pay their share.
Writing off the deductible and co-payment place a
tremendous flnancial burden on providers.

Allow Medicare to cover prescription drugs for low-income
alderly.

Expand the preventlve services covered by Medicare. In the
long run, prevention will save milllons of dollars and
improve the quality of life for the elderly.

Amend the Clinical Laboratory Improvement Act of 1988 (CLIA
88) to remove financial obstacles to the maintenance of
laboratorles in frontier areas.

2. NATIONAL HEALTH SERVICE CORPS

Expand the National Health Service Corps. Assure that
strong Incentlves are included to assure distribution of
health proressionals to frontier areas. Prioritize the
rree-standing Natlonal Health Service Corps sites,
especlially those in frontler areas. Legisiate a specific
frontier deslignation with its own appropriate criteria.

Expand the Loan Repayment Program; prioritize frontier and
inner city sites rfor loan repayment candidates.

Encourage the education and tralning of physician,
physician assistant, and nurse practitioner specialists in
primary care gerontology. This will help with cost
containment by reducing use of more costly physician
spociallsts by the elderly.

3. MEDICAID

Amend Federally Qualified Health Centers legisiation,
which provides for cost-based Medicald reimbursement,
to Include National Health Service Corps sites for
eligibllty retroactive to April 1, 1990 along with
communlity and migrant health centers (Federally Funded
Health Centers).

Expand eligibilty to Medicaid. Allow 2-parent poverty level
householids to quallfy.

PROGRAMS FOR THE FUTURE

A wide array of health and soclal service programs are needed to
Improve the quallity of life for frontier and rural elderly. Some
of the areas needing immediate attention are transportation,
housing, adult day care and home care programs, meals programs to
assure adequate nutrition, access to the entire spectrum of
physical and mental health care services and the establishment
of social support systems. People should not have to spend their
older years in isolation, separated from family and rriends.

SUMMARY

Thank you again for the opportunity to share ideas on the
problems and some possible solutions to front fer health and
social service needs. [ cannot take sole credit for these /deas
bacause there s a dedicated group of health care professionals
who have gone to meetings, developed position papers, and
advocatad for the unique needs of frontier areas for a number of
years. It has been an honor to be a part of thils effort.

in addition to my testimony, ! am submitting addl{lonal materials
to serve as background Information which I hope will prove
helpful to future policy development.**

**See Appendix--Item 1,
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Senator SiMpsoN. Thank you very much. That is very impressive
testimony.

Let me just ask a few questions, if I may.

Mary, in your task as a home health care consultant through the
Depa;tment, how long have you been working in this field in Wyo-
ming?

Ms. NerzNER. For 15 years.

Senator SiMPsoN. And these little cameos that you present from
real life, are they usual, in your experience? Those are different,
but usual, are they, in a sense?

Ms. NeTzNER. They are very usual, yes.

Senator SimpsoN. And from what I think you are saying, and
from the testimony I read last night, it seems that many of these
people in Wyoming are getting the help they desperately need,
only because staff is willing to go the extra mile—sometimes
beyond anything required or even anticipated by Federal policy. Is
that correct?

Ms. NerzNER. Yes. We have a very supportive network in the
communities. Everybody, not just the agencies, goes beyond what is
expected.

Senator SimMpsoN. And that is sometimes when the comment
comes from the Federal authorities, as you do that? Is that correct?

Ms. NETZNER. Yes.

Senator SiMpsoN. When you avoid their activities of preciseness
that just don’t fit Wyoming?

Ms. NETzZNER. Yes, we have to take them out of one program and
into another.

Senator SimpsoN. Flexibility is what we are seeking in the Feder-
al law, and that’s what you are trying to do without the Federal
law right now.

Ms. NETzZNER. Right.

Senator StMpsoN. Mr. Heinlein, you dramatically present that. I
often say there are only 34 communities in Wyoming that play 11-
man football. That kind of surprises people, but that’s the way it is.

When you use this term “census designated places,” what again
does that mean, for the record?

Mr. HEINLEIN. A census designated place is either an incorporat-
ed town, city, borough, something like that, that has corporate
limits, or an area, a cluster of people living together that are not
incorporated but have a population of at least 1,000. According to
the statistics that I have, Warren Air Base, which is not a part of
Cheyenne, is a census designated place, and I believe Jeffrey City is
also listed as a census designated place.

It is a cluster of people. But 29 percent of our population lives
s&;meplace other than incorporated areas or census designated
places.

Senator SimpsoN. That is the 29 percent of Wyoming’s population
who, according to statistics and the U.S. Bureau of Census “don’t
live anywhere?”’

Mr. HEINLEIN. That’s correct, Senator.

Senator StmpsoN. Is that really it?
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Mr. HEINLEIN. Right. They are outside the main places of the 101
named places. That's correct.

Senator Srmpson. Which of Wyoming’s counties exceeds the six
people per square mile ratio?

Mr. HEINLEIN. If we go by the 1990 DAFC population estimates,
which the Division of Administration of Fiscal Control, it is
Albany, Campbell has just over six, Goshen County also just over
six, Laramie County, Natrona County, Sheridan, and Uinta Coun-
ties.

Senator SiMpsoN. There’s the point. Folks that live on the edges
of these urban areas within small counties—the access issue is the
problem. Do you think the counties are the most useful unit to use
for %nalysis here, or do we need something smaller—a sub-county
unit?

Mr. HEinLEIN. I would concur. Something smaller than that does
make sense. If we look, for example, at Laramie County, with a
population density of 26.8 per square mile, if you blipped out Chey-
enne, Laramie County would change significantly. So for a Pine
Bluffs, Carpenter, and all of those, it is very much a different
world than it is for Cheyenne or even for someone like myself who
is not in the county, but I ride my bicycle to work in the center of
the city. It’s a different ball game in the other parts of the county.

Senator SimpsoN. Thank you.

Carol Miller, again, thank you so much. Based on your long expe-
rience, why do you think the advocates of frontier areas are simply
not heard, or not widely heard? What is it?

Ms. MircLer. I think that we are so accustomed to helping our-
selves that we have not gotten it into our heads yet that we have to
get out there and raise these issues. I feel very fortunate that the
clinic where I work, which had been ignored by the Federal Gov-
ernment for a long time, the board finally just said we had to go
out and talk about what was happening. Over the past decade what
happened was that physicians left the areas, as you mentioned, to
go to more high-tech settings.

We were not able to recruit. There were no programs. We can’t
get registered nurses. We are hoping to be able to begin providing
home care. People just relied on themselves and relied on their
neighbors.

I hope that the national tide will turn, because we are just too
important to the national economy, to be ignored. Also, there are a
lot of people in frontier areas. Our programs are very cost-effective.

When I worked for the Federal Government, I found that in fron-
tier areas the average clinic got a subsidy of between $60,000 and
$70,000. That mostly paid the mid-level nurse practitioner or the
physician assistant salary, which could not be made when provid-
ing care to low income people.

In larger places, people are more used to the social service
system, they are used to getting more help from the Government.
There are Federal clinics that get $7 million. I can give an exam-

le. Region 8 covers all the Rocky Mountain States. It gets about
gll million, $7 million in the community health center program
stay in Denver. All the rest of the States in the region divide up
everything else. I would say there is something wrong there.
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One final comment, a lot of programs do not even let frontier
areas participate. For example, the National Health Service
Corps—I know of a doctor in New Mexico who is the only doctor in
a large county who also works in their small hospital. The Federal
Government has told her that when she leaves, the county will
qualify for Federal assistance, but as long as she is there, she dis-
qualifies the whole county.

It is a real Catch-22, and I know it is happening all over.

Senator StmpsoN. That is one of the things we will have to get
reestablished. Senator Durenberger has always been a great advo-
cate of rural health care. With his help, we did, last November, fi-
nally create an awareness of rural versus urban, a small step. Now
we can push that a step further and develop that same awareness
of the “frontier,” and people like you, with your vast background
can help us do that. This use of a frontier demonstration project is
of interest to me.

You mentioned that, and the PILTS program, payment in lieu of
taxes, is fully incomprehensible to people in the East. They don’t
understand what that means. But it is very important here, with
non-Federal land. So your suggestion to use those funds for PILTS
is very helpful. I think it is a case of awareness, but there is this
issue of rugged independence. The cattlemen don’t ever ask for
money from the farm program, and they go up and down like yo-
yos, and in and out of business. That is a part of our trait. You
know the Rocky Mountains from living here.

This is very helpful material to us, and it is all on the record and
will be presented to the staff and to the Chairman of the commit-
tee. I thank you all very much. This has been very helpful.

We will now hear from Dr. Larry Meuli, Administrator of the
Health and Medical Services of Wyoming. He is responsible for ad-
ministering all State and federally funded health programs
throughout the State of Wyoming. He was the Director of Family
Health Services for the State, has a distinguished academic back-
ground, and serves as President of the Wyoming Chapter of the
American Academy of Pediatrics Practice, practiced at Missoula
and Loveland, and chaired the Department of Pediatrics at Chil-
dren’s Medical Center in Tulsa, and is a delegate to the Wyoming
Medical Society. He is very active, and very accessible—I have
found him so. I know this is a special effort for you, I know of the
illness of your wife, and we wish her full recovery. I know that’s a
troublesome personal issue, and I hope she is doing much better.
We pray for that.

Dr. MeuLl. Thank you, Senator.

Senator SimpsoN. We have Evonne Ulmer, from Weston County
Hospital in Newcastle. She oversees all aspects of administration
and planning and acute care at that small hospital. She has devel-
oped a number of innovative successful projects at the facilities in
diversified care. She has her degree in nursing from St. Luke’s
School of Nursing in Duluth, and St. Joseph’s in Maine, and a Mas-
ter's in Health Administration. She has been deeply involved in
Newcastle, including being a member of the board of the Wyoming
Health Care Association, a member of the rural task force. She and
I have often visited in Washington, and she is a very able lady.
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We also have Dr. David Driggers here. He is the Director of the
Natrona County Family Practice, Program Director for the Univer-
sity of Wyoming Family Practice Residency Program. That is a
very important thing. He is responsible for training a large
number of the physicians who will practice in the most isolated
andkremote regions of the State, hopefully. That doesn’t always
work.

He received his Bachelor of Science from the U.S. Air Force
Academy, his M.D. from the Medical College of Georgia. He has
been practicing in Casper for the past 10 years, and has done nu-
merous research papers, written articles on the sweeping range of
medical topics from pediatrics to geriatrics. He is Associate Dean of
the College of Health Sciences at the University of Wyoming, and
Chairman of the Central Wyoming Cooperative Board of Higher
Education, active member of the American Academy of Family
Physicians, and the Wyoming Medical Society.

If this distinguished panel will proceed in that order, within the
time constraints as previously explained. We appreciate all of you
being here very much.

STATEMENT OF DR. LARRY MEULI, M.D., ADMINISTRATOR OF
HEALTH AND MEDICAL SERVICES, STATE OF WYOMING

Dr. MeuLL Senator Simpson, thank you very much for inviting
us to participate in this panel, and to provide testimony regarding
rural health and frontier health issues.

As Ken Heinlein explained earlier, in the 1990 Census, when you
look at Wyoming, seven of our counties are rural, 16 of our coun-
ties are frontier—they don’t even meet the rural definition. By the
census of 1980, it was actually five rural counties, and the rest
were all frontier.

The frontier is a concept that is just beginning to be recognized. I
think the frontier is as uniquely different from rural as rural is
from urban. Ken Heinlein set the stage for the fact that our health
care facilities licensure and survey team that surveys hospitals
around the State, has 27 acute care hospitals in the State of Wyo-
ming to survey.

When we presented our transportation budget to the central
HCFA office, it was interesting—this was several years ago—they
slashed our budget by about 50 percent. When asked for an expla-
nation, the explanation was that Delaware has 27 acute care hospi-
tals, and they don’t need that kind of a travel budget.

As explained earlier, if you look at our 27 hospitals, each of the
hospitals cover a geographic area one and a half times the size of
the State of Delaware. So we did need a little larger transportation
budget.

As I go through this, I want to talk briefly about our public
health nursing. services, our health care facility licensure and
survey program, our WIC program, our AIDS and STD program,
our maternal and child health block grant, and a little bit about
access to care. Some of these do not directly apply to the elderly,
but certainly a great number of these issues do.

In Wyoming, most of our public health nursing agencies and
WIC agencies are co-located. They do a wide variety of tasks, and
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in many cases are the primary entry point for people into the
health care system. The public health nurses provide services from
home health visits to the elderly, to the high risk mother, to the
infant, to the immunization clinics, they provide disease followup,
and a lot of education classes, plus a number of other things. This
is entirely different from what public health nurses do in an urban
area.

This emphasizes the expanded role of the public health nurses in
frontier States, like Wyoming. Therefore, many of the stringent
rules and regulations that are written for Medicare, for laboratory
licensure, for maternal and child health projects, and for home
health care agencies adversely impact our ability to provide those
services in one community agency. Again, we combine things, the
Federal Government tends to divide things.

I see what is happening, that the rules and regulations apply to
areas where there is a concern about duplication of services. In
Wyoming our major concern is gaps in services.

To give you some examples, a home health nurse and a therapist
in an urban agency—in a metropolitan area—can average six to
eight visits per day. In a rural agency, they can average about four
visits a day. But when you get into a frontier area, where you are
talking about long distances, they only average about two and a
half visits per day. However, when reimbursement is considered,
reimbursement is based on the whole across the Nation, the nation-
al average. So the time spent in administration and travel is not
considered in the reimbursement situation.

Another regulation that our public health nurses are faced with
is that nurse aides making home visits, as Mary Netzner men-
tioned earlier, have to be able to contact their supervisory nurse by
telephone. If we are unable to fulfill that requirement and if it is
strictly enforced, then as she said, about one-third of our home
health agencies will be decertified in the State of Wyoming, so
ghefe will be no services available for home health care for the el-

erly.

The other thing is that our sparse population makes for a very
small case load in many of our communities. Because of that, our
home health aides and homemakers many times are underutilized
and underemployed. Therefore, our aide turnover is relatively high.
There are now new requirements coming in that aides have to be
certified and have to meet minimum requirements to work in a
certified agency. Again, this is going to impact us very directly, be-
cause it is going to be difficult for those aides to become certified in
a frontier area, and with the high turnover rate, we will again
have big gaps in services.

The Wyoming Medical Facility Survey Teams are teams that
survey hospitals, nursing homes and other health care facilities,
and they travel approximately 155,000 miles a year. They spend ap-
proximately 40 hours per month on the road. Again, when you
start with the reimbursement formula, that kind of road time is
not reimbursed. It is the amount of time that is spent in the facili-
ty that is reimbursed.

You can see that it makes it difficult for us to obtain and retain
personnel. They are away from their offices 85 to 90 percent of the
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time. Much of the time they are on the road, because of the great
distances involved.

Another thing we are concerned about is the nurses aide training
that is going to be required for the nursing homes. They have to be
trained in a deficiency-free facility. In the United States there are
only about 300 of these nationally. There is none in Wyoming, so it
makes it difficult for these aides to receive their training.

Another thing under the present law is the pre-admissions
screening and annual resident review (PASARR). That has to do
with patients being admitted to long-term care facilities, to nursing
homes, having to go through that review. If they have mental ill-
ness or are developmentally delayed, the nursing home is required
to see that those patients get active treatment. In many of our
small communities, the professionals are not there to provide that
active treatment, so that necessitates that some of these people end
up going to the State Hospital in Evanston or the State training
school in Lander, a long way from their support system. That
placement may not be in their best interests, but to follow the Fed-
eral guidelines, we are required to do that.

I want to talk briefly about the WIC program. I know this is a
mothers, infants, and children program which does not directly in-
volve the elderly, but I want to make some points about how this is
difficult for us.

Our WIC services are provided through 15 local agencies and 39
outlying agencies. Some of the clinics we provide through the WIC
program, we are only able to be there every month, or every other
month. For example, areas like Sundance, Newcastle, Lusk, Han-
nock, Afton, Pinedale, etc., have clinics either monthly or bimonth-
ly. Regulations require that we provide service, expedited services
within 10 days to newly diagnosed pregnant women and infants ad-
mitted to the program. However, it may take 30 to 60 days for us to
have a clinic in the area where that mother is located.

Consequently, for us to fulfill the guidelines, that mother may
have to drive 45 to 100 miles to meet that 10-day requirement at
another one of our clinics, to become certified. This does not seem
to be reasonable.

Another requirement we are under is that we get referrals of
pregnant mothers to clinics to treat smoking and substance abuse.
In many of our small communities, there are no programs like this,
and we cannot fulfill that requirement.

Another interesting requirement for the WIC program is what is
called vendor monitoring, which means that we are required to see
that the grocery stores who are providing the food staples for the
WIC mothers and children are providing it accurately and are
doing it efficiently, and there is no fraud or abuse involved.

The Federal guidelines say that to do this, we have to do covert
operations, to test these grocery stores, to see if they are doing it
correctly. Can you imagine going into a grocery store in a place
like Frannie and doing a covert operation? Frannie has maybe five
or six people that are on the WIC program, and represent maybe
two or three families. The grocer knows everybody within a 50-mile
radius. There is no way we can do that.

We have a lot of communities exactly like that. Even in Laramie,
WY, where the WIC program did a pilot of this to see if we could
slip in a disguised WIC participant to check out the food staples in

34-1750 - 80 - 2
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that store, to see if there was any abuse, the second time this
woman went to that store, she was immediately recognized and
called by her name. So that shot down that whole thing.

The other thing about this is that it is a kind of entrapment that
is not well received in Wyoming. We have been above board and
tried to educate our vendors and be straightforward with them,
and assume that they are innocent people and doing a good job.
When you come in with a covert operation like this, it is very detri-
mental to your program when you are trying to build cooperative
relationships with them.

I want to talk briefly about our sexually transmitted disease and
AIDS program. Frontier communities are experiencing significant
declines in morbidity for gonorrhea and for early syphilis. The
thing we are seeing most of in Wyoming is chlamydia. Chlamydia
infections are a type of sexually transmitted disease. It has in-
creased two- or three-fold in Wyoming. However, the national pri-
orities and the national emphasis is on gonorrhea. Consequently,
we can’t access those funds, because we have the wrong disease in
Wyoming.

Therefore, we can expand our public health resources for one dis-
ease that is considered a national concern, but do not have the
flexibility in disease prevention program grants to appropriately
respond to frontier community public health needs.

In most cases in Wyoming, treatment for reportable diseases is
through the private sector, not the public health sector, and we do
not have the resources nor the personnel nor the clinics to ade-
quately treat these diseases in the public sector. Therefore, we can
identi.(?;' the diseases, we just don’t have the money to treat them
and we have this cooperative agreement with the private sector,
which is unique to a frontier area like Wyoming.

In consideration of grants for the AIDS program, many of the
grants are becoming categorical grants. When they become categor-
ical, that means that the grants are let for minority populations,
for homosexual or bisexual males, for the homeless, for migrants,
for specific population groups. In Wyoming, we cannot compete ef-
fectively for these grants, because we don’t have enough people
that fall into these categories to obtain the money. We would prob-
ably have to advertise to get those people, and 'm not sure how
many people would respond to the ads.

Senator SimmpsoN. Dr. Meuli, if you could just do one more
minute, so that we can keep to our schedule.

Dr. MeuL1. Thank you.

The maternal and child health block grants for us are much pref-
erable to the categorical grants, and we feel that that money can
be much better utilized in that way.

The last issue is access to care. In Wyoming, it is difficult for us
to talk about access to care. When we consider health manpower
shortage areas in the State of Wyoming, there are seven criteria
set up to designate these areas, and four of the criteria actually dis-
advantage us, so that we can’t compete effectively to be designated
as health manpower shortage areas. It is difficult for us to get doc-
tors from the National Service Corps to serve in our smaller com-
munities.

Thank you very much for your time and attention.

[The prepared statement of Dr. Meuli follows:]
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Senator Simpson and members of Special Committee on Aging:

It is a privilege for me to have this opportunity to
provide testimony on rural and frontier health issues. According
to the U.S. Census Bureau, frontier is considered as less than 6
people per square mile. In Wyoming, according to 1980 census, we
have five counties that are considered rural. The other eighteen
counties are frontier. Frontier is a concept that is beginning to
be recognized and from my point of view is as uniquely different
from rural as rural is from urban. Federal rules and regulations
are written to avoid duplication of services. In Wyoming the
problem is not duplication of services, but gaps in services.
Federal rules and requlations are designed for wurban or
metropolitan areas resulting in disadvantages for frontier areas.

An example of our uniqueness as a frontier area is
exemplified by our Health Care Facilities Licensure and Survey Team
which has 27 acute care hospitals in Wyoming to survey. Several
years ago, when we presented our survey budget to the HCFA central
office, our transportation budget was slashed in half. wWhen asked
for an explanation, the central office noted that Delaware had 27
acute care hospitals and they didn't need that large a
transportation budget. The point is that each of our hospitals
serves a geographical area 1 1/2 times the size of the state of
Delaware. Sometimes, it is difficult for people from the east to
grasp that concept.

Publjc Health Nursing

In Wyoming, most Public Health Nursing agencies and WIC
agencies are co-located and do a wide variety of tasks and many
times are the primary entry points for people into the health care
system. The public health nurses in the counties provide services
from home health visits to immunization clinics to disease follow
up to education classes for the elderly and for high risk mothers
and their infants. They provide well child care nursing
assessments, immunizations, STD counselling and partner
notification. In some agencies, they do family planning and child
birth education classes. They may be on the child abuse team and
do nursing assessments and follow up on abused patients. They also
do screening tests such as hematocrits to assess anemia and in some
cases cholesterol screening, plus general health care counselling.
They also follow children with special health care needs and get
people enrolled in the Medicaid system along with their
counterparts in the Division of Public Assistance and Social
Services. They become a referral source for the various medical
and social programs in a community. This emphasizes the expanded
role of public health nurses in frontier states like Wyoming as
compared to public health nurses in many metropolitan areas that
only do immunizations. Therefore, the stringent rules and
regulations written for HCFA regulated laboratories, Maternal and
child Health and home health care agencies adversely impact our
ability to provide expanded community based services out of one
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agency in a flexible manner. The delivery of home based services,
including certified home health care is very costly due to travel
and administrative costs and in some cases is impossible. For
example, a home health nurse and a therapist in an urban agency can
average 6~8 visits per day and a rural agency may average 4 visits
per day. However, in a frontier agency it is not unusual to
average 2.5 visits per day because of the extensive travel
involved. Medicare and insurance reimbursement is the same for all
agencies and does not pay for this additional cost for time or
travel. If the agency is not subsidized adequately with state or
local funding, then the service will not be available to our
isolated citizens.

Another regulation has to do with nurse aides making home
visits. One of the regulations requires that the aide be able to
contact a supervisory nurse when they are in the patient's home.
In frontier areas like Wyoming, many poor homes have no phone. The
home health agency may have only one nurse and she may be making
home visits at the same time and there are no phones in the nurse's
car. This requirement then may not be met in a frontier area so
these patients may not be able to receive care. If the regulations
are strictly enforced, about 1/3 of our public health nursing
agenc;ies doing home health care would be decertified for that
service.

The smallest and most isolated communities in Wyoming
find recruitment of qualified professional staff difficult and in
most cases impossible. The shortage of RNs, PTs, OTs, medical
social workers, and speech therapists affects quality and
availabjlity of services to our communities. Federal reimbursement
does not provide payment that allows agencies to provide salary
incentives to professionals willing to consider frontier areas. In
many small communities, a therapist will work for the hospital,
nursing home, school and home health agencies in order to maintain
an adequate caseload. Reimbursement does not cover the additional
cost of time, travel and administration between agencies in the
communities. :

This sparse population also results in a very small
caseload for home health aides making it difficult to retain their
services to agencies because of limited clientele. Because they
are "underemployed or under-utilized" aide turnover is high and the
new costs of certification and the 75 hours of required training
will be difficult to absorb. These costs may result in the loss of
home health aide services in frontier areas.

(*) ed (+3 ()

The Wyoming Medical Facilities Survey Teams do
Medicare/Medicaid surveys. We have 121 providers which we survey.
The survey teams travel approximately 155,000 miles per year and
each surveyor spends approximately 40 hours per month on the road.
They spend about 85% - 90% of their time outside of their offices
because of the lack of qualified personnel available to do these
surveys and the great distances involved. The grant formula
doesn't reimburse adequately.

The OBRA '87 Act which includes the nursing home reforms
is causing us concern. Since the regulations have not been
finalized, it is difficult to implement them. However, the
proposed regulations for nurses' aide training will require that
nurses' aides be trained in a deficiency free facility. At the
present time there are none available in Wyoming and there are only
300 hundred available nationally. Therefore, training to qualify
these aides will be difficult to accomplish.

There is also a requirement that 5% of the nursing homes
surveys in the state be validated by a HCFA look behind survey with
a minimum of 5 nursing homes. In Wyoming, this minimum of 5
nursing homes means that approximately 15% of the nursing homes
will have a federal look behind survey. It appears that the amount
of time it will take to survey a nursing home will increase from
about 40% to 65%. There does not seem to be any improvement in
patient outcomes or resident care provided by the extra time spent
in doing the survey. This prolongs the survey, and what more,
means that our surveyors will be out of their offices for longer
periods of time.
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The Preadmission Review System (PASARR) for nursing homes
require active treatment for anyone with a diagnosis of mental
illness or developmental delays. Many frontier communities have
limited professionals available for this treatment. This may
necessitate patient transfers to the Wyoming State Training School
in Lander or the Wyoming State Hospital in Evanston which removes
the patient from their local support system. In those cases, the
local nursing home may be the best placement for the patient.

conce. the

Wyoming WIC services are provided through 15 local
agencies to 39 Wyoming communities. In brief, 1/3 of these
community services are limited to once a month or once every other
month. For example, Sundance, Newcastle, Lusk, Hanna, Afton,
Pinedale, Greybull, Midwest and Buffalo have clinics either monthly
or bimonthly. Regulations require that we provide expedited
service within ten days to new pregnant women and infants admitted
to the program. However, it may take 30-60 days before the next
clinic is scheduled and the applicant is screened. The nearest
project is frequently 45 to 100 miles away which means the client
has to travel great distances to make the mandated time limit.
Another requirement is referrals of pregnant women to clinics to
treat smoking and substance abuse. However, in many communities in
Wyoming, there are no agencies which offer these programs.

Vendor Monjtoring

USDA requires compliance by testing the vendors to
determine if they are abusing the WIC Program. To do a covert
series of purchases to determine abuse when the grocer personally
knows all the participants in a 50 mile radius is difficult. For
example, there are at least four communities in Wyoming with a
single vendor with less than 500 population in those communities
and they serve approximately 5-10 WIC participants from 2 or 3
families. It will be extremely difficult to do a covert check of
abuses in those stores. Furthermore, even at one of our larger
communities, Laramie, Wyoming with several vendors, the WIC Program
tried a covert operation which was unsuccessful, as the second time
our disguised WIC recipient went into the grocery store, she was
immediately recognized.

This kind of entrapment is not well received in Wyoming.
Our WIC program has tried to be up front in educating our
recipients and vendors and have assumed people innocent until
proven guilty. Therefore, we find this type of activity
detrimental to our program.

Weather conditions in Wyoming can change frequently. So
therefore, clinics scheduled in remote areas may need to be
cancc_aled because of adverse weather conditions. However, because
a clinic may not be held in a community for another 30-60 days the
clinics are convened even though it may be unsafe and impractical
for the participants and the staff to arrive in adverse weather
conditions.

exua tt ease

. our Sexually Transmitted Disease Program has the
following difficulties. While frontier communities are
experiencing significant declines in reported morbidity for
gonorrhea and early syphilis, the reported morbidity for chlamydia
appears to be increasing 2 to 3 fold yearly. The national STD
program grants do not permit or advocate for frontier states that
need flexibility in directing available grant resources for the
most current local disease control problem. The federally funded
programs continue to direct the majority of their resources to
national mandates focused on the average metropolitan experiences,
for example, gonorrhea. In brief, we have resources to support
detecti_.on for gonorrhea through screening, patient counselling and
education, partner notification and referral, but have limited
treatment funding for gonorrhea infections. We can expand our
public health resources for one disease considered a national
concern, i.e. gonorrhea, but do not have the flexibility in disease
prevention program grants to appropriately respond to frontier
commgnity public health needs such as chlamydia. In most cases in
Wyoming, treatment for reportable diseases is through the private
sectt?r. We do not have the resources nor the personnel nor the
clinics to treat these diseases in the public sector.
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Categorical grants, e.g, in the AIDS Program, that are
designated for the homeless, minorities, and specialized population
groups such as homosexual/bisexual males and drug abusers are
difficult to obtain for a frontier state. This is especially true
when several restrictions are placed on these grants, e.g.,
homeless drug abusers. Our numbers are so low and our population
so widespread, that it is impossible for us to even consider such
categorical grants. We would have to advertise statewide to find
such an individual. However, our AIDS patients suffer just as much
and die as frequently as those in metropolitan areas who get most
of the resources because they are well publicized.

Ihe MCH SPRANG grants

The MCH SPRANS Grants (Special Projects of Regional and
National significance) are difficult for a frontier state to obtain
because of the small ‘population numbers involved. The federal
requirements for need's assessments and specific data requirements
make it difficult for frontier states or their sub-units to write
grants and meet the guidelines of the maternal and child health
requirements. We strongly recommend that the amount of the set
aside for the MCH grants be decreased. Frontier states do not have
the resources to hire full time grant writers and send them to the
appropriate institutes to learn the grant writing jargon which
makes our grant proposals competitive. The cost of employees who
process and review the grants is significant. It seems the money
could be better spent by the individual states as part of their
block grant monies.

The MCH block grant is preferable to categorical grants.
For example, in the late 70's Wyoming received $120,000 to do the
following categorical programs on a statewide basis: 1) The child
and Youth Progranm; 2) The Maternal and Infant Program; 3) A
Dental Health Program; 4) A Family Planning Program, and; S) A
Genetic Program. To imply that this amount of money could serve a
state geographically as large as Wyoming in all of these areas was
ludicrous. To efficiently utilize this money, it was all spent in
one public health nursing clinic in our state that had the
resources to adequately address these categories and had the
pediatricians and obstetricians to provide medical consultation to
the program. Fifteen thousand dollars of this money was identified
for the treatment of high risk mothers. By limiting access to
unmarried pregnant women 14 years of age or younger in one county,
we were able to serve about 2-3 patients per year without
overspending the budget. This is an example of the administrative
manipulatjons one has to go through to effectively utilize a
categorical grant in a frontier state.

To alleviate the problem of lack of medical specialists
in a community we provide intermittent clinics with specialist in
the larger communities in Wyoming, e.g., pediatric cardiac clinics.
However, this does necessitate significant travel for outlying
families to attend our specialty clinics in a frontier state.
However, the patients' travel time is greatly increased if they
have to travel to a university medical center for health care.
Specific examples of the needs in frontier areas include the
transport of newborns and high risk pregnant women to university
centers and the transport of patients to specific specialty clinics
at level III centers or to the larger communities in Wyoming for
their health care.

The Area Health Education Center Grants (AHEC) require
they be funneled through a medical school, which is difficult for
Wyoming to obtain because there are no medical schools in Wyoming.
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Access to Care Iasues

I would like to briefly address National Health Service
Corps Providers that are to be sent to medically underserved areas.
Interestingly, for 1991, Wyoming has only one health manpower
shortage area (HMSA) designation from the National Health Service
Corp and that is in the Greybull/Basin area of Wyoming. There are
520 designated areas with vacancies in the United States and Region
VIII was allotted 44 positions, which is about 8.3% of the total.
This is a significant number of designations given the small
population in Region VIII. However, a frontier state like Wyoming
should have more than one designated area. The point system for
selecting these designated areas is set up in such a way that it
discriminates against a frontier state like Wyoming that truly
needs additional physicians.

The criteria that is utilized to develop the health
manpower shortage vacancy list are as follow: 1) The infant
mortality rate; 2) Percent of the population with incomes below
200% of the poverty level; 3) The population-to-primary care
physician ratio; 4) Percent of minority population; 5) Percent
of special populations which include the homeless, migrant and
seasonal farm workers, perinatal problems, persons with HIV/AIDS,
substance abusers and/or elderly person served by a site; 6)
vVacancies as a percent of total budgeted staff, and; 7) The
degree of rurality. Each criteria defined is given a point total
from 0 to 4. Each area is then assessed according to the total
number of points that area receives. The higher the point total,
the greater the need. With a maximum of 32 points for each area,
Region VIII was allocated 44 vacancies. The cutoff point for
Region VIII was 20 points or greater to be eligible as a designated
health manpower shortage area. No sites in Wyoming obtained that
many points, however, Greybull had 19 points so was selected as a
token gesture to Wyoming.

Four of the seven criteria utilized to designate HMSA
discriminate against frontier states, because of our small numbers
and lack of minorities and special populations. Only one criteria
_actually benefits a frontier state and that is the degree of
rurality in which frontier states score high. Because our minority
population is only about 5% of the state population and because our
infant mortality rates are based on caucasian populations and
because we do not have specialty populations or county wide pockets
of poverty, we do not score well using these criteria.

our population to primary physicians ratio is very high,
but the distance to primary care physicians should also be factored
into the equation. The population to primary care physician ratio
is adversely impacted if the geographical areas are county wide.
In many counties there may be enough physicians in the major
community in the county but not in the outlying county areas.

Wyoming has three areas designated for rural health
clinics, however, none of the three areas at the present time have
the professional personnel to keep the clinics open. These clinics
have been operated by physicians assistants under the supervision
of a primary care physician. However, at present there are no
physicians assistants available to operate these clinics. For
example, the clinic in Dubois, WY has just closed. That
necessitates people driving 75 miles to receive primary care at the
next closest community, which is Lander, WY. This again
demonstrates the difficulty we have of obtaining and retaining
professional health care providers in our state and the great
distances that one has to travel to the next medical care facility.

As we review the hospitals in Wyoming, 12 of Wyoming's 27
acute care hospitals reported deficits in 1987. Sixteen (16) of
Wyoming's 27 hospitals have less than 50 beds, 4 have less than 25
beds and only S hospitals have over 100 beds. When you look at the
annual occupancy rate, only one of those 27 hospitals has an
occupancy rate greater than 50%. In most communities, the hospital
is the second largest employer; therefore, it has a significant
economical impact in those communities. The concern is, if the
community hospital fails, and as noted 12 of them are losing money,
then those communities may have to close their hospital doors.
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There needs to be incentives to attract physicians to
frontier areas and to keep frontier hospitals operational and
viable. Many health care providers are attracted to communities
because of their hospitals. There is a concern that physicians will
leave communities without hospitals which will then leave these
comrunities without medical services. This then necessitates
individuals driving from 50-100 miles or further for hospital or
medical care making our health care access problems ever more
acute.

The State of Wyoming has lost 23 physicians in the past
year and reportedly now has 541 actively practicing physicians in
the state. This amounts to one actively practicing physician for
about every 892 patients. In '86 the national average was one
physician for every 444 patients. The total number of physicians
living in the State of Wyoming in '89 was 656. As noted, many of
those are not actively practicing; however, if you take that total,
that still accounts for only one physician for every 736 patients.
The problem in frontier states is not a duplication of services but
gaps in services. It is adifficult to recruit physicians to
frontier areas because of isolation, lack of 24 hour coverage,
lack of assoclation with peers and colleagues, which makes ongoing
education difficult plus many community hospitals are perceived as
lacking high tech, diagnostic and treatment capabilities.
Therefore, citizens bypass the local hospital to go to other
<communities except in time of emergency when distant travel is
difficult. At those times they want a fully staffed and equipped
hospital.

Thank you for allowing me to comment on the uniqueness of
frontier states.

Sincerely,
ﬂ? X W 3 0.
. Larry Meuli; M.D., Administrator

Division of Health and Medical Services
Wyoming State Health Officer

RLM/dp
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Senator StmpsoN. Dr. Meuli, thank you. Your entire statement
wﬂlll:e a part of the record of the committee. I appreciate it very
much.

Now Evonne Ulmer, please.

STATEMENT OF EVONNE ULMER, ADMINISTRATOR, WESTON
COUNTY HOSPITAL, NEWCASTLE, WY, CHAIRMAN, WYOMING
HOSPITAL ASSOCIATION

Ms. UrMmer. Thank you, Senator Simpson, for allowing me to
come and testify today.

One of the many duties I do in my spare time is serve on the
governing council for the American Hospital Association for Small
or Rural Hospitals. I am a representative of the Rocky Mountain
Region on a governing council of about 20 people. It is very appar-
ent in my dealings with my peers across the United States that
rural is not rural is not rural.

This becomes evident when you think about my trip in today, in
order to testify. I drove 177 miles. I drove through two small com-
munities on the way, the only communities until I got to Casper.
Neither of these communities had 24-hour health services. This is
considerably different than and what I hear from people that are
in Pennsylvania or Maryland or some of the other areas that I talk
to.

In looking at the extent of the problem, I was thinking not so
much about the distances I was traveling but what would be on my
desk when I get home this afternoon. Some of the things I need to
deal with are lack of transportation—I understand from the news
clipping that Newcastle will be losing some of its bus service. I
wonder how I am going to get items such as drug service from
Denver now, and more importantly, what am I going to do when I
need emergency supplies that I have been getting from Rapid City
on a daily basis, or sometimes a weekly basis on the bus.

I also have a resignation from a nurse on my desk. This resigna-
tion puts me two nurses down on my staffing, and makes a 16-per-
cent vacancy rate on my staff. You can understand the limited re-
sources we are dealing with in our rural hospitals.

I also have a problem with one of the residents in my nursing
home who needs a dermatologist consultation. She is not ambulato-
ry, she is confused and somewhat combatant. I have to determine
how to get her 90 miles from Newcastle to Rapid City to get the
services she needs.

So these are some of the rather unique kinds of problems. They
really are not unique to Wyoming. Dr. Meuli pointed out some of
the examples I have used in my written testimony of the kinds of
problems that become apparent when you try to deliver health
services in such a vast geographic area with limited volume and
limited resources. The Federal Government’s policies frequently do
not address the differences.

Some of the examples I have written down, I think HCFA could
do a better job of analyzing impact analysis, looking at the effects
on rural areas. Right now, we are dealing with some regulations
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called CLIA regulations, which regulate laboratory services. If I un-
derstand the proposed regulations correctly, I am very concerned
that our hospital will be classified as a Level 2 lab, and that most
hospitals will be because of the nature of being a hospital.

They have requirements for medical directors that I am not sure
I can meet. I get a pathologist from Rapid City to come once a
month. Whether HCFA will determine whether that is adequate or
not worries me.

I am also worried about the level of staffing and education for
the technologists. I have three lab technicians in my hospital, one
of which is HHS certified, which meets Medicare requirements.
That program is no longer in existence. According to the regula-
tions, the supervisor can’t be sick or take a vacation, because she is
supposed to be available to review the work of my other lab techs
on the next working day.

I understand the need to provide accurate lab services, and cer-
tainly that is an issue of concern. We also need to look at what
happens if the lab is closed down because they can’t meet these re-
quirements, and what happens to health care or the hospital care
in Newcastle if that should come about. Dr. Meuli already talked
about the OBRA requirements for training our nursing aides for
nursing homes. That’s another significant concern. The closest
place to train would probably be Gillette, which is 90 miles away.

All of the regulations that require certain educational degrees, a
certain number of hours of service, or a certain level of education
become problems in frontier areas because of the lack of access to
those types of resources. In putting together my testimony, I talked
to a number of hospital administrators across Wyoming. I got little
vignettes of the kinds of difficulties that have become apparent re-
cently to them as examples of this.

Douglas is trying to establish a medical clinic in Glenrock, which
is currently not served by a physician. They are trying to use the
Rural Health Care Clinic Act in order to enable them to do it.

However, the clinic requires that they have at least a half-time
physician assistant or nurse practitioner. The amount of the popu-
lation base to serve that is not adequate. Therefore, the clinic be-
comes non-cost effective.

Home health requirements—we heard about some of the prob-

lems with delivering home health services across Wyoming. The
Federal regulations require a full-time director in the home health
area. In some of our service areas that are currently unserved,
maybe the number of clients would only support, at least during
startup, a half-time director. That makes us unable to meet Medi-
care requirements to get reimbursed. The services are not devel-
oped.
Kemmerer reports a problem with the education requirements
for speech therapist. They had a patient who needed long-term out-
patient speech therapy, and the therapists who were providing care
in the schools did not meet the Federal requirements to provide
that care in the hospitals.

Patients like this, whether they require speech therapy or in
some cases physical therapy, who need long-term care, either need
to relocate or travel long distances in order to get those services.
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Another hospital cited a problem with physical therapy aides.
They have trained physical therapy aides, but the physical therapy
aide can only function under the direct supervision of a physical
therapist. With the shortage of physical therapists in Wyoming,
this means that the hours and services they can utilize this person
is limited.

On a more personal basis, our local ambulance is not staffed for
advanced life support. When we transfer patients from the hospi-
tals to a larger facility, we have two choices. We either call in the
helicopter, which at times is indicated and at other times is very
costly, or we provide advanced life support staff and equipment on
the ambulance. When we do that, which is our most common way
of transporting patients, the reimbursement is not there. Because
the ambulance is not certified as an advanced life support provider,
they get paid only basic rates. In order to become certified, they
have to have advanced life support services available on a 24-hour
basis. The volume of care that they give and the frequency with
which they need those services make it not cost-effective to do so.
The ambulance, by the way, is an independent provider. It is not
offered by the county or the hospital.

We also deliver a wide variety of services to the community. I
think I can probably best explain this by listing some of the serv-
ices that my hospital provides. I would like to caution you that my
hospital is not unique to Wyoming. These are only the things I am
most familiar with, and I think you will find similar types of pro-
grams across Wyoming.

Weston County Hospital is a 28-bed acute and 41-bed long-term
care facility. We are an independent county facility. Our nursing
home is licensed both for skilled and intermediate care. We also
offer swing bed services in the hospital. We offer respite care at the
hospital and some beds are available in the nursing home. We have
an adult day care center at the nursing home. We are currently
working on a small Alzheimer’s group, and working on certifying
at least one bed for hospice.

Noting a few years ago that in our community there was a lack
of congregate meals and meals on wheels or senior meals, we
worked with the local senior center to implement a senior meal
program. That program is now offered by one of the local restau-
rants. However, the hospital continues to provide meals at low cost
or no cost, both to seniors and our local indigents, especially during
the holidays, when the senior meal program is not available.

One interesting thing I did not put in my written testimony, we
also offer hygiene services to some of our local indigents who come
weekly to the hospital for a bath and do their laundry for them at
no cost.

Within our acute care center, we do lifeline, which is an emer-
gency response system that covers Weston County out into the
Upton area. We have organized now, for the last 3 years, sponsored
and staffed—and I might say voluntarily staffed by hospital person-
nel, they do not get paid for this—a local health fair. Last year we
had over 800 participants in the health fair. In a community of less
than 3,000, that’s a significant number.

Last year we began prenatal classes. We had to stop a program
where we did home or post-hospital visits to our new mothers be-
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cause of our nursing shortage. We have organized specialty out-
reach clinics which bring several medical specialists into the com-
munity on a regular basis. In doing so, we have agreements with
Rapid City Regional and Wyoming Medical Center in Casper to
provide such services as CT scanning, mammography and cardiolo-
gy consultation to our community. We also provide a variety of
educational services to the community. We have done programs
such as the “I Can Cope” program for cancer patients, a lot of nu-
tritional counseling, provided training for home health aides as
well as training for nursing home aides, and have an affiliation
agreement with Rapid City to assist our staff with our own staff
development.

Other programs that I know are taking place in Wyoming in-
clude a Homemaker/Home Aide program offered at Sheridan. Wy-
oming Medical Center has developed a Heart Reach program that
includes 11 other Wyoming hospitals that provide transportation,
consultation, and education on cardiac-related problems to our
communities.

I think to summarize, rural hospitals, including frontier hospi-
tals, are faced with a number of problems that really adversely
affect our ability to deliver services and threaten, in some cases,
our very survival. Federal programs can both impede and enhance
the delivery of care.

Thank you for taking the time to listen to me today.

[The prepared testimony of Ms. Ulmer follows:]
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Testimony by Evonne Ulmer
before the
Senate Special Committee On Aging
Field Hearing

July 23, 1990

Mr. Chairman, members of the Committee, I am Evonne Ulmer. I
am the administrator of Weston County Hospital in Newcastle,
Wyoming. 1 am also serving this year as the chairmen of the
¥Wyoming Hospital Association, a member of the Board of
Directors of the Wyoming Healthcare Association and as a
member of the Executive Committee of the American Hospital
Association's Governing Council for Small or Rural

Hospitals.

Thank you for this opportunity to testify today and to
discuss the related issues of organization and delivery of
health and social services in “"frontier” America and the

federal designations used to describe our area.

Problems with the delivery of services in rural areas do not
readily lend themselves to text book solutions and hence not
to simple regulatory relief. While there are commonalties
among problems, the degree to which any specific regulation
becomes a difficulty frequently depends on the resources
available, thus you see similar but glightly different

aspects of problems across the state.

Many of the problems in rural health care are well known.
There is a physician shortage, & nursing shortage, a
shortage of laboratory and radiology and physical therapy
personnel. The economy in rural areas is declining and the
number of poor and elderly is growing. People in rural
areas appear to have more health problems than our urban
neighbors. Hospitals are in financial distress. As a result
they are cutting services or in some cases, closing. These
problems are certainly not unique to ¥yoming or our frontier
neighbors, but are true for rural facilities across the
nation. The vastness of our frontier aree only brings an
added dimension to the problem. Rescurces our urban
counterparts commonly take for granted are difficult to

access or non existent.
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Federal Programs both enhance and impede service delivery.
Positive programs exist at the federal level that aggist
providers in meeting local needs. Examples include the
recent Rural Health Care Transition Grants awarded to two
Wyoming Facilities, Federal funding of senior meal
programs, funding for the National Health Service Corp,. as
well as the development of the National Advisory Committee
on Rural Health and the Office of Rural Health Policy.
There are also a number of federal programs and
demenstration projects that show potential for providing
asgistance. These include the "Health Care for Rural Areas™
program and the “Rural Medical Education Demonstration

Projects™ program.

Unfortunately the reverse is also true. Perhaps the biggest
problem for most rural providers is simply the quantity and
complexity of the many regulations that we must deal with on
a daily basis. Many of the regulations are confusing,
cumbersome, time-consuming and costly. This problem is
compounded by the limited human resources and expertise

available in many rural facilities.

Documentation to adhere to the regulations governing the
medicare program, required cost reporting.,and the
regulations from the PRO fill one lateral file plus four
four-inch binders in my institution. We are expected to
know that information and to wuse it in our daily
activities, Penalties for failing to do s0 may be as simple
as lost of revenue or as gerious as sanctions and loss of

certification.

Occasionally programs are devéloped, or special provisions
are written into rules and regulations, as a protection for
certain groviders. Rural providers do not always take
advantage of ;roviaions such as volume adjustments
payments, sole community provider status, or programs like

the Rural Health Clinic Act due to lack of knowledge about

the prograas and the lack of the technical expertise to
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interpret and respond to the regulations. A recent GAO
report on rural hospitals cited two instances where hospital
administrators spent about $10,000 each for consultants to

help them apply for Sole Community Provider Status.-

As a personal example,the program that developed the Swing
Beds has had a very positive impact on rural providers and
communities, however the emount of paperwork necessary to
comply with the regulations is time consuming and causes
considerable frustration among my staff. Every resident
admitted to the swing bed program is evaluated on admission.
If it appears that the services required do not meet the
required intensity to qualify for medicare reimbursement,
the nurse has to choose from one of four different denial
letters to have the patient sign explaining the reasons why
we think Medicare will not cover the care and that the
patient will be responsible for the payment of the bill. If
we fail to have the form signed within a certain time period
or if we chose the incorrect form, neither the patient or
Medicare can be billed. This not only takes the time of a
Registered nurse to do the physical evaluation but non-
productive time spent explaining these somewhat complicated
regulations to families . Completing all the required
documentation can take an hour or more of scarce nursing

time.

¥hen I hear about the difficulties encountered by programs
such as the Montana MAF in obtaining a waiver for medicare
payment I think that even the rule makers have difficulties
at times. While we recognize that many of our solutions
require a new paradigm and not a remodeling of an existing
program, the freedom to develop those ideas is stymied by
the rigidity with which rules are written in order to assure
the quality and efficient delivery of care. Strict
adherence to the rules becomes the norm, and in an effort to

assure quality, all services are lost.
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Vgile the medicare regulations are certainly the most
obvious they are by no means the only problems. As Congress
seeks to resolve high profile problems such as medical wasgte
on New England shores, the solutions developed are not
always applicable to our rural areas and further stress the
Fesources we have available. Hospitals and other providers
are required to comply to these regulations despite
differences in size of operations or severity of the

problem.

In an effort to meet the Hazardous Material regulations we
have compiled over thirty pages of policies and procedures.
We are currently working on our third draft of a Chemical
Hygiene plan for our laboratory. A concept that is easy to
understand and to implement becomes complicated and obscure

when we try to assure that every aspect of the Federal

regulations is addressed in writing. In doing so I fear
that the policies become so complex that they no longer make
sense to the average worker and the real purpose behind the

requirement is lost.

Additional problems occur when there is a lack of
consistency among agencies. For example, OSHA's handling of
blood & blood born infections differ from the
recommendations of the CDC. At times it is difficult for
even our larger hospitals to clarify the intent of a
regulation, For example the Medical Waste regulations of
May 30.1989 leaves unanswered the question of what really
constitutes medical waste, making it difficult to develop

appropriate policies.

In many cases HCFA could do a better job of impact analysis
before proposing regulations. A case in point iz the
Proposed CLIA regulations. Probably all hospitals will fall
into the Level II category. How HCFA will interpret the
amount of time the Medical Director and technical supervisor
will spend on site is very worrisome to me and other small
hospitals, as is the requirement that all work be supervised
by either a four year medical Technologist or someone
certified by HHS. I understand that the certification
Program no longer exists. With only one of my three lab
personnel meeting this educational requirement I an
wondering what I will do when my supervisor wants a vacation

or takes a sick day. Compounding these problems are the
penalties for fmiling to meet proficiency requirements. I

understand the need to assure accuracy in testing but wonder
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if the impact to the community that loses it's only

laboratory services has been recognized.

Another such example is the proposed Regulations under OBRA
for nursing homes that would limit in-house nurse aide
testing and certification to facilities that have not had
any deficiencies in their surveys. Under those guidelines

none of Wyoming Nursing Homes would qualify.

Regulations that require a certain educational level or
degree or specified number of hours of service are another
cause of difficulty. The degree varies among providers based
on the characteristics of their community but the problem
seems to be common in the frontier areas where the local
pool of resources is small and the population you serve may
not be large enough to warrant recruiting a full time person

from outside the area.

Discussions with Wyoming administrators verify that this

problem is not limited to my institution.

Douglas reports problems with the requirement that clinics
under the rural health clinic act be staffed with at least a
half-time Physician Assistant or Nurse Practitioner.
Congidering the population they serve, this is more time

than needed and thus becomes cost prohibitive.

Regulations in Home Health require a full-time director.
The volume of services needed especially during the
development phase may support only a half-time staff.
Existing resources can not meet the needs of an elderly
widow living 50 wiles from town needing twice a day
dressing changes yet the frequency that thgse instances

happen does not justify the expense of a full time nurse.

Kemmerer reports a problem with the education requirements
for speech therapists. Therapists from the school programs
can not serve patients in their hospital or outpatient
department. Residents who may need longterm outpatient
therapy must either move, travel long distances, or go

without services.
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Another Wyoming hospital cites difficulties with the
regulations which prevent a Physical Therapy Aide froa
providing services unless under the direct supervision of
the Physical Therapist. This is especially limiting due to
the difiiculty in recruiting qualified therapists and makes

it impossible to fully utilize an adequately trained aide.

Our local ambulance is not staffed or equipped for advance
life support. When transfers are needed that require these
services the hospital sends our staff and equipment, however
because the ambulance is not certified we can not bill
medicare for these costs. To become certified the ambulance
mugt maintain 24 hr capability not only for these transfers
but for routine runs as well. They lack the volume to

support this type of service.

I also welcome the opportunity to discuss the some of the
many activities that are taking place in our rural area.
Hospitals have responded well in trying to meet the chenging
needs of their communities. My personal observation is that
the kind of services available within rural communities are
usually determined by two factors: the nature of the
community and the special interests and expertise of the

local providers.

The scope of these services range from very simple, low cost
ways of meeting limited and very specific needs to a number
of more complicated delivery systems. The rural hospital is
becoming an umbrella for a growing number of preventivae,

restorative,rehabilitative and aging services.

Explaining the services available at Weston County Memorial
Hospital may be a method of highlighting this fact.

Weston County Memorial Hospital is a 28 bed acute care
hospital with a co-located 41 bed skilled and intermediate

nursing home. The hospital beceme certified for Swing Beds
in the spring of 1985. We also offer respite care at both
the hospital and the nursing home as well as an adult day
care program in the nursing home. We are currently
developing a small alzheimer's unit and an inpatient hospice

service.

Noting that congregate meals and meals on wheels programs
were absent in our community we worked with the local senior

center to implement a Senior meal program. While that
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program is now being offered by a local restaurant, we
continue to offer meals at reduced or no cost to seniors
and local indigents during holidays.

We mlso offer lifeline, an emergency response system, that

is based at the acutecare nurses station.

Within the acute care area we have organized and sponsored
a local health fair that has grown to serve over Boo area
residents. This past year we have begun prenatal classes

but have had to cancel home visits for new mothers due to

the nursing shortage.

¥e have organized speciality outreach clinics which bring
several medical specialists into the community on a regular
basis and have agreements with both Rapid City Regional and
Wyoming Medical Center to provide services such as mobile CT
Scanning, mammography, and Cardiology consultation by the
use of fax machines. We provide a variety of educational
services to tk. community and have an affiliate agreement

with Rapid City to assist with staff education.

Types of programs offered at other facilities are as varied.
For example: hospitals in Illinois and Minnesota offer on
site "wellness or “fitness” centers. Other rural hospitals

have developed alcohol and chemical dependency programs.

¥hile few Wyoming Hospitals have taken advantage of the
rural health clinic act. Converse County is currently
working on a program that will provide clinic services to

Glenrock.

Memorial Hospital of Sheridan developed a "Homemaker/Home
Aide Program” to provide housekeeping and non-skilled
personal care to seniors and others with restricted daily

living activities.

Wyoming Medical Center in cooperation with eleven other
¥Wyoming Hospitals has developed Heart Reach, a coordinated
program that involves community education, formal transfer
relationships, program development and education that

reaches into the rural communities.
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Other western states are involved in more structured
programs. What comes to mind is the Affordable Rural
Coalition for Health or ARCH program and the Northern
Montana Health Care Alliance in Montana. The Alliance is a
cooperative effort of six hospitals and the health services
of two Indian Reservations, whose purpose is to improve
health care services by improving cooperation between the
hospitals in their area. They are concentrating on four
areas: obstetrical risk management, shared services such as
.

Physical Therapy. continuing education, and physician

recruitment.

A 53-bed hospital in rural Idaho has helped to provide
health insurance to small business employers in hopes of

reducing the number of uninsured residents.

Finally, on the question of a reaching a common definition
of “frontier"”. 1 agree with the Office of Technology
Assessment’'s statement that it is difficult to "quantify
rural health problems and to make informed policy decisions
without a clear definition of what and where “rural" areas
are. I also know that rural is not rural is not rural when
we look at the characteristics of our communities and that a
perspective that acknowledges the effects of geographical
distances as they relate to program implementation has
considerable merit. I do not feel, however, that I have the
knowledge at this time to recommend one methodology over

another.

To summarize, rural hospitals including rural hospitals in
frontier areas are faced with a number of problems that
adversely effect their ability to deliver services and
threaten their very survival., Federal programs both impede
and in some cases enhance the ability to provide services.
Care must be teken, however, not to look at our frontier
problems and the solutions as isolated from the health care
system as a whole. The examples I've listed earlier are not

problems limited to frontier providers.
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I am not insensitive to the problems faced by the regulators
as they develop programs that must meet the needs of a
diverse population. Thus I understand the use of structure,
specific rules, regulations, and educational qualifications
as surrogates for quality where outcomes have not been

defined.

The issue becomes how does the government achieve two
apparently incongruent goals: assuring that services
purchased and provided are of acceptable quality and price
and still provide the freedom to develop programs that are
responsive to local conditions, provide access and enable
the establishment of appropriate community-wide systems of

care?

Solutions lie in the collective knowledge of federal, state
and local providers. We need to assure that flexibility is

developed that would allow states to epply for and receive
waivers of medicare and medicaid rules to encourage rural
systems appropriate to local needs. Ve need to pay heed to
and act on the recommendations of the National Advisory

Committee on Rural Health.

Thank you for the opportunity to address issues concerning
service delivery in rural and frontier areas. 1 look
forward to working with Congress and others in the public
and private sectors to address solutions to rural health

care issues.



50

Senator SmMpsonN. Thank you very much, Ms. Ulmer. I am always
very impressed by what you do in that very comparatively small
community, the county seat, and how creative you are.

Dr. Driggers.

STATEMENT OF DR. DAVID DRIGGERS, M.D., DIRECTOR OF THE
NETRONA COUNTY FAMILY PRACTICE, PROGRAM DIRECTOR,
UNIVERSITY OF WYOMING FAMILY PRACTICE RESIDENCY
PROGRAM

Dr. DricGers. Thank you, Senator Simpson.

I am going to discuss what I view as the challenge for rural
health care in the 1990’s in Wyoming. The things I will talk about
are coming from the perspective of a physician, but the problems
are identical to those of the other health care providers here in the
State of Wyoming as well as the hospitals.

I think what we have been discussing today so far is that not
only is health care becoming more difficult in Wyoming because of
its unique stature, but also that health care access in the rural
areas in particular is in fact decreasing. One only has to look at
the Star Tribune a few weeks ago to see that 35 physicians had left
the State for various reasons.

In addition to this, there are several hospitals in the State that
are not only facing financial difficulties, but are in fact close to
closing. As in the remainder of the Nation, Wyoming residents and
rural residents in general are becoming older, with increasing reli-
ance upon Medicare. They are growing poorer, therefore having
fewer resources, and in fact are growing fewer in number.

In facing those changes, I think it is important for us to look at
some legislative initiatives, and in particular look at the implemen-
tation of these initiatives in regard to the impacts, specifically,
upon Wyoming.

I woui:l like to pose and then discuss the following question. How
can we help the rural areas compete with urban areas for accessi-
ble, quality health care? More specifically, what resources do we
need to mobilize to make the playing surface level for the rural
hospital and the rural health care provider? I would also like to
discuss some of my observations concerning recent legislation ini-
tiatives.

As far as resources go, it is important to improve access to qual-
ity rural health care. I believe there are at least four resource
areas we need to address in order to make this possible. These
areas are specifically economic, professional, personal, and lastly,
technical assistance. I am glad Larry is here today.

The area of improving economic resources is the hardest. Yet in
the health care providers’ mind, it is the simplest. All the health
care provider is asking, along with the hospitals, is to have equal
gay for equal services. The rural physician looks at his urban

rothers who are making 50 percent more in wages and wonders
why, when he performs the same service, he gets less compensa-
tion. This is particularly true when he looks north to Canada and
realizes that the rural family physicians are paid more than urban
family physicians. This is because of the recognition of the isolation
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and the difficulties in terms of the local resources. They also, inter-
estingly, place their more experienced family physicians in these
rural areas, because they realize the challenges of providing qual-
ity health care in those areas.

There is certainly an economy of scale, and we have already al-
luded to that earlier in previous testimony. There is an economy of
scale that works against the small rural areas. For example, if the
family physician pays $24,000 a year in malpractice insurance and
only delivers 25 or 30 babies per year, he is in essence delivering
babies and enduring all the pressures that type of practice entails
in order to pay the malpractice insurance premium.

Hospitals face the identical problem in terms of economy of
scale. An example could be drawn from the purchase of x-ray ma-
chines which are vital, but when a small community only uses
these x-ray machines four or five times per day in comparison to
the large urban community that may use them 40 or 50 times a
day, you can see the problem of economy of scale.

In Casper, we have an outstanding medical community. Unfortu-
nately, we had a cardiologist leave Casper after being able to
charge approximately $800 for a coronary arteriogram. He went
into an urban area and immediately was reimbursed $1,500 for the
identical procedure. Wyoming Medical Center has chosen to be des-
ignated as a sole provider, which is an urban designation instead of
the rural referral area, which is a rural designation, simply be-
cause the reimbursement is greater.

We are indeed competing on an uneven playing field with the
urban areas.

In order to provide quality health care in a rural setting, physi-
cians must have specific training which may be different from the
urban areas. In family practice across the Nation, there is a grow-
ing concern that the curriculum currently mandated by the accred-
iting bodies is directed more at the urban family physician than
the rural family physician. Our family practice residency, in order
to maintain its image as a trainer of rural family physicians, has
had to absorb not only current curricular requirements for urban
areas, but also impose—at the expense of electives—certain cur-
riculum, including complicated obstetrics, advanced cardiac life
support, and advanced trauma life support. We have graduated in
the 12 or 13 years that the program has been in existence, 71
family physicians. Two-thirds of these practice in towns of less
than 15,000 and a third practice in towns of less than 5,000. We are
by board exams in the top third of the Nation, but we have no idea
in terms of national directive what type of curriculum we should
be training these future family physicians. Nor do we have the leg-
islative direction to funding bodies for specific rural family practice
residency training programs.

We do believe that no other specialty of medicine can provide the
cost-effective health care as a family physician can provide. This is
more important in frontier areas.

Certainly the drawing card of rural areas is the quality of life—
good schools, clean air, low crime rate. This is balanced by the
prospect of being in a town where you are the only, or one of two
family physicians. This is affectionately known as “widow makers”
among the physicians. There has to be a greater emphasis on qual-
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ity of life, which in turn will improve the quality of health care in
those areas, and we must look at the fact that certain areas simply
cannot support physicians. We must look and explore how we can
better utilize physician assistants, nurse practitioners, and the
home health service providers. These are areas that are unique to
Wyoming, and must be looked at and must be reimbursed appropri-
ately if those services are going to remain in the rural areas.

There are some communities in which no health care provider is
feasible, and in those areas there absolutely has to be an outstand-
ing emergency medical health service available.

Envision for a second the process we went through several years
ago, which involved Midwest, WY, a town of about 500, where a
group of solid citizens looked at their community and were at-
tempting to apply for Federal funds with two major objectives.
First, designation of that area as a health manpower shortage area,
and second, a rural health clinic. Needless to say, these people
need technical assistance to go through the inner workings of
HCFA to understand the process. They also need technical assist-
ance in the actual writing of the grant. There is great wonder why,
in the fifth largest State in the Union with the sparsity of popula-
tion—I have looked on the map and there are 5.5 people per square
mile, so we ought to be designated a frontier State of the whole,
looking at certain statistics—there is only one federally designated
rural health clinic and my information says there are 14 health
manpower shortage areas. That might be off by one or two, but not
by many.

Why have we in Wyoming not been able to obtain these designa-
tions? The reasons are certainly diverse. But I believe at the State
level we must have a program for technical assistance that is
closer than Washington, DC, that would help us weave our way
through the bureaucracies, and also establish health care and
health care advocacy when we are dealing with certain agencies
such as Medicare.

Mr. Chairman, your legislative enactments over the past year
have been great as far as the health care providers are concerned.
At least we now have the recognition that there are indeed major
problems. I think there are some nuances that I would like to take
about 3 minutes to address.

First of all, the reimbursement save. Congress in its wisdom rec-
ognized that cognitive skills by primary care physicians oftentimes
are equal or surpass the technical skills or procedural skills.
Through legislation you have sought to raise the reimbursement
for the primary care physician and decrease that of the sub-special-
ist. Unfortunately, the implementation of the legislation has led to
the cutting of the sub-specialist faster than the raising of the reim-
bursement for the primary care physician. There is growing con-
cern that the aggregate Medicare dollar, instead of remaining the
same, is actually shrinking. That may allow little, if any, gain, by
the primary care physician. This also has an impact on other allied
health care providers, as well.

Through the Medicare Physician Payment Reform, it was hoped
that rural health care providers would be able to obtain a fair re-
imbursement. Unfortunately, as part of that bill, there is a geo-
graphic practice cost index affectionately known as GPCI that also
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includes a cost-of-living adjustment. Based upon our information, it
appears that GPCI will perpetuate the higher reimbursement of
the urban physicians. This in effect is once again funneling the pri-
mary care physician to the urban areas, away from the rural areas.

In its current form, GPCI also implies the cost of practice in
urban areas is greater than rural. However, this has not been vali-
dated. The American Academy of Family Practice feels that in fact
the costs of the rural family physician and other health care pro-
viders for certain services as compared to the urban family physi-
cian and urban health care providers once again in large measure
due to the economy of scale we have mentioned may in fact be
greater.

We have already alluded to the fact that small communities need
technical assistance in order to obtain the health manpower short-
age area designation. This will be particularly important given the
1(; percent reimbursement differential written into the current leg-
islation.

There are other programs that exist through the HMSA designa-
tion. We worked with one small community this past year where
we were hoping to put one of our graduates. Not only would we
have him practice as a rural family physician, but because of the
health manpower shortage area designation, part of his medical
school loan might be repaid. We got down to the 99th hour and
were told there were no further funds for that specific program.

As Ms. Ulmer has mentioned, there is grave concern about the
laboratory regulations. Most small communities, such as Baggs,
Midwest and Medicine Bow have small medical laboratories which
provide basic services for their communities. If the laboratory regu-
lations are enacted, one specific example is that the given commu-
nity, whether it be run by a physician or allied health care practi-
tioner, will no longer be able to do strep throat exams. As you
know, strep pharyngitis is an important concern in Wyoming.
There is concern that failure to continue to do these screens may
allow a resurgence of rheumatic fever to occur. It is extremely im-
portant to look at how that legislation adversely affects particular-
ly the small communities of Wyoming.

Lastly, regarding what we call the 125 percent cap on Medicare,
as you know, in 1991, there is 125 percent cap on the balance bill-
ing for Medicare. Although this was a remedy that was welcomed
by the beneficiaries, it once again had a negative impact upon the
rural family physician. Although it did actually recognize that
there was a problem in the rural areas, some rural family physi-
cians are actually being reimbursed—and I might add some rural
hospitals are actually being reimbursed—at 50 percent of the na-
tional average for reimbursement.

We are certainly playing on what I call a very uneven field.
Until we address the resource areas that have to be mobilized, the
personal, economic, technical assistance, as well as reimbursement
issues, I believe the people in Wyoming are going to continue to see
their health services decrease.

Thank you, Mr. Chairman.

[The prepared statement of Dr. Driggers follows:]
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VPN RURAL HEALTH CARE CHALLENGE FUR THE 90°S
David Driggers, M.D. ., .
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There 1s certainly an economy of scale that works against smnll rural
aress, For example, rursl malpractice rates may be similar to those of
;hc urban physician, However, 1f & rural £im;1y physician must pay
$24,000 a year malpractice insurance in order to do obstetrics and oaly
does thirty deliveries per year, he is essentially dolivering ghildreﬁ
wich all the stresses that form of practice encompasses just to pay for
his malpractice fea. Hospitals and physiclans wage the similar battle
of economy of scale. An example could bs drawn £tom'the puichnse of
x-ray machines which, although vital, are only used three or four times
a day 1n a small rural uac:ing.'nn opposed to 30 or 40 times a day in '
en urban setting. In Casper we have an outstending wedical community.
Unfortunately, we had a cardiologist leave Casper aftar being able to
charge $800 in Casper for a coromary arteriogran. In an urban area he
charged $1,500 log the identical procedure. Wyoming Msdical Center has
chosen a sole provider designacion which'is an urban rather than rural
Medicare designation because of the reimbureement scale. We ara indeed
competing on an uneven playing field with the urban areas.

Professionsl

In order to provide quality health care in a rural setting, physicians
mul: ‘have apccific training which Il’ bo different than for urbaa
phyntcinnn. n' fn-lly practice ncro-- the h%ﬂion. there is a growing

?oncorn that th- curri:ulu- currently 31n4u5 “ b¥ ﬁha‘-;crcditin;
bodia- tl dtrtc:c? IDI: at the urban fﬂqilx‘?Pyp%Fgﬁn than \the rural
fanily phylicinn.: ?uz fanily practics ¥?$‘iu.ﬂMn|*“ qrdet L9, -Aintlin
1:7 1mng| as 3 traioer of rural "m11yurh"1§ﬁﬂﬁﬂf'??f ﬁﬂi‘;p”gbsotb
oot only purtent cuf'ucular nquiumngs‘.b‘u HZEFSH xpan. , of .
alectiva tim lmposn nddttionul txnini.l}ﬁ ’;"kﬁl“f‘ # %q : .8 wquplicutud
.°ba:c:r1ca, ndvuncod cardiac 1life suppq;t,11n$ nQy,Eiud,:qpnmu 1life
supvart. Oux‘ progrlm hls graduated 7‘1“655:1 ’afhy,ﬂ innltho, as a
group, rank in :hn upper one-third of the nation, Fully two=thirds
prlc:ine in :ouns lel. than 15,000. One-third practice in towns of
Aloua than 5, 000. In opite of this, we have no clear picture or
definition of what the curriculum for rural fnni%{’ﬂhy’gggqyglntod- to

bn, nor do we have :hn legislative diraction to cgglgpﬂd4ns bodies for
.He do believe that

ap-ci{ic rural famﬂly practice rcsidency prpgrans,

no other specialty o£ medicine cen providn th\ brnnd;h And )l

cont-ef!uc:ivonauu of rural health ngryfceﬁ as cao iunily practice.
® o0 RO

Personal

. NI 1S
The obvious drawing card for the rural’health care! provider 15 a
community that has good schools, cleen sir, an abundance of outdoor
activity, @ low crime tate, aud in gemeral an excellent environment for
family life. Thil is balanced with the prospect of being in a one or
two doctor town which are affeccionately known inm medical circles as
#widow makers." The health care planners can mot expect that placing
one or maybe two physicians in an isolated community is a long term
plan or solution. Greater emphasis must be placed on iwproving the
practitioners life style which 1ncludes consideration of increased
utiligation of other health care providere such as physicisn assistants

and nurge practitiomers. In communitie; vhere no health care provider

&llfeuuihle. an excellent emergency madical ssrvice ie needed,
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Tochuical Assistance

Plesse envigion for o second a town of approximately 500 such as
Midwest, Wyoming, where a group of solid, long~tarm citizens of that
community attempt to apply for federal funds with two major objectives,
!}rst.being designation as a health manpower ‘shortage area and
secondly, a rural health clinic. NJ-Hloah to:.uy, these people need
technical assistance to probe the inner depths of H.C.Z.A. to
undsrstand the process. They also need technical assistance to gather
data to support the grant application. There i great wonder why, in
the £1fth largest state in the Urfion with its sparsity of populacion
(5.5/aquare mile), thare is only one !odcrAlly designated rural health
elin;c:and only fourtean health manpower shortage areas. Why haven't
we obteined these very appropriate dgg;gnut10n51 The reasons for this
are gog:aiuly diveree, but at the etate level, a program for technical
ssnigtqnco would improve in large measure the abilicy of the emall
comn?nitia- to un§uru:lnd and weave tq’tr vny‘tbruugh the bureaucracies
of the federal govermment. It would also establieh a health care
prov%dgr ndvocatclwhon dealing with Medicare ox other sgencies.
chislativn.znl:t-anzl‘

Mr. Chairman, I w;uld like to, first of all, compliment both you and
Congress in your recognition of the pxoblen‘of rural haalth care and
your attempt to remedy some of the problems through recent legislation.
However, I would like to take this opportunity to point out some of the
nuancea of this legislation and how it may adversely impact Wyoming.

Congrees, in its wisdom, recognized that cognitive akille by the
primary care physician often times has equal if not more value than
procedural skills. Through legislation, you have raised the
reimbursement for the primary cere physician while decreasing that of
tha sub-specialist. Unfor tely, the impl ion of the
legislation has led to the cutting of the sub-apecialist at & wuch more
rapid rate than the raising of the reimbursement for the primary care

physician, In reality, there is growing concern that tha aggregate
Medicare dollar, instead of remaining the same, is actually shrinking
which may allow little, if any gain, by the primary care physician.

Geographic Multiplier

Through the geographic multiplier, it was hoped that the rural health
care providers would be able to obtain & greater reimbursement.
Unfortunataly, as part of thar bill, there is also a cost of living
clause upich. 4if one uses currant 1nfor-atlon? will in fact zaise the
reimbursement of urban physicians, possibly as much or more than the
actual geographic multiplfer. This, in effect, is once again funneling
the nrimary care physician to the urban areas away from rural. It also
applies that the cost of practice in urban areas is grester than rural,
howaver,, this has not been validated. The American Acadeny of Family

Practice feels that there may in fact be approximately a twenty percent
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grsater cost to the rural family physiclan for certain services as
comparad to the urban family phyaician,lonco again in large measure dus
to the adverse economy of ocala.

Health Manpower Shortage Area

We have already alluded to the fact that small communities need
technical assistance in order to obtain their health manpowsr shortaga
area designation. This is going to be particularly important given the
10 percent reimbursement differential written into current legislation.
Other programs exist with H.M.S.A. designationa. We recently had the
opportunity of working with a small community in Wyoming which had
obtained the health manpower ehortage area designation. The hope was
that one of our graduates would locate there, and as a result, obtain
the benefit of medical school loan repayment, which is also part of the .
program. However, we were told at the last minute that tharae wera no

available monies for the loan repayment program,
Laboratory Regulations

Written in recent legislation is a sct of guidelines for physician
laboratories. Most small communities such as Baggs, Midwest, and
Medicine Bow have small medical laboratories which provide basic

. services within their community. If th; laboratory regulations are
enacted, one spacific example is that the physician will no longer be
able to do strep throat screens. As you know, strep pharyogitis aod
the fears of a possible resurgence in rheumatic fever are important to
the people of Wyoming, and strep throat gwabs may no longer be
available through the gmall laboratories in communities without a8

bospital,

125X Cap

The Congress realizad that the rural physician, during the
inplementation of this new legislation, would be at s disadvantsga and
allowed 1252 cap of the maximum allowabls charge during 19%1. Although
this was a remedy that was welcomed, it pointed out the fact that a
wmaxipum allowable charge for the rural family phyeician is lower than
that of urban family physicisns. It may still allow cherges by the
rural physician to be lower than in the urban community, Some rural
physiciana are actuslly being reimbursed by Medicare at 50 percent of

the national average floor.
Closing .

The legislative intent that we have discussed was outstanding and will
in fact alleviate some of the problems of the rural family physician.
What I believe is that the implementation by Medicare of the
COQQreulionnl mandates ghould be btoughc forward with a sensitivity to
the rural aress. Until such time as the economic, professional,
personal, and technical resources are brought to bear along with the
the recognition of the problem of rural health care access, then the

- health care consumer in the small rural communities of Wyoming will

continus to ;:a hazlth care aervicee decrease.
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Senator SmMpsoN. I thank all of you very much. This is most in-
teresting testimony.

My interest here—I didn’t get appointed to the Special Commit-

~ tee on Aging, I sought it. I have some very deep personal observa-
tions, with a father who is 93 in November, who has been in a long-
term care center in Cody, WY for over 2 years now. Ann’s mother
is 90, and is also in the Westpark County long-term care center.

I watch their care as best I can, feeling guilty, of course, like all
children do. There is a mixture of love and guilt which is very,
very real in this situation. There is no way to equate it. .

You see another thing, where these people who are very serious-
ly dissembling are being treated by people who are 27 years old,
who don’t understand a 90-year old person very well, and are not
very patient with them, even though they try hard. It is just moons
away from their lives and they are paid such an inadequate salary,
and they usually have enough turmoil in their own life that they
can hardly think of any others.

That’s my experience. They have a divorce going with their
daughter, or their kid is on pot, and there they are taking care of
people all day long who are incontinent and sometimes incapable
of comprehending. That's where the rubber hits the road, as I have
seen it. That’s what created my interest. Then my mother is 90,
and she is able to care for herself in her home. That gives her
great self-confidence.

My daughter-in-law is a registered nurse. She is now, after rais-
ing this lovely grandchild, involved in home health care 2 days a
week. Last week she was at the Two Dot Ranch. I said “How are
things out at the Two Dot?”’ That’s part of her covered duty. It is so
real, and I think that's what impelled me to get into it, just be-
cause it is growing.

Then I watched the defeat of catastrophic health care, which was
very distressing, because some of the most fortunate people in
America did not choose to pay the $800 a year surcharge. Yes, we
should have recognized how many had their own insurance plans.
That was Congress’ error. Yes, we should have enabled those
people to opt out. But the issue was the cost to 80 percent of the
older people in America. It would have been $4.16 a month, going
to $10.60 a month in 1993. That would have covered 80 percent of
the seniors in America. The next 15 percent would have had to pay
no more than $200 a year more than that, and then as I say, the
top 5 percent of the people in America would have had to pay $800
a year, going to $1,500 in the year 1993. It crumbled. I don’t know
what we are supposed to do when nobody wants to pay. That was
just catastrophic. Long-term health care is going to cost 10 times
more than catastrophic. If you don’t think those aren’t vexing
issues, then you tell me.

Meanwhile, Jim Roosevelt and his happy band of squirrels keep
hammering on our heads all day long. It is not pleasant, and I
think very inappropriate. So these are some of the things that im-
pelled me here.

But there is one thing that is very, very real. You talk about the
pre-admissions screening and annual resident review program, and
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the critically important thing of when we find the person diag-
nosed with mental illness or developmental disabilities, who can’t
be accepted into a nursing home that does not provide ‘“active
treatment.” Well, no nursing home in Wyoming is going to be able
to provide that treatment. Then as you say so poignantly, they are
going to have to go the training school or the State hospital. To
move a person from Newecastle or Cody or Sheridan—a veteran
could go into the VA hospital in Sheridan, but that again is re-
nowned for that type of service—you remove them from their com-
munities and their support networks. I think that is very sad.

I hope we can do something and get that message across. I have
had that come up in town meetings before. But I know that you,
Larry, wanted to discuss a bit more the criteria that are now used
to develop these health manpower shortage area designations.
Briefly, will you discuss those criteria that are now used, and how
they actually discriminate against the frontier State?

Dr. MeuLl. The criteria that are used to designate health man-
power shortage areas and then are used as criteria to receive Na-
tional Health Service Corps physicians are as follows: One is the
infant mortality rate, second is the percentage of the population
with incomes below 200 percent of the poverty level, third is the
population to prim care physician ratio, fourth is the percent-
age of minority population, fifth is the percentage of special popu-
lations, which include the homeless, migrant and seasonal farm
workers, perinatal problems, persons with AIDS, substance abus-
ers, and elderly persons, sixth is vacancies as a percentage of total
budgeted staff, and seventh is the degree of rurality.

When you start talking about the percentage of minority and
special populations and when you are talking about the percentage
of the population with incomes below 200 percent and infant mor-
tality rates, in those four areas, Wyoming is really at a disadvan-
tage. The reason is that our infant mortality rates are based on
Caucasian rates, which are relatively low. So we don’t get points
for that.

When you include a whole county in a designated area, we don’t
have enough pockets of poverty population in a county to fulfill
that. In the minority populations, only about 5 percent of our total
population really fits into the minority category, so we don’t have
those populations, and we don’t have the special populations, drug
abusers, those with AIDS and so on. Not that it doesn’t occur in
Wyoming, and I want to remind you that our AIDS patients are
just as sick and die just as rapidly as the ones in New York City,
and other urban areas. They are just not recognized and are not
considered victims, they just feel like they are having a run of bad
luck.

We score minimally on these criteria, therefore, it is very seldom
that our frontier States really are designated as health manpower
shortage areas. In the whole region, Region 8, there were 44 desig-
nated areas. The cutoff point was 20 points or higher. The highest
scoring place in Wyoming—Greybull had a score of 19. They didn’t
even reach the cutoff point, but the regional people felt guilty at
not having a designated area in Wyoming, so they picked Greybull.

When you talk about smallness of hospitals, distances between
providers, those types of things which really differentiate a frontier
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State from a rural State, including weather conditions and so forth,
none of those have any points in this designation, so they are not
considered.

Senator SiMPsoN. Those criteria are obviously nearly impossible
to meet. These are the kinds of issues that are being examined in
these hearings and in Arkansas and other States that have serious
similar problems.

The one that came to my attention most recently was the Feder-
al law which required each State to allocate half of its substance
abuse treatment grant to treatment for 1.V. drug users—half of it.
Then if the State failed to meet that requirement it would lose the
entire grant. Wyoming does not have an 1.V. problem of any great
proportion, but it must still set aside those funds, then victims of
alcoholism wait 6 to 8 weeks between visits to the treatment
center, which is funded by other moneys in the same grant, be-
cause there is not enough money there to pay for another counsel-
or. It reaches absurdity. That is one that was most clearly brought
to my attention, and we have spent some time trying to amend leg-
islation to meet these needs.

I might turn to Evonne Ulmer: All of you mentioned credential-
ing requirements as a problem for nurses aides, lab technicians,
and so on. As a health care professional and a superb, creative one,
I am certain you don’t want to be providing these services unless
you are comfortable with the quality of care. How are your noncer-
tified personnel properly trained?

Ms. ULMER. We, like most providers, use a variety of methods.
We use a lot of on-the-job training. We also do a lot of formal class-
room type training. Qur nurses aides, for example, even before the
regulations that required certification, had in-house requirements
for so many hours worth of training for them.

We use computer assisted training, videos, we belong to HEDS/
CHEP, which is a northeast consortium, using VA resources, as
well as hospitals in northeast Wyoming, South Dakota, and Mon-
tana that do a lot of on-site educational programs. We use a lot of
proficiency checklists, where employees have to demonstrate that
they are able to do a procedure satisfactorily before they are al-
lowed to do it unsupervised.

So we really use a variety of ways to assure that the care that is
done will be done with quality in mind.

Senator SimpsoN. You do a lot of hospital generated activity, a
lot of new services that help both your revenues and the communi-
gi !?s that kind of horizontal integration an option for many hospi-
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Ms. ULMmer. I think so. I think in the small rural frontier areas,
you are going to see more and more of that. By necessity, hospitals
are going to be the health resource for the community, because
there is nobody else providing the services a lot of the time. A lot
of the services that we provide are not reimbursed. A lot of my
staff provide a significant amount of services to the community
free of charge. When you are talking about home health and the
problem with 1V. therapy, I know that my staff has made home
visits to use PCA pumps, which is a pump to deliver a pain medica-
tion to hospice type patients. They use the hospital’s pump, and
they take it home, then we teach the family, then the nurses go in
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on their day off, or when they get off their 12-hours shifts, to make
sure it is working correctly.

You see a variety of people coming together to meet the needs of
the community as best they can.

Senator SiMpsOoN. One final question. You have organized out-
reach programs, and outreach clinics, and visiting specialist pro-
grams. I am sure those are popular, but are they still faced, and
aren’t we all in Wyoming faced in the various places where we live
with the situation, where people will still bypass the small hospital
or care center and head for Rapid City or Billings or Salt Lake or
Denver or Scotts Bluff or Idaho Falls for nonemergency care?

Ms. ULMER. Yes, I think that’s true. It’s a problem that rural
hospitals have, rural consumers feel the grass may be greener on
the other side of the State line, or that bigger is also better. That's
not necessarily true. We work hard to communicate to the commu-
nity what services we do have available, so they know what is of-
fered in the community. When we are not effective in doing that,
when the community lacks confidence in our ability or lacks
knowledge of the services available, those consumers that are most
able are the ones who will travel, those with health insurance and
those that are relatively healthy and can travel easily. It leaves
then, the burden on the communities to care for the elderly, the
poor and the indigent who don’t have those options.

Senator SimpsoN. Dr. Driggers, yours is a critical role. I remem-
ber when the State legislature dealt with whether to have a medi-
cal school at the University of Wyoming and it was determined not
to do so. I think that, as I look upon it, was a good decision, know-
ing the cost, and watching what is happening in Georgetown and
some of the other affiliated schools with large universities where
you have to pay faculty members $200,000 up to $275,000 a year to
attract them. That’s nothing extraordinary, to attract any kind of
skilled surgeon.

Then it fell upon you to do the training of a number of the physi-
cians who were practicing in remote regions. What kind of medi-
cine do you have to teach these people, is it a meat and potatoes
kind of medicine? What is done there? Would you briefly say how
that differs in a State like ours.

Dr. DricGers. I could talk on that for 30 minutes, Mr. Chair-
man.

Senator SiMpsoN. No, you can’t. See this right here? [Laughter.]

Dr. DricGeRs. I alluded to that fact in my testimony. I believe
there is indeed a discussion nationwide as to two different types of
family practice programs. One is what we have here in Casper,
that is a program that is dedicated to training future rural family
physicians, a family physician that can address the breadth of
what is seen in small communities.

One of our graduates left and is now in practice in Newcastle
with Evonne. I like to think that it is indeed a special breed of cat,
if I can pull back on my Air Force Academy days. There is a need
for a family physician in a small community who is willing to de-
liver 30 or 40 babies a year, and can do it well, and can recognize a
high risk situation and can begin an appropriate transport.

There is a need for a rural family physician who can handle, at
least for the first 2 hours, almost any kind of trauma problem in
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terms of stabilization, getting an appropriate I.V. started, intubat-
ing the patient if necessary, getting the blood going, and calling the
nearest trauma center and getting the helicopter there.

There is a need for a family physician who recognizes that
indeed rural Wyoming is getting older, that the population has an
increased reliance on Medicare, that understands the transition
from being independent to semi-independent to being a dependent
person, and knowing the resources within the communities that we
have all discussed already today, from home health care to what
the hospital can provide.

We hope we are training that type of person.

Senator SimpsoN. I think that’s what the people and the legisla-
ture expect. It would be my hope that the major medical centers in
this country can try to cross-train their residents for rural practice,
and let them know what is out there. I think many of them would
take that option, if they knew the type of practice.

When [ was in the legislature, for 13 years in Cheyenne, we tried
to almost force those people to stay in Wyoming. You can’t do that.
It’s indentured servitude, I believe is the term for it. You can’t
force a person to be trained in Wyoming and then stay here for 2
or 3 years for a sum certain. That was difficult.

But I do appreciate your views. One thing I hope will get
through, and is leaking through, is that the new Medicare fee
schedule is going to try to quantify the relative costs of providing
medical care in the frontier regions and the urban regions. We are
going to get rid of this assumption, which came from the Wyoming
doctors when Medicare first started that practice costs are lower
out in the frontier. As health care officials went around the State
and said “What do you charge for an appendectomy?”’ The doctor
would say to this Government person “Seventy-five bucks.”

The nurse would say ‘“Doc, I've been telling you to charge $150.”
That was where the divergence came. They started the statistics
right then, and never stopped. Somehow there was a difference.
AhI;d there is no difference, and it has been so tough to cut through
that.

There is no difference in practice costs, equipment costs, mal-
practice costs, specialty services. That has to be said again and
again. The rural area doctors inadvertently brought that upon
themselves, as Medicare statisticians went around to do their work
in the 1960’s. It stuck, and we are still stuck with it.

I thank you all very much. It has been very helpful and good tes-
timony.

Evonne, does Mary Wing still contact you daily?

Ms. ULMER. Not daily, but frequently.

Senator SimpsoN. There’s a lady up in Newcastle who is the
mother of Charles Wing, who played ball with me at the Universi-
y of Wyoming. When I have town meetings, Mary would say
“Alan, you need some shaping up.” She is something, isn’t she?

Ms. ‘}LMER Yes, she is.

Senator SIMPSON. Amazing, marvelous, lovely, vigorous lady.

If we can go now to our final panel on social and community
service. We will hear from Steve Zimmerman, Administrator of the
Division of Community Programs, Wyoming Division of Communi-
ty Services of Health and Human Services. He is responsible for all
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the federally assisted programs in the area of substance abuse,
mental health, developmental disabilities, and more. He manages
contracts with over 150 providers in various program areas to
assure services are delivered in all of Wyoming’s 23 counties, and
meet Federal program standards.

He has a B.A. from Metropolitan State College in Denver, an
M.A. in Special Education and Rehabilitation Counseling from the
University of Northern Colorado in Greeley. Before migrating here,
Steve was a vocational rehabilitation counselor in Des Moines.

Then we have Scott Sessions, the Director of the Wyoming Com-
mission on Aging. He is a native of Wyoming. I have known a lot
of Sessions’s in my time, most of them from somewhere up around
Big Horn Basin. Scott has served as the Director of the Wyoming
Commission on Aging for the past 10 years.

He is responsible for administering a wide range of social and
community service programs funded under the Older Americans
Act, including the very popular meals on wheels, the senior cen-
ters, senior employment programs, home health, transportation
programs. He has a B.S. from Utah State, and prior to assuming
his current post, he served as the recreation director at the Idaho
State Youth Training Center, and was the director of the recrea-
tion department in Powell, in Park County.

Please proceed, gentlemen. All your testimony will appear in the
records as if read in full.

STATEMENT OF STEVE ZIMMERMAN, ADMINISTRATOR OF THE
DIVISION OF COMMUNITY PROGRAMS, WYOMING DIVISION OF
COMMUNITY SERVICES, HEALTH AND HUMAN SERVICES

Mr. ZiMmMERMAN. Thank you, Senator Simpson. I appreciate the
opportunity to address the Senate Special Committee on Aging. It
is a privilege to communicate with you again and other members of
the Committee my thoughts on frontier human service delivery in
the great State of Wyoming.

Wyoming is a State of immense size, as mentioned earlier, ap-
proximately 400 miles east to west and 350 miles north to south. It
contains 98,000 square miles. The average population density is five
persons per square mile. This frontier status makes delivery of
human services difficult if those services are not provided in a
carefully planned and integrated and flexible manner.

After 17 years of delivering human services across Wyoming,
wearing out at least three vehicles, and spending many days and
nights driving before sunrise and after sunset to return home or
get to the next stop, in weather than can be pleasant, as it is today,
but also weather that can be 30 degrees below zero with ice and
blowing snow on roads that if not closed, soon should be, it is
etched in my mind the need for service delivery that meets citi-
zens' needs in a well-planned integrated resource pattern. I believe
there is a need for integration of Federal, State, and local resources
and that this integration should be expected.

Service integration makes Federal auditors wince. It is important
that this partnership have flexibility to effectively meet human
gervice needs of citizens. Wyoming citizens mirror citizens of the
United States in many respects. However, the density of population
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has a profound impact on how services can be provided to those
citizens. . .

In my.early days of human service delivery, I lived in Des
Moines, IA, a city at that time of approximately 400,000 people. It
had many agencies and delivery sources, all of which could be
reached by a half-hour drive. Coordination of those services, while
difficult, was possible.

I then moved to Wyoming, which held the same number of
people in 98,000 square miles versus the former 100 square miles.
The impact on how the same services are delivered is immense. In
Wyoming, sparse population and immense space requires commit-
ted persons to use many resources to meet citizens’ needs. It is not
practical to have individually bundled services as are often re-
quired by Federal initiatives, unless there is sufficient funding at-
tached to deliver the services desired by the Federal planners.

I am painfully aware as an administrator of a division that
serves four major service areas—developmental disabilities, mental
health, substance abuse, and family violence and sexual assault—
that the kind of delivery that must occur in this frontier State is
not permitted by the increasingly prescriptive Federal funding re-
quirements.

I began to be aware almost 4 years ago that the day of the block
grant was over. While Federal funding may still be called block
grant, it is being administered in an extremely categorical and pre-
scriptive manner. Year by year, more and more flexibility that re-
sulted in good service delivery to Wyoming have been eroded. As
}hisdsis happening less and less can be accomplished with Federal
unds.

For the sake of this testimony, the division of the State govern-
ment that I administer administers the following Federal funding:
Victim Assistance, Drug-Free Schools and Communities Grants,
Comprehensive Mental Health Planning Grant, Mental Health
Homeless Grant, HUD Homeless Grant, Community Services
Homeless Grant, Family Violence Prevention and Services, Educa-
tion of Handicapped Part H and Part B, Community Youth Activi-
iy Grant, and Adolescent Mental Health Treatment.

We have some experience with Federal funds. The alcohol, drug,
and mental health block grant set-asides and targets have made it
impossible to administer portions of the block grant. Worse yet, if a
program is developed to administer those moneys, it is virtually
unusable by Wyoming citizens.

Examples are, the set-aside for the women’s programs in the al-
cohol and mental health block grant describes in regulations a situ-
ation that requires separate staff and programming, including
building, to assure that women only are served. In a rural county
that has one or two staff members, an area with men, women, and
children’s needs, the set-aside demand of assignment of staff for
women only may be beyond good judgment because of the number
of individuals needing that particular service.

While it is perfectly acceptable to have a specialized program to
serve the needs of women with a portion of a staff person’s time, it
may be impossible to defend this activity to Federal auditors.

Another example is the group home loan program which re-
quired a set-aside of $100,000 for the purpose of short-term, 2-year
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loans to unrelated individuals who wish to begin living together
after completing treatment for substance abuse.

The problem is that Wyoming desperately needed additional
treatment service for treated substance abusers. However, the
intent of Federal legislation is to allow funding of a very narrow
approach to such treatment that appears to have worked some-
place. That program has been set up as specified by the Federal
Government.

To date we have had no requests for group home loan account
money. We have complied, but have we served the people?

A third example is the recently passed legislation in the area of
mental health that allows mental health homeless funds to be used
for that group of seriously mentally ill individuals. However, the
Federal regulations will not allow those funds to help with food
and shelter, as part of the mental needs of the individual.

In Wyoming, in many small isolated places, there are no shelter
programs, and probably none needed on an ongoing basis. So we
are prevented from using mental health homeless funds to meet
the individual’s needs. We have to say “Come back when you have
your housing and shelter and we will be able to utilize these home-
less mental health moneys for your emotional needs.”

The result is that the homeless in this State will see funds
return to Washington while they remain in desperate need of help.

Regarding the I.V. drug use setaside which you mentioned, Wyo-
ming is not New York or San Francisco. Our citizens have addic-
tions, but not always I.V. in nature.

The problems specifically are set-asides, categorical methods of
service delivery, prescriptive delivery that does not take into ac-
count this State’s demography. As an administrator, I do not mind
being held accountable for the outcome of programs that the Con-
gress wishes to fund. However, to prescribe the method by which
that is done I believe lacks understanding and judgment.

Even in urban situations it may be difficult to follow the categor-
ical or set-aside approach. But in this frontier State, with the popu-
lation density that I have mentioned, it is impossible and results in
waste, frustration or worse yet, returning desperately needed fund-
ing appropriated because we cannot deliver services in the specific
way the funders or their staffs have envisioned.

I believe the solution is in accountability. I believe you must
have accountability to spend Federal funding. But I also believe
that this responsibility did not need to be attached to the proce-
dures and processes in such detail that they cannot work in Nio-
brara County or Washakie County or Carbon County.

If you want to have appropriate staffing, indicate what you want
the outcome to be, that you want women served, or that you want
residential facilities for those that are substance abusers or that
you want to see homeless mentally ill have their therapeutic needs
met. Then allow administrators to decide, in a State like this, how
this can best be accomplished. Also send enough money, if you are
prescribing it, so that we can accomplish the task.

The ability to apply for waivers is important. However, as I have
recently experienced in the alcohol and mental health block grant,
often Federal program people scoff at the reasons we say some-
thing will not work.
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I have one experience I will relate. Almost 9 years ago, Federal
auditors rode with me between Cheyenne and Casper on a snowy,
cold, windblown, winter day with white outs, to attend a program
review the next day. First of all, that reviewer has never returned
to Wyoming. Second, there was a greater understanding of dis-
tances and difficulties with delivery.

For those who scoff at our inability to prescriptively provide pro-
grams, they need to be in Wyoming for sufficient time to either
provide the assistance and show us how it might be done or under-
stand that we are delivering services in a State that requires spe-
cial sensitivity.

[The prepared statement of Mr. Zimmerman follows:]
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July 20, 1990

1 appreciate, Senator Simpson, the opportunity to address the senate special
committee on aging in this field hearing in Casper, July 23, 1990. It is a
privilege to communicate to you and other members of the committee my thoughts

on frontier human service delivery in the great state of Wyocaming.

Wyoming is a state of immense size, approximately 400 miles east to west and 350
miles north to south, that contains 98,000 square miles. The average popylatjon
density of Wyoming is five pexsons per sguare mile. This frontier status makes
delivery of human services difficult if those services are not provided in a

carefully planned and integrated and flexible manner.

After 17 years of delivering human services across Wyoming, wearing out at least

thres vehicl

and spending many days and nights driving before sunrise or after
sunset to either return home or get to the next stop in weathar that can be
pleasant but alsc weather that can be 30 below zero with ice and snow blowing on
roads that if they have not besn closed will soon be, have etched in my mind the
nesd for service delivery that mests citizens’ needs, is well-planned, and
integrates the resources available from many sources. I believe that there is

a need for integration of federal, state, and local resources and that this

integration should be expected. Service integration makes federal auditors
wince. It is important that this partnecship have the flexibility to effectively
meet the human service nesds of citizens. Wyoming citizens mirror citizens of
the United States in every respect, however, the density of the population has
a profound impact on how services can be provided to these citizens. In my early
days of human service delivery, I lived in Des Moines, Iowa, a city at that time
of approximately 400,000 people. It had many agencies and delivery sources, all
of which could be reached within half an hour by vehicle. Coordination of those
services while difficult, was possible. I then moved to Wyoming which held the
same number of people in 98,000 square miles versus the former 100. The impact
on how the same services are delivered is immense. In Wyoming, sparse population
and immense space required comnitted persons who use many resources to maet
citizens needs. It is not practical to have individually bundled services as are
often required by federal initiatives unless there is gufficient funding attached

to deliver the services which are desired by federal planners.

I am painfully aware as an administrator of a Division that serves four major
service areas (developmental disabilities, mental health, substance abuse, and
family violence/sexual assault) that the kind of delivery that must occur in this
frontier state is got permitted by the increasingly prescriptive federal funding
requirement. I began to be aware almost four years ago that the day of the block
grant is over. While federal funding may still be called a "block grant* it is
being administered in an extremely categorical and prescriptive manner. Year by
year more and more the flsxibility that resulted in good service delivery in
Wyoming have been eroded as this is happening less and less can be accomplished
with the federal funde.
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For the saks of this testimony, The Division of state government for which I am
administrator administers the following federal funding: Victim Assistance, Drug
free Schools and Communities Grant, Comprehensive Mental Health Planning Grant,
Mental Health Homsless Grant, HUD Homeless Grant, Community Services Homaless
Grant, Family Violence Prevention and Services, Education o’f Handicapped Part H
and Part B, Community Youth Activity Grant, and Adolescent Mental Health
Treatment. We have "some™ experience with federal funds. The alcohol, drug, and
mental health block grant set asides and targets have made it impoasible to
administer portions of the block grant or worse yet, if a program is developed
Lo administer those monies, it is virtually unueable by Wyoming citizeps.

Examples: 1) The set aside for the women’s program describes in regulations as
a situation that requires separate staff and program to assure that women only
are served. In a rural county that has one or two staff, an area with men and
women and children with needs, the set aside demand of assignment of a staff for
women’s services Qnly may be beyond good judgment because of the number of
individuals needing that particular service. While it is perfectly acceptable
to begin a specialized program to serve the needs of women with a portion of a
staff person’s time, it may be impossible to defend this activity to federal
auditors. 2) The group home loan program which required $100,000 of money to be
set aside for the purposas of short-term two-year loans to unrelated individuals
who wish to begin living toqatl;ar after completing treatment for substance abuse.
The problem: Wyoming desperately needs additional residential treatment services
for d . » the intent of the federal legislstion ie
to only allow funding of & very nazxow approach to such treatment that apoears
to have worked “someplace.” That program has been set up as specified by the
federal government. To date, we have had pno requests for the group home loan
account money. He have couplied but have we served the people? 3) You have

recently passed legislation in the area of mental health that allows mental

health homeless funds to be used for that group of seriocusly mentally {l}
individuals, howsver, the federal regulations will not allow funds to help with
food and shelter as part of the mental health needs of the individual. 1In
Wyoming, in many small isclated places there are no shelter programs on an
ongoing basis so we are pravented from vusing mental health homelese funds to meet
individuals needs but rather havye to say, "Come back when you have housing and
shelter and we will then be able to utilize this homeless mental health money for
your amotional needs.” The result is that the homeless in this state will see
funds returned to Washington while they remain in desperate need of help.
4) 1V Drug set aside: Wyoming is not New York or San Francisco but our citizens

have addictions also but always IV in nature.
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The problems specifically are 1) set asides, 2) categoricasl sethods of service
delivery, and 3} prescriptive delivery that does not take into account this
state’s demographice. As and administrator I do not mind being held accountable
for the outcome of programs that the federal congress wishes to fund, however,
to prescridbe the method with which that is dons, I believe, lacks understanding
and judgment. Even in urbanized situations it may be difficult to follow the
categoric or set aside approach, but in this frontier state with the population
density I have mentioned, it is impossible and results in waste and frustration
or worse yst returning desperately needed funding appropriated because we cannot
the specific delivery system that the funders or their staffs have envisioned.

The solution: I believe in accountability. I believe that you sust have
accountability to spend federal funding, but I also belisve that this
responsibility did not need to be attached to the procedures and processes in
such detail that they cannot work in Niobrara County or they cannot work in
Washakie County or they cannot work in Carbon County. If you want to have
appropriate staffing, indicate what you want the outcome to be, that you want
women to be served or that you want residential facilities for those that are
substance abusers or that you want to ses the homeless mentally {1l have their
therapeutic needs met and allow administrators to decide, in a state like this,
how that can best be accomplished and also by the way send enouygh funding
allowing us to gccomplish the task.

Ihe ability to apply for waivers ls important, however, as I have recently
experienced with the alcohol, mental health block grant often federal program

pecple scoff at the reason we say something will not work. I ha

experience
that I will relate. Almost nine years ago federal auditors rode between Cheyenne
and Casper on a snowy, cold, wind blown, winter day with white outs to attend a
Program review the next day. First of all, that reviewer has never returned to
Wyoming and second of all, there was s greater understanding of distances and the
difficulties with deliverv. For those that scoff at our inability to
prescriptively provide the program, they need to be in Wyoming for sufficient
time to either provide the assistance and show us how it might be done or
understand that we are delivering services in a state that requires special

sensitivity.

We need waivers without being demeaned
We need the freedom to determine how to deliver
We need to coordinate federal funds in state and local delivery

¥inimum allotments (the true block grant should return)
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Senator SimpsoN. Thank you, Steve. That was excellent testimo-
ny, clearly presented and hearable.

There really was no schedule for public participation, but I am
just going to get a sandwich and eat it on the way to the airport,
and we will take time for some public questions. I will be glad to do
that on anything, and try to do 20 or 30 minutes of that, if I can,
after the official panel is ended. If anyone wants to ask a question,
I will certainly try to respond, or more importantly, if you want to
present some evidence of what we have seen and heard here this
morning, I will try to do some of that. I don’t know how much we
can get done, but we will try.

Scott, please proceed.

STATEMENT OF E. SCOTT SESSIONS, DIRECTOR, WYOMING
COMMISSION ON AGING

Mr. Skssions. Senator Simpson, it is a pleasure to take part in
this hearing on issues facing the frontier States and some of the
implications for restructuring long-term care to meet the growing
needs of the rural elderly.

The National Resource Center for Rural Elderly with the Uni-
versity of Missouri at Kansas City indicates that rural American
defines consistent definition. However, there are unfortunate con-
stants that characterize rural elders. Older rural people are poorer,
less healthy, live in poorer housing, have few options in personal
transportation, and less availability of transit services. They have
significantly more limited access to health professionals as well as
community based programs and services than do their suburban
and urban counterparts.

The list of deficiencies and inequities can be quite stunning to
those unfamiliar with the very real circumstances of many rural
elderly. It is often argued that being old and living in rural Amer-
ica is a form of “double jeopardy” where the individual is put at
risk by the changes of advancing age and the circumstances of
rural residence.

Indeed, if other factors such as low income status or being a
member of a minority group or a Native American tribe are added
to d1:he argument, there is a case for “triple” or “quadruple” jeop-
ardy.

There are several interrelated themes that form the basic foun-
dation of the rural challenge. One is the lack of a rural human
service infrastructure. Given a small pool of economically viable in-
dividuals and units of government, private providers—nonprofit
and for-profit—tend not to congregate in the economically de-
pressed rural regions, but rather in those areas—urban, suburban,
or rural retirement enclave—that can support them.

In some rural regions a once-existent infrastructure of council of
governments and community action agencies has shriveled dra-
matically or fallen away altogether. The multipurpose senior
center and State and local governments are thus often forced to
use sparse funds to build a service infrastructure such as transit
services, before they can even provide the initial components of
service.
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Where such an infrastructure does exist, there is generally not a
large pool of providers to bid on the provisions of these services.
Thus, it is not common to see competitiveness acting as a brake on
costs, and given this relative lack of contractors, there are few
viable alternatives when a contractor is not meeting service expec-
tations.

Finally, existing service infrastructures tend to be concentrated
in the largest town or population center in the more populated
counties of the planning and service area. Those elders living out-
side of that service center often do not have adequate access to
services, even though such assistance exists within their county.

There is also a lack of a trained labor pool that is a part of this
challenge, the lack of a well-trained and/or experienced labor pool
from which the senior center can draw upon for precious human
resources. Rural providers are all too familiar with the drain of
trained personnel from rural regions.

Ironically, where trained and experienced individuals are avail-
able, the pay scales of many rural elderly service providers is gen-
erally so poor and the prospects of upward mobility within the or-
ganization or agency so slim that retention of skilled people is
almost as difficult a proposition as recruitment.

Providers of rural elder services are faced with a current genera-
tion of their service consuming population, especially those 85 and
over. It has been found that there are attitudes, values, and beliefs
that must be taken into account before services can successfully be
provided. One of the fundamental elements of this attitude is ex-
pressed as “If you don’t have it, and you can’t make it, then you
don’t need it.”

Elders in many parts of the country retain a traditional sense of
individual independence, coupled with an occasionally fierce suspi-
cion of government at any level, that prevents them from utilizing
those services which they badly need.

Another rural challenge involves lack of adequate Government
funding. Political rhetoric concerning not throwing money at social
problems to the contrary, adequate funding is a fundamental pre-
requisite for the provision of programs and services for rural
elders. Whether it is Federal, State, or local funds, it is simply im-
possible to run most services in a decent, acceptable manner if they
must scrape for every penny to sustain themselves. Time and
energy need to be expended on Federal and State level political
action and coalition building.

There is a lack of rural-sensitive Federal and State regulations.
Once Government funds are secured, there is an ironic twist. Vari-
ous Federal and State regulations that accompany monetary assist-
ance often receive poor marks for perceived insensitivity to the at-
titudes, values, and beliefs of rural older persons, as well as for the
ignorance of how programs and services operate in rural environ-
ments.

This is generally the result of well-intended officials giving vari-
ous urban values, practices, and procedures the virtual force of law
without an understanding of the unintended rural consequence.
While no one would be so foolish as to call for the provision of Gov-
ernment funds without appropriate safeguards to insure their
proper and intended utilization, it can be argued that such funding
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regulations should reflect rural realities, not urban stereotypes of
country life.

In the National Survey of Rural Aging Services Delivery: Prob-
lems and Initiatives, presented at the 1988 annual meeting of the
Gerontological Society of America, it is indicated that the most fre-
quently mentioned need in rural areas was for transportation.
Transportation is seen as pivotal for access to most types of serv-
ices, including respite and day care, nutrition programs, social pro-
grams, shopping, medical care, and other health-related services.

Another major area reported in the survey is the need for com-
munity based services for frail elderly and their families. Again,
transportation sets the context for this issue.

Many respondents indicated that service delivery to the home-
bound is a problem, including a lack of local, trained paraprofes-
sional providers which involve social services supports rather than
the usual medical model approach.

Wyoming differs very little from its neighbors in the Rocky
Mountain regions of the United States. It boasts wide-open spaces,
clear skies, and beauty beyond description. It lays claim to some of
the finest fishing and hunting, and is home to two magnificent na-
tional parks, Teton and Yellowstone.

In many ways, Wyoming is the best kept secret of the United
States, remaining hidden from the minds and eyes of most Ameri-
cans. However, those who call it home are faced continuously with
the challenges presented by its geography and predominantly
energy and agriculture-based economy.

With only 483,000 people residing within its 98,000 square miles,
Wyoming is the epitome of the word rural. In fact there are times
when the words frontier and isolated rural are used as descriptors.
Isolated rural is defined as less than six persons per square mile.
Rural in Wyoming means traveling miles without seeing another
vehicle, inhabitant, or community. It means driving long distances
for shopping, meetings, medical services, and being isolated, espe-
cially during the long winter months when ground blizzards and
subzero temperatures can make travel a deadly affair.

For many Wyoming residents, rurality is simply a matter of per-
spective. A county seat the size of Rawlins in Carbon County, ap-
proximately 8,000 people, can be a thriving metropolis for an isolat-
ffd rancher who lives 50 miles away and gets to town once a month,
if then.

Because of these geographic realities, as well as a less than favor-
able economic picture for the State of Wyoming, Wyoming is on the
bust end of an energy boom and bust cycle, and because of a short-
age of professionals in the fields of social work and nursing, the
phrase “profoundly rural” has been adopted by those who provide
social, health, and medical services, as a more appropriate descrip-
tor of the majority of the State’s population.

Developing programs and providing services that are locality rel-
evant, flexible, and adaptive has become a necessity. Trying to find
what would work and best serve the long-term care needs of the
elderly in Wyoming who made up approximately 13 percent of the
total population in 1988, is the impetus behind the effort of the
Commission on Aging to strengthen statewide collaborative plan-
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ning efforts and implementing specific improvements in the State’s
long-term care system.

The most notable shortcoming of the long-term care systems in
Wyoming is the absence of overall coordination, and the resulting
gervices gaps, due also in part to the profoundly rural nature of the
State. Each of the agencies has separate intake processes, assess-
ment requirements, eligibility criteria, staffing qualifications, and
services funding resources.

Efforts to improve the coordination of care in any systematic and
efficient fashion have been hampered by the somewhat contradicto-
ry effects of existing programs that finance long-term care, which
tend to encourage the use of nursing homes rather than supporting
strategies to keep people living independently at home.

The National Survey of Rural Aging Services Delivery indicates
that the primary initiative to address the in-home care needs of the
rural elderly is to allow local flexibility and adaptation to modify
existing programs or policies requiring special accommodations in
the development and delivery of services.

In its bid for a 1990 Administration on Aging Federal discretion-
ary grant, the Commission on Aging proposes to take the lead to
restructure the long-term care system in Wyoming. The current
fragmented long-term care system needs to be replaced with a
streamlined, restructured organizational entity which will be able
to conduct short, medium, and long range planning, develop com-
prehensive policies consistent with planning efforts, carry out poli-
cies and procedures, make resources available to carry out the
plan, and be held accountable for the outcomes.

Both medical and social models of service delivery must be inte-
grated into the restructured organization. It must incorporate local,
built-in flexibility and a cost-sharing mechanism, whereby the
client and/or their families is paying for a part or all the cost of
the services. The services will be available without regard to
income levels, because there are some older persons who may have
the resources to pay the full cost of services, but still need case
management.

Senator Simpson, at the Federal level, I encourage you to consid-
er the following initiatives, which can lead to concrete, measurable
changes within the existing Federal long-term care system, and
will generate a more responsive network of services for the most
vulnerable rural elderly across the United States.

One, States must be allowed to develop and implement initiatives
which give statutory authority to offer a broader range of alterna-
tive services without the requirements for Federal waivers—that is,
without the Federal regulations that greatly limit their scope.

Two, programs that have demonstrated cost-effectiveness should
be allowed to continue on a permanent basis. This should include
expanding social support services for informal caregivers taking
care of the elderly. Particularly, there is a need for additional
funding of Title 3(e) under the Older Americans Act.

Finally, the issues facing the rural elderly regarding long-term
care has been left primarily to the States, leading to gaps in serv-
ices, and inequities across regions. This is even more prevalent in
rural areas.
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Programs have primarily addressed short-range approaches by
adding to the existing fragmented long-term care systems, rather
than making fundamental reform in the financing and delivery of
services. The challenge is to find ways to develop a delivery system
that meets the needs of all dependent people and their families,
and that can make the most effective use of the resources available
in each community.

I thank you.

[The prepared remarks of Mr. Sessions follow:]
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Testimony by
E. Scott Sessions, Director
Wyoming Commission on Aging
presanted at the Field Hearing on
Issues Facing A Frontier State in Restructuring Long Term Care
Sponsored by
United States Senator Alan K. Simpson

Casper, Wyoming -~ July 23, 1990

Senator Simpson, it 1s a pleasure to take part in this hearing on 1ssues
facing the frontier states and some of the implications for restructuring long
term care to mest the growing needs of the rural elderly.

FRONTIER STATE

The National Resource Center for Rural Elderly with the University of
Missouri - Kansas City, indicates that Rural America defies consistent
definition, however, there are unfortunate constants that characterize rural
elders. Older rural peopls are poorer, less healthy, 1ive in poorer housing
stock, have few options in personal transportation and less availability of
transit services. They has significantly more limited access to heaith
professionals as well as community based programs and services than do their
suburban and urban counterparts.

The 1ist of deficiencies and inequities can be guite stunning to those
unfamiliar with the very real circumstances of may rural elderly. It is often
argued that being old and 1iving in Rura) America is a form of “double jeopardy”
where the individual is put at risk by the vicissitudes of advancing age and by
the circumstances of rural residence. Indeed, if other factors such as low
income status or being a member of a minority group or Native American tribe
are added to the argument, there is a case for "triple” or even "quadrupie”
Jeopardy.

There are several interrelated themes that form the basic foundation of
the rural challenge. The lack of a rural human service infrastructure Given
a small pool of economically viable individuals and units of government, private
providers (non-profit and profit) tend no to congregate in the economically
depressed rural regions but rather in those ares - urban, suburban or rura)
retirement enclave - that can support them. In some rural regions a once
existent infrastructure of council of governments and community action agencies
has shriveled precipitously or fallen away all together. The multipurpose senior
center and state; county/local governments are thus often forced to use sparse
funds to build a service infrastructure, such as transit services, before they
can even provide the initial components of service.

where such an infrastructure does exist, there is generally not a large
pool of providers to bid on the provision of services. Thus it 1s not common
to see competitiveness acting as a brake on cost end, given this relative lack
of contractors, there are fow viable alternatives when a contractor is not
meeting services expectations. Finally, existing service infrastructures tend
to be concentrated in the largest town or population center in the more populated
counties of the planning and service area. Those elders 1iving outside of that
service center often do not have adequate access to services even though such
assistance does exist within their county.
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There is a lack of & trained labor pool that is a part of this challenge.
The lack of a well-trained and/or experienced labor pool from which the senior
center can draw upon for precious human resources. Rural providers are all to
familiar with the drain of trained personnel from rural regions. Ironicaliy,
where trained and experienced individuals are available the pay sceles of many
rural elderly service providers is generally so poor and the prospects of upward
mobility within the organization or agency so slim, that retention of skilled
people 1s almost as difficult a proposition as recruitment.

Providers of rural elder services are faced with a current generation of
their service consuming population, especially those 85 and over, that often has
attitudes, values and beliefs that must be taken into account befors services
can be successfully provided. One of the fundamental elements of this attitude
is expressed as, “If you don’t have it and you can’t make it, you don't need it."
Elders in may parts of the country retain a traditional sense of individual
independence coupled with an occasionally 71or&&uwic|m of government, at any
lavel, that prevents them from utilizing those services which they badly need.

Another rural challenge involves lack of adequate government funding.
Political rhetoric concerning not “throwing money" at sccial problems to the
contrary, adequate funding is a fundamental prerequisite for the provision of
programs and services for rural elders. Whether it is federal, state, or local
funds, 1t is simply impossible to run most services in a decent, acceptable
manner 1f they must scrape for every penny to sustain themselves. Tive and
energy needs to be expended on federa)l and state level political action and
coalition building.

There is a lack of rural-sensitive federal and state regulations. Once
government funds are secured, there is an ironic twist. Various federal and
state regulations that accompany monetary assistance often receive poor marks
for perceived insensitivity to the attitudes, values and beliefs of rural older
persons as well as for their ignorance of how programs and services operate in
rural eanvironments. This is generally the result of well intended officials
giving various urban values, practices and procedures the virtual force of law
without an understanding of tha uni rural ¥While no one would
be so foolish as to call for the provision of government funds without
appropriate safeguards to insure their proper and intended utilization, it can
be argued that such funding regulations should reflect rural realities and not
urban stereotypes of country 1life.

In the National Survey of Rural Aging Services Delivery: Problems and
Initiatives, presented at the 1988 Annual Mesting of the Gerontological Society
of America, it indicates that the most frasquently mentioned need in rural areas
was for transportation. Transportation is seen as pivotal for access to most

types of services, including respite and day care, nutrition programs, social
programs, shopping, medical care and other health related services.

Unmet medical needs were reported by a large number of respondents. Three
intertwined issues affect medical needs. First, respondents noted difficulty
in obtaining transportation to medical services, both because of the distances
and the travel time involved. Second, they reported that medical services were
increasingly unavailable in rural ares. Hospitals are closing, and there are
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fewer rural physicians. This trend compounds transportation problems for both
routine and emergency care. Distances and travel time discourage the use of
routine health care isading to medical emergencies and health care crises that
could have besn prevented. Third, respondents indicated that many rural pecple
could not afford medical sarvices, even when they are available.

Another major area reported in the Survey is the need for cosmunity-based,
gservices for frail elderly and their families, including a variety of in—home
services and day care. Again, transportation sets the context for this issue:
many respondsnts indicated that service delivery to the home-bound was a problem,
due to a lack of local, trained paraprofessional providers which involve social
services supports rather than the usual medical model approach.

Wyoming Frontier

Wyoming differs very 1ittle from its neighbors in the Rocky Mountain region
of the United States. It boasts wide-open spaces, clsar skies, and beauty beyond
description; lays claim to some of the finest fishing and hunting; and, is home
to two magnificent national parks, Teton and Yellowstone. In many ways, Wyoming
18 the best-kept secret of the United States, remaining hidden from the eyes and
minds of most Americans. However, those who call it “home™ are faced
continuously with the challenges presanted by its geography and predominantly
snergy and agricultural-based economy.

With only 475,000 people residing within its 07,914 square miles, Wyoming
is the spitome of the word “rural;” in fact there are times when the words
“frontfer” and "isolated rural are used as descriptors. “Isolated rural” is
defined as less than ¢ persons par square mile. Rural in Wyoming means
traveling miles without seeing another vehicle, inhabitant, or community; driving
long distances for shopping, meetings, and medical services; and being isolated,
especially during the long winter months when ground blizzards and sub-zero
temperatures can make travel a deadly affsir. For many Wyoming residents,
rurality is simply a matter of perspective; a county seat the size of Rawlins
in Carbon County (approximately 8,000 psople) can be a "thriving metropolis” for
an isolated rancher who lives 50 miles away and gets to town but once a month,
if then.

Because of these geographic realities as well as a less-than-favorable
sconomic picture for the state - Wyoming 1s on the bust end of an energy boom—
bust cycle - and because of a shortage of professionals in the fields of social
work and nursing (State of Wyoming, Department of Labor, 1989), ths phrase
"profoundly rural” has been adopted by those who provide social, health, and
medical services as a more appropriate descriptor of tha majority of the state’s
population. Developing programs and providing services that are “locality
relevant,” flsxible, and adaptive has become a necessity. Trying to find what
would work and best serve the long term care needs of the elderly in Wyoming,
who made up approximately 13% of the tota) population in 1988, is the tmpetus
behind the Commission on Aging’s effort to strengthen statewide, collaborative
planning efforts in tsplementing specific improvements in the state’s long term
cars system.
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Studies on Long Term Care Issyes in Wyoming

Enrolled Act No.87 of the 1987 State Legisiature charged the Department
of Health and Social Services to conduct a comprehensive study on the
availability and financing of long term health care for the elderly in Wyoming.
The Department of Health and Social Services, in cooperation with the members
of the State Legislature, Department of Insurance and the Commission on Aging,
established a task force to study and develop a written report on the long term
care needs of the elderly.

The Task Force was made up of representatives from government, the private
sactor and providers of human service. In its report, “The Wyoming Long Jerm
Health Care Report”, published in November 1987, one of the major recommendations

was to develoo a myltifaceted system of Jong term care, based on series of policy
decision points: .

(1)  Whether to deliberately undertake comprehensive system reform;

(2) The appropriate mix of institutiona) and community-based care;

(3) Who will be served;

(4) How the eligibitity determinations will be used to help people get
into the system or to restrict their entry;

(5) Quality assurance mechanisms - building on the strengths of what
already exists;

(6) What is the cost in the context of “need” verses fiscal capacity.
(p. 12).

In 1989, the Western Research Corporation in conjunction with the Division
of Health and Medical Services of the Department of Health and Social Services
completed the second comprehensive study for the state of Wyoming entitled, “Long
TERM CARE ECONOMIC EFFECTS OF ALTERNATIVES TO NURSING HOME CARE.” This policy
analysis for the state Health Care Data Authority was disseminated to the State
Legislature to assist its members in developing options for improving the system
of long term care 1in Wyoming. The recommendations from this study were
consistent with the one conducted by the Task Force in 1987 of which the
substantial recommendations included:

{1) To add a coordinated long term care data collection and retrieval

system; and,

{2) 7To have the State Lagislature declare a moratorium on the building
of new nursing home beds.

{3) To develop a comprehensive model long term care program which builds
on the strengths of the existing service delivery systems and expands
the alternatives for in-home care as a primary choice over nursing
home care, in Wyoming. (pp. 2-3).

Programs in the Wyoming LTC System

The most noticeabls shortcoming of the long term care systems in Wyoming
1s the absence of overall coordination, and the resulting services gaps, due also
1n part to the profoundly rural nature of the state. Thare are five key agencies
(programs) involved in long term care services in Wyoming: Commission on Aging,
Public Health Nursing, Division of Public Assistance and Social Services,
Medicaid, and the Board of Charities and Reform (Institutions). Each of the
agencies has separate intake processes, assessment requirements, eligibility
criteria, staffing qualifications and services funding resources.

State Institutions Providing Long Term Care
There are five state institutions which provide long term care ssrvices
for the elderly in Wyoming.
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(1) State Hospital for the mentally 111;

(2) state Training School for the developmentally disabled;

(3) Pioneer Home - residential care;

(4) Veterans’ Home - intermediate and skilled nursing home care; and
(5) Retirement Center - intermediate and skilled nursing home care.

Medicaid

Wyoming is one of the few states in the country that does not currently
have a waiver for Home and Community Based Sarvices through the federal Medicaid
program. In 1990, the Division of Health and Medical Services will submit a
model waiver for review and approval by the Health Care Financing Administration
(HCFA). The existing Medicaid services in the state are authorized through
anabling legislation (W.S. 42-4-101 et. seq.). Recommendations for the services
come from federal requirements for mandated services and through various state
agencies and consumer advocates for the optional services.

The Home Health program under Medicaid was expanded and certain criteria
eliminated in July 1989 in an effort to enable individuals to be served in their
homes. The expansion included coverage of durable medical equipment such as
hospital beds and wheelchairs and medical supplies such as gauze, bandages and
diapers. Home health services are available when prescribed by a physician and
provided under a plan of care developed and executed by a certified home health
agency. [There are only twenty-seven (27) certified home health agencies in
Wyoming, of which Public Health agencies represent eightesn (18)). Cost caps are
set in place when the care plan is estimated to be over $1,200 per month.
Pharmaceutical services are available when prescribed by a physician and
presently are not limited.

Adult Services - Division of Public Assistance and Social Services

Individuals who are eligible for Medicaid are also eligible to recsive in-
home services provided by the Division of Public Assistance and Social Services
(D-PASS), The federal programs include low income ensrgy assistance, chore
services, adult foster care, and medical transportation. The state funded
homemaker program for the elderly, and adult protective services are also
administered by D-PASS in Wyoming. Primary eligibility criteria for older
persons to receive services through D-PASS is based on income or the need for
protective services. Services under each program are either provided through
the state agency or purchased within the community. The number of service units
1s capped based on the resources available to each county.

Home Health Services and Adult Health Maintenance

Public Health Nursing Services provides in-home health care through two
programs: Home Health Services and Adult Health Maintenance. Home Health
Services include skilled (acute) nursing care, physical therapy and occupational
therapy services, medical social services, home health aides and medical supplies
when there is a need for one of the skilled services. The federal Medicare
program defines the skilled services that rehabilitate individuals towards their
highest level of functioning. When the individual has reached that level then
they are considered stable/chronic and no longer eligible for Medicare paid
benefits, This leaves some individuals sti11 needing services - without them.
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Adult Health Maintenance is for the more chronic care needs of older
persons without the resources to pay for them, and {s extremely limited to due
to the Public Health Nursing services capacity to provide services within each
county.

Community-Based, In-Home Services

The Wyoming Commission on Aging, the designated state unit on aging,
developed a rural, social modal in-home care program in 1985 through contracting
with private nonprofit multipurpose senior centers and hospital provider across
the state. The major focus of the program is the clients themselves and the
services they need to help them maintain their independence, living in their own
homes or apartments. The services available include: case management, homemaker,
home health atde, adult day care, respite care and hospice care.

The program provides for a case manager in each county to help older
persons and his or her family determine what types of services they need and at
what time they need them during the day and week. A comprehensive client
assessment 15 completed by the case manager, the client and family members.
Then, jointly they decide what will work best for the client. The case manager
is responsible to contact the various service providers to broker services and
work with the client, family, and direct service care providers to develop a care
plan, Each individual situation {1s evaluated as to the number of hours and
duration of services required to meet the older person/couple’s need.

Each county program, through the Board of Directors of the designated
private-non-profit senior center or hospital provider, decides which services
w111 be made available within the community. This flexibility allows the 1imited
resources to fi11 the gaps in the community and complement, NOT DUPLICATE,
services already available either through a informal support system or other
forma) care providers. Cost caps are set by each county to best meet the needs
of the older persons residing in each comsunity.

The direct services provided through this in-home services program are
funded through cost-sharing in which the client is billed sach month for the
services received, the balance of the cost is shared through local and state
funds. A sliding fee scale 1s used to determine the cost to the client. Since
1985, the clients or their families have paid up to one-third of the total cost
of the program on a statewide basis, The cost for the services is discussed
during the care planning with the client and his or her family, Most clients
feel strongly about paying their fair share for the services that they receive,
because they realize that without these services they would be paying for nursing
home care. If it 1s determined that the client cannot afford these services,
they will be provided, at no cost. The funding for the Community~-Based, In-Home
Services program consists of 52% state general funds; 28% client contributions;
18% local funds; and 4% federal funds from Title III-D of the Older Americans
Act.

The Commission on Aging has also instituted a quality assurance program,
in 1986, to assure that the in-home services project is doing what it was
designed to do. Through a 1988 Federal Discretionary Grant (QUALITY ASSURANCE -

FOR RURAL IN-HOME CARE No. 90AM0327/01) from the Administration on Aging, the
quality assurance program has been strengthened and evaluated. Utilizing the
quality assurance assessment instrument, the Commission review team completes
quarterly on-site assassments with each county project. The team mests with the
senior center project director, the case manager, and a random sample of clients
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to determine the quality and progress of the program. The clients candidly
share, with the team, their concerns and satisfaction regarding the services
they are receiving through the community-based, in-home services program. This
is a valuable report which helps solve problems and determine 1f the program is
meeting the goal of assisting older persons in thelir activities of daily living
and staying in their own homes.

argetin i and n 1der. Ol ro In-

The Commission on Aging has developed a in-home care client data base from
which the information on individual assessments and care plans have been
collected. From the information in the data base, in fiscal year 1989, through
the Community-Based In-Home Services Program 30X of the ‘at-risk’ older
poputation provided services were determined to be low income. Case Managers
use the Division of Public Assistance and Social Services income levels as &
guideline for determining this status. Two percent (2%) of the ‘at-risk’
population classified asminorities were served during the program year. Wyoming
has a very small number of minorities within the state. For the total population
over the age of 60 the percent of minorities is estimated to be between 3-5%,
from information from the U.S. Census Bureau and the Department of Administration
and Fiscal Control - Division of Research and Statistics. This small number
does not lessen the responsibility of the Commission to target services for the
low income and minority elderly.

The Commission is currently working with the AocA funded National Resource
Center on Minority Aging Popuiations in San Diego, California and other minority
organizations to develop methods to increase the participation of minority
alderly in all of the programs administered by the Commission on Aging, including
long term care services. Dr. E. Percil Stanford, Director of the National
Resource Center on Minority Aging Populations will be presenting a workshop on
this issue in August 1990 at the Central States Coalition on Aging Conference
in Cheyenne, Wyoming.

RESTRUCTURING LONG TERM CARE FOR A FRONTIER STATE

Restructuring the current organization, financing, and delivery of long-
term care is one of the more serious challenges facing our society. Every day
millions of older Americans face the prospect of impoverishment and endure a
physical and emottonal struggle to provide or obtatn assistance with basic needs
or make the decision to go into a nursing home prematurely. Long term care
consists primarily of people caring for others. As the focus of care has shifted
away from the institutional setting, most long term care is provided by family
and friends. S ci I t!

vel ngd expa = 1

Our current system of long term care is often fragmented and confusing.
It has not encouraged the identification of appropriate services. Efforts to
improve the coordination of care in any systematic and efficient fashion have
been hampered by the somewhat contradictory offects of existing programs that
finance long term care, which tend to encourage the use of nursing homes rather
than to support strategies to keep peopte living independently at home.
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The number of elderly persons is increasing, and they are living longer.
Thus, unless there is substantial improvement in diseass prevention or in curing
chronic disabilities, a growing number of people are 1ikely to be functionally
dependent on others. With or without change in the current structure and
delivery of long-term care, the cost of.this care is bound to increase. The
challenge 1s to find ways to develop a delivery system that meets the needs of
all dependent people and their families and that can make the most effective use
of the resources available in each community.

The Natjonal Survey of Rural Aging Services Delivery, indicates that the
primary initiative to address the in-home care needs of the rural elderly is to
allow local flexibility and adaptation to modify existing programs or policies
requiring special accommodations in the development and delivery of services .

Speaking as a representative from the Wyoming Commission on Aging, I
sncourage you to consider the following initiatives which can lead to concrete
and measurable changes within the existing long term care systems, and wil)
generats a more responsive network of services for the most vulneradble, rural
elderly across the United States.

1) States must develop and implement initiatives which give statutory
authority to offer a broader range of alternative services without
the requirsments for federal waivers, that 13, without the federal
regulations that greatly 1imit their scope.

2) Programs that have demonstrated cost-effectiveness should be allowed
to continue on a permanent basis. This should include expanding
social support services for informal caregivers taking care of the
olderly.

3) Statewide, collaborative planning efforts involving the all of the
agencies involved in providing in-home care must be sstablished to
reach concrate and measurable changes within the existing long term
care system which reflect a mors responsive network of services.

We need to build on the strengths of the axisting programs including
informal support systems and utilize technical assistance, gxpertise and

In its bid for a 1990 Administration on Aging Federal Discretionary grant,
the Commission on Aging proposes to take the lead to restructure the long term
care system in Wyoming. This includes:

1) the designation a ginale point of entry into the long term care

system 1n gach county, in which pre-admission screening will {nitiate a

decision matrix regarding the alternatives for the older individual/couple

within their home community. The agency designated will have
responsibility for completing a state approved, unified comprshensive
assessment of the individual/couple’s situation with the ¢lient(s) and/or
family members. The information documented in the client assessment will
provide the necessary background for any and all agencies providing long
term care services within the community to use in determining the nesd,
type and duration of services. Criterion will be established to designate

12
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the single point of entry and may include, but will not be limited to a
public health office, a senior center or other appropriate agency.

2)  the integration of state funded homemaker services into either Public

rv or t n

1] n ing, A training and certification program will
be instityted for the homemakers working under this program in Wyoming.
3) the provision of training and technical assistance throughout the
restructuring process, inorder to uparade skills and provide the rationale
N S i t X se_1nvolv: t! on
in_Wyoming,
4)  the establishment of _a transition team from the state agencies to

assist each county with local planning and implementation of the single
point of entry and the integration of the homemaker program. The
transition team will provide on-gite assistance in developing time-lines,
addressing barriers and building on the strengths of the local community.

§) the provision for guality assurance measyres within the restryctyred
long term_care gystem which builds on the efforts of the Commission’s
previous work and the strengths of the quality assurance mechanisms
already in place through all of the state agencies providing long term care
in Wyoming.

6) an evatuation of the_process and oytcomes of the improvements
(changes) throughout the restructuring process.

1)  the dissemination of the resylts and products of this project
throughout the duration of the project emphasizing replication of the
restructured long term care system for rura) areas across the country.

The curraent fragmented long term care system will be replaced with a
streamliined, restructured organizational entity which will be able to:

(1)  conduct short, medium and long range planning;

(2) develop comprehensive policies consistent with the planning efforts:

(3) carry out policies and procedurss;

(4) make resources available to carry out the plan; and

(5) be held accountable for outcomes. .

Both medical a ols of §o 0 be gara into the
restructured organization which incorporate local, built-in flexibility anrd a
cost-sharing mechanism whereby the client and/or their families is paying for
a part or all of the cost of the services. The services will be available
without regard to income levels, because there are some older persons who may
have the resources to pay the full cost of services, that still need case
management,
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In conclusion, the issues facing the rural elderly regarding long term
care has besn laft primarily to the states, leading to gaps in services and
inequities across regions. This is even more prevalent in rural areas. Programs
have primarily addressed short-range approaches by adding to the existing
fragmented Tong term care systems rather than making fundamental reform in the
financing and delivery of services. The challenge is to find ways to develop
adelivery system that mests the needs of al) dependent people and their families
and that can make the most effective use of the resources available in each
community.

Prepared by
Margaret A. Auker, Deputy Director
Wyoming Commission on Aging
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Senator SimpsoN. I thank you very much, Scott.

Steve, you have covered this well. I noticed that Leslie, in the
margin of your remarks has noted that your point in a nutshell
was, in her words, “If you are going to be prescriptive then give us
all the funds we need to do all the silly things you require. Other-
wise, let us do what we know best how to do with the money you
do give us, and back off.”

Mr. ZiMmMERMAN. You have an excellent staff member.

Senator StmpsoN. I thought I would give credit there. At this
point, I should thank Leslie Tucker for the arrangements and the
testimony and the witnesses, a fine series of panels and splendid
witnesses.

Another thing about your remarks, you describe Wyoming beau-
tifully. We heard about a number of health care programs that use
these special designations. We see them—HMSA’s and MUA’s and
all sorts of things—to acknowledge population differences.

Are there similar designations used in the social service pro-
grams, would they be feasible? Do we need a new glossary there?

Mr. ZIMMERMAN. Senator Simpson, I would suggest that we don't
need any more words. I think what we need is an emphasis, as I
indicated, on integration and flexibility and trust. One of the
things I find as an administrator that often happens because we
are in a rural region that is foreign to many of the people we talk
to who are administrators in Washington, DC, there is a quick mis-
trust of what we are doing when we ask for flexibility. It almost
sounds to me as if the reaction on the other end of the phone that
flexibility means we are trying to cheat.

I think what we need is certainly less words and maybe an intro-
duction of trust. I think frontier and profoundly rural are the
words we use in human service delivery, but I would gladly adopt
any dictionary word as long as it describes what we are talking
about, and had the parameters of flexibility and integration and
trust.

Senator SimpsoN. I think that’s true, and I think we can get that
message across to our region first. We have good, sensitive regional
personnel. It surprises me, and I know it is hazardous to say this,
but it works. When you get to these situations where you are re-
ceived with absolute frustration and boneheadedness, just send a
letter to me which sets it all out very carefully saying “Dear Al,
this is what is happening right now under section so and so, and
we think it’s absurd.” I will just crank up a letter and send it right
to the top, to the Secretary, saying “This is a constituent, and this
situation seems kind of absurd, and I would like a response.”

They rocket right back down to the region. But people don’t want
us to do that sometimes. They will say that they don’t want to
injure the relationship they have with this other person, and as if
we can do it in some other way. I don’t know any other way to get
it to dawn on them.

Mr. ZIMMERMAN. Senator Simpson, one of the things that has
happened in the last 6 or 7 years is that there has been a tremen-
dous cutback, as we all know, in the amount of Federal travel that
Region 8 and other officials from Denver have had. They have used
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that as an excuse, I believe, to isolate themselves from this State
and other rural frontier States, so that they become more urban-
ized by the day. They know less of what it is like to deliver services
in the rural area.

The example I used in my testimony is a real one. Once that
person, who happened to be from Washington, DC, rode on an ice-
covered road, he never approached us in the same way he had
before. There is a need for a reality check on some of these offi-
cials. The fact that they are in Denver does not mean that is in the
Rocky Mountain West, necessarily. If you don’t leave the Denver
metropolitan area, you are urban.

Senator SimpsoN. That’s very true.

Scott, let me ask you this. For a case management system in a
frontier area, you just don’t have a lot of models to draw on, do
you? You are really among the first. You have given us point by
point material in your testimony, you are winging it, in some
sense, aren’t you, as to what you have to do in this case manage-
ment system? You must find a fair way to handle people who have
money, people who don’t have money, who still need followup, and
still need management.

What is the most essential element in a program like that for
success, as you see it?

Mr. Sessions. I have always maintained that case management is
the one thing that would determine the success or failure of the
program. But yes, we do have a sliding pay scale, and we do have
people that provide full pay for the services they receive. The case
managers are such an integral part of the entire program. They go
out, and in our rural State, they know these people.

We have a 17-page client assessment form. It is rather time-con-
suming to go through that. They go out there, they know the
people, and they can fill in a lot of the questions that are on there.
Not only do they do that, but they come back for a followup assess-
ment. It is more on a personal basis.

Let me give you one example. Over in Sundance, you know how
rural Sundance is, a case manager over there was going out and
taking care of this rancher, way out in the sticks. This was really
the only person the rancher would see for at least a week. The
rancher got sick, and could not do his chores. I guarantee you, the
case manager even did the chores for this fellow.

The people—the people that are out in those rural areas—look
forward to seeing these people. They count on them. I don’t know if
you have seen the film we developed for promoting the community-
based in-home services program. Judge Guthrie was one of the
people that we used in that. They just tell such a good story. It gets
down to the people level. It is important for them. It is a lifesaver
for them.

Senator SimpsoN. We have these long-term care programs, we
have these names, we have continuing care retirement communi-
ties and adult day care and long-term care insurance—those things
are there. But they are not always available, and as you say, it is
an intimate State. I have lived here all my life, and it is an ex-
traordinary thing you are doing, because if there is one word to
summarize all of it, it is caring. That’s what you're doing.
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You are innovative and creative, and trying to get along on the
budget that is given, and trying to get through the bureaucracy. It
is impressive, and you are thoughtful, but it is caring, gently ?eal-
ing with those less fortunate, some of those pioneers t%at we will
celebrate in this centennial year. Many of them are about the age
of the State of Wyoming. And boy, some of them are ornery. They
know that that person in the courthouse is the guy they saw and
they let him or her come. But they won't let anygody else come.
That’s Wyoming, too.

This has been very impressive, and it is important for the Con-
gress to hear from people in each State, those who administer the
programs and provide the services, enable the access, and many of
you here traveled a long way, our observers and guests. I wish I
could have heard from you all, because what we are doing here is
seeing a hardy Wyoming people.

But the older one gets, the less hardy one becomes. The spirit is
willing, but the flesh is weak. That’s very true. I really appreciate
it. I don’t want to delay the witnesses any further, but I am going
to stick around for a while and hear from anyone that might want
to ask or present something. I certainly don’t expect those of you
who have come so far to stick around. Anybody can take off.

I do want to thank you all, and I will step down there and do
that. If you have any questions, we will get to them.

Harold down there caught me yesterday and said “Simpson, is
there’room to speak at that thing?” I said ‘“For you, I'll make
some.”

There is some testimony you wish to have included in the record.
I thank you. Rose Miller, who does great work for the seniors in
Cody, WY, I know.

Harold, did you want to give me a question? You don’t have to do
it publicly.

Mr. JosenDAHL. I will be very brief. My name is Harold Josen-
dahl. I am a member of the Commission on Aging and have had a
chance to observe some of these home health care programs at
work. I think the point that has been made this morning is very
well taken, that your committee needs to consider, and that is that
these categorical descriptions simply do not fit in this frontier area
of Wyoming.

But I wanted to point out another thing, too. Every time you
change something, the aspect we see on the Commission and in the
local senior centers, and I am sure in the local public health agen-
cies, every time you add some of those things, the reporting re-
quirements become a monster. We have to hire more and more
people that are simply shuffling paper, and I am sure that on the
Federal end, you have somebody to read the paper. It becomes a
very costly thing that does not help the people that need the serv-
ices.

Thank you.

Senator SimMpsoN. Thank you very much. That’s very important.

Anyone else?

Ms. Hoover. Senator Simpson, I am Evalyn Hoover, Project Di-
rector at the Glenrock Senior Center. I have written testimony,!

1 See appendix, item 6, p. 217.
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but I would like to reiterate some of Scott’s remarks, one about the
in-home based services.

As I see it, from working in the program for almost 10 years, re-
gardless of what those individual programs are, we have got to sta-
bilize the funding at that local senior center. We are the focal
point, and if we not there, I don’t know how we are going to admin-
ister those programs very effectively. That’s what I would ask on
all levels. Our counties and towns try to help us, but when we
asked to come up with creative funding, we can only do so much on
that level. We certainly all need to work together, with that flexi-
bility and trust.

Thank you.

Senator SiMpsoN. Thank you. The Older Americans Act is usual-
ly very, very heavily supported in the Congress. I do understand
that, and I appreciate having this testimony.

Mr. HousToN. Senator Simpson, my name is Mike Houston, and
I am the Director of the Central Army Counseling Center in
Casper as well as President of the State Mental Health Center Di-
rectors Association. I met with you and some of your State people
last October. I would like to thank you for your assistance on that,
and I hope you will continue to plead the charge to try to get some
of the more—for lack of a better word—inflammatory aspects of
the alcohol and drug mental health block grant out.

I would like to inquire as to what the status is regarding some of
the amendments you had successfully introduced last year, that I
understand were taken back out by the House?

Senator SimpsoN. Well, how about that? Leslie just handed me a
note that on Friday Congressman Waxman tried to strip the
amendment out of there. I was with the President in Cheyenne,
and that’s what happened. You leave town, and the rats get after
you.

My legislative assistant, Mike Tongour, was in it because Leslie
was gone, too—she was here preparing for the hearing—and they
negotiated a compromise, apparently. We will have the waiver for
2 years, and see how it goes. So far, they have not said no to that,
and I will be back tonight. Tomorrow I will talk to Henry
Waxman, and we will put that on the phone log.

But I think we can at least get that much.

Mr. HoustoN. Thank you for your efforts.

Senator SimpsoN. I admire anyone who works in the field of alco-
hol and drug abuse, and I thank you.

Mr. HousToN. We can submit letters to your office that will be
included in the hearing record of today?

Senator SimMpsoN. Yes, indeed. I will hold that record open for—
Leslie, was there anything from the Chairman or the staff as to
how long the record would be held open on this hearing?

Ten days. That will be helpful. Thank you very much, and I ap-
preciate that.

Anything else? Yes, Tom?

Mr. Tom. Did you say that you were not on this Committee for
the Aging?

Senator SimpsoN. I am on the Senate Committee on Aging, which
is a—I can’t recall how many members there are—but it is a com-
mittee with a sizable budget. It is called the Special Committee on
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Aging. It is chaired by Senator Pryor of Arkansas. The ranking
member is Senator Heinz of Pennsylvania. It has a huge budget of
staff, but for the first time, since Senator Pryor has become Chair-
man, they are directing their efforts toward rural and urban issues.

They do not have the ability—and this is a strange, weird
thing—it is the only committee in the Senate that does not have
the ability to generate a piece of legislation and report it. Aging-
related legislation is generated through the Labor and Human Re-
sources Committee, which is headed up by Ted Kennedy and Orrin
Hatch. Senator Hatch often carries the ball, rather than Senator
Heinz. We don’t have the ability to “craft” a bill. We do it through
other committees.

Yes, I've been on it now for over 2 years.

Mr. Tom. That’s why it’s called a special committee?

Senator SiMpsoN. It is called the Senate Special Committee on
Aging. I think that is probably the reason, that it does not have the
ability to actually report on a specific bill. We have hearings, that’s
what we do. When we have the notch baby issue, which is those
who were born between 1917 and 1922, we have a hearing on that.
When we have urban versus rural health care, we have a hearing
on that. We are not an investigative committee, we have hearings
and field hearings to determine the problems.

That’s the purpose of the special committee.

Mr. Tom. I guess what I want to know is what is going to happen
to this testimony when you get back to Washington. Will those
other guys read it?

Senator SiMpPsoN. Yes, because finally it is prevalent throughout
the country. And with David Pryor, who comes from Arkansas,
there is a sensitivity there that was not there before. Senator Mel-
cher was the former chairman, but his staff got vigorously into
things with the EEOC and what they were doing. It was almost an
extraordinary expenditure of time and effort on the EEOC, and
those of us who were on the committee said we ought to stop. We
thought we should get on with other things. Dave Pryor does get
on with other things.

The testimony will go to the committee, to the senior staff, our
very able senior staff lady. She has told us she will be gathering
this up. Members of the committee will be having these hearings
this year, and they will put all this material together, and we will
then make a recommendation to a committee with the ability to
craft the legislation.

Thank you.

Ms. ScHNABEL. Senator Simpson, I am Shar Schnabel, Project Co-
ordinator for the Wyoming AIDS Education and Training Project,
which is a 3-year Government grant. It mandates that we provide
education for health professionals in the area of AIDS education.

Our main offices, our regional offices, are in Denver, out of the
University of Colorado Health Sciences. I have become acquainted,
being a part of this, with the system they have in Colorado and in
several other States surrounding, that have a search AHEC system.
I am hearing the challenges that Wyoming faces in the rural areas,
with aging as well as mental and physical health issues. I am won-
dering what your thoughts are as to the advisability of having an
AHEC system operating in the State of Wyoming?
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Senator SiMpsoN. I don’t know the answer to that. I will be glad
to assist, but I am not certain I can speak on that. I am not famil-
iar with AHEC, what did you say it is?

Ms. ScuNABEL. It is Area Health Education Centers. It is a
networking program that a lot of the States have to get to the
people, rather than expecting them to come to the larger centers of
the State.

Senator SiMPSON. And you are asking if Wyoming should be able
to accommodate the same kind of thing that Colorado is using in
that area?

Ms. ScHNABEL. Yes.

Senator SIMPSON. Are we not funded at all in that area?

Ms. ScHNABEL. No.

Senator Simpson. Well, you see, that’s the thing. We have tried
to put a condition or an amendment into every kind of health bill
that at least some percentage of 1 percent of the appropriation
shall go to every State in the Union. To other States that ma
mean nothing, but it may mean $100,000 to Wyoming, and that’s
enough to do work. So even though the program has not crossed
my desk, I can try to get something together. Larry has some com-
ment on that.

Dr. MeuLl. AHEC funds are already pretty well taken up. We
have just applied for what’s called a health and education training
kind of grant that is in the same category, the money has become
available, and new rules and regulations are being written for that.
We have applied for it.

Ms. ScHNABEL. Thank you.

Senator SiMpsoN. Thank you for saving me from a fate beyond
comprehension.

Is there anything else?

Ms. Pointer. I don’t have a question, but I am Sarah Pointer,
from Casper, and I want to tell you how much I have appreciated
these people that I know give 150 percent. They give a lot of hours,
and are never paid by their salary, to help some of these people.

It must be as difficult for you, being from Wyoming, in Washing-
ton, to understand the differences as it is to understand how a 25-
year-old can take care of your 90-year-old mother. We kind of feel
that way about politicians, that they don’t know what Wyoming
needs out here.

Senator SiMpsoN. I understand that. If you represent Wyoming
in Washington, it doesn’t matter what party you are in, eventually
they say you have Potomac Fever, you have forgotten everything,
and don’t remember anything about the people you know and lived
with. I guess that’s a hazard of politics. I was raised in this State,
lived all 58 years of my life in it, have 20 to 30 town meetings a
year, and if I am not sensitive, I can only tell you that I have in-
vested every mental and physical resource I have. If that doesn’t
cut it, scratch me off.

That’s my comment. Thank you all very much, and I appreciate
your caring. Boy, it’s tough, and it will get tougher, and it will get
tougher with long-term health care. That’s the one to be on the
lookout for. That's $25,000 a person per year. That’s what it is, at
least that’s what the bill was that came to me. Who can afford
that? We are fortunate, not to be on any system or any Govern-
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ment support system, except when illness comes, and that comes
periodically. Then you are on a Medicare bed for a while, and into
another bed. It is an unbelievable thing.

But it will cost millions—billions and billions of bucks. I know
the feeling out there, why the hell didn't we do something about
the savings and loan thing, and all that? I have heard that. And
what’s a B-2 bomber cost? I know that one. I am just saying that
we are trying to be aware of it. It is one of the great social prob-
lems of our day.

But I can tell you one thing that will take place. Those who-. are
more fortunate are going to have to put more into the system. 1 get
hell for that. But I can tell you we are going to go to means testing,
and we are going to do other unpopular things, because we have no
choice—no choice at all.

I think most conscientious, thoughtful people agree that that has
to be. If it is not, then those who are affluent and not affluent are
going to leave nothing for their grandchildren in the year 2080, be-
cause the systems will be in total disarray. I don’t think that’s
what Wyoming people are about, just to say that I've got mine, and
my grandkids can search for themselves. I think that’s wrong. I
can’t be a part of it.

This woman waving her arm is the woman I have been living
with—married all that time, of course.

Thank you all very much.

[Whereupon, at 12:22 p.m., the committee was adjourned, to re-
convene at the call of the Chair.]
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The National Health Service Corps Revitalization Act of 1990
H.R. uu87

Recommendations to the Subcommittee on Health and the Environment
Aprit 23, 1990

La Clinica de! Pueblo de Rio Arriba
Tierra Amarilla, New Mexico

Henristta Esquibe!, Executive Director
Carot! Miller, Assistant to the Director

SUMMARY OF RECOMMENDATIONS

CRITICAL NEED FOR A SPECIAL FRONTIER DESIGNATION

PRIORITY STATUS ON PLACEMENT LISTS (ie HPOL, MPOL, LOAN
REPAYMENT) FOR FRONTIER SITES

NO MANDATORY MOVE OF FEDERAL PROVIDERS WHO WANT TO STAY IN
FRONTIER AREAS

AUTOMATIC DESIGNATION OF FRONTIER SITES AS "SMALL HEALTH CENTERS"
EXEMPT FROM PAYBACK

HIGH PRIORITY FOR FREE-STANDING NATIONAL HEALTH SERVICE CORPS
SITES

FRONTIER AREAS

LOCATION
FRONTIER AREAS CONTAIN 45% OF THE LAND AREA OF THE UNITED STATES
AND HAVE A PERMANENT POPULATION OF 3 MILLION RESIDENTS.

27 STATES HAVE FRONTIER AREAS, USING 6 OR LESS PER SQUARE MILE.
ALASKA 96% FRONTIER, NEVADA 80%, UTAH 55%, IDAHO 44%, MONTANA
41%, NEW MEXICO AND OREGON 27%, NEBRASKA 24%, AND KANSAS 20%.
(Attachment A - States With Frontier Areas.)
(Attachment 8 - Maps.)

CONGRESSIONAL PRECEDENT

In existing Congressional precedent regarding frontier areas
(Sections 330 and 7994, Public Health Service Act) two different
definitions have been used. Both of these Sections are
administered by the Health Resources and Services Administration
(HRSA) although the two programs are in different Bureaus (330
is in BHCDA and 799A is in BHPr). This will create confusion and
a single definition must be determined.

Section 330, Community Health Centers, states that the Secretary
will give special consideration to frontier areas. BHCDA Regional
Program Guidance Memorandum 86-10 (Attachment C) defines a
frontier area as generally having 6 or fewer people per square
mile.

Section 7994, Interdisciplinary Training for Health Care for
Rural Areas, gives a funding priority to applicants that will
provide a substantial part of the training in frontier areas.
Section 799A uses the more [iberal definition of "frontier” -
population density of less than 7 individuals per square mile.
The funding guidance for this program acknowl!edges that "frontier
areas are believed to afford the most [imited access to health
care for the populations residing in them.”

It is extremely important that a single, clear definition of
frontier be developed and utilized in all legisiation.



99

NEED FOR A FRONTIER DESIGNATION
CURRENT CRITERIA FOR DESIGNATION OF HMSAs DISCRIMINATORY

Recognition of this need has existed since at least 1977.

Many of these counties -~ larger in area than a whole multi-

county planning area elsewhere - had only one or two

doctors but failed to qualify for CHMSA designation since

they had only a few thousand people. This raises the

question: should there be special criteria for designating

CHMSA's in large, sparsely populated medical service areas?
Critical Health Manpower Shortage Areas: Their
Iimpact on Rural Health Planning, Economic
Research Service, USDA, Agricultural Economic
Report No. 361, March 1977, p. 6.

DHHS recognized as long ago as 1980 that current HMSA criteria
discriminate against sparsely populated rural areas. Although the
Department officially committed itself to developing a special
criteria for sparsely populated areas in 1980, the criteria have
never been developed.

A number of comments have been received, particularly in
the course of discussions in regional workshops, to the
effect that the criteria in the regulation contain many
provisions which have made designation easier for inner-
city urban areas, as compared to the designation of some
low-density rural areas, which are more isolated. ...
Therefore a new category of primary care shortage areas is
under consideration for rural areas whose ratios of
population to number of primary care physicians are below
the previous qualifying ratios. This matter will be dealt
with in the later Notice of Proposed Rulemaking setting
forth various proposed amendments to this final regulation.
"Criteria ror Designation of Health Manpower
Shortage Areas; Final Rule,” DHHS, PHS, Federal
Register, Monday, November 17, 1980, p. 75999,

Contrary to this commitment by DHHS, the August 8, 1989 Federal
Register contained proposed rules to change the HMSA designation
which would have eliminated as many as one-third of ali HMSA's in
frontier states. (see Attachment D, Comments of Harvey Licht,
Chairman, Frontier Task Force, National Rural Health
Association.)

In order to end this geographic discrimination, the Frontier
catagory must become law. We cannot allow another decade of
discrimination to occur against people living in 45% of the land
area of the United States.

OFFICE OF TECHNOLOGY ASSESSMENT FRONTIER STUDY

The Congressional Office of Technology Assessment held a Workshop
on Health Professions and Frontier Issues and Strategies,
February 8, 1989 in Bismarck, North Dakota. Three panels of
experts presented testimony on the problems of training,
distribution, practice and retention issues for physicians,
nurses, and other health professionals in frontier areas. A
number of recommendations suggested ways to redesign the National
Health Service Corps to better serve frontier communities.

The July 1989, OTA Staff Paper Defining "Rural” Areas: Impact on
Health Care Policy and Research, proposes methodologies for
defining sub-county frontier areas. Sub-county data will provide
a more accurate definition than using only county-wide data. This
is very important in geographically large counties where one
population center will eliminate the entire county - even though
communities 100 or more miles away from the population center in
that county have no health care.

This paper also states:

Recognizing the unique characteristics of frontier areas,
DHHS in early 1986 agreed to use different criteria to
evaluate Community Health Center (CHC) grantees (and new
applicants for CHC support) and National Health Service
Corps Sites. (p.38)

DHMS has not complied with its own internal policy. This is yet
another example of why this special designation and priority
status must be included in the legisiation.
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NECESSARY CHANGES IN HR 4487
SECTION_102. Designation of Health Manpower Shortage Areas.

RE: SECTION 3344
(o)1)
special frontier designation not based on the ratio
of population to providers must be included

DHHS frontier policy, BHCDA RPGM 86-10 recognizes the
difficulty in defining a frontier area:

Because of the unique nature of frontier areas
and the difficulty in developing eligibility
criteria which rit all cases, there will be an
opportunity for organizations to justify any
unusual circumstances which may qualify them as
frontier, for example, geography, exceptional
economic conditions, or special health nesds.
{Attachment C, p. 2)

(p)(2)
indicators of need appropriate to sparsely populated
areas must be developed.

(b)(2)(a)
recommend substituting the statement "infant
mortality and/or low birth weight”

(Attachment E: describes how indicators |ike infant
mortality (see p. 2) are disciminatory and irrelevant
in sparsely populated areas. )

(b)(2)(c)
health status is a very vague criteria that can skew
care towards or away from certain communities

ie., if rate of cardivascular disease is used as an
indicator of health status, Native American
communities will show a lower than average rate;
whereas it rate of diabetes is used as an indicator
of health status, Native American communities will
show the highest rate

SECTION 104. Priorities in Aséignment of Corps Personnei.

This only allows the Secretary to set pfiorities
among HMSA's. Many of the communities with the
greatest need will not qualify as HMSA's.

Language providing for "priority of frontier areas”
is needed in this section.

Governors of states should be allowed to request
designation of shortage areas that do not fit within
federal guidance., This is already allowed in the
designation of Medically Underserved Areas.

SECTION 105. Erfrective Provision of Services.

RE: SECTION 336.(a)(2) Choice in Assignments

Recommend deletion of this section as unworkable. It
will create more problems than it would solve.

The mechanics of implementing the "choice of not less
than 3 assignments" appear to be in conflict witq the
policy of prioritizing assignment to the areas with
the greatest nesed.
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The current method of HPOL (High Priority Opportunity
List) consists of a Iist with the same number of
providers as there are vacancies. As people and sites
begin to match, the number of cholces is reduced.
Towards the end of the salection process people rush
to match with the more desirable sites left. At the
very end of the cycle, providers are "force matched”
with the remaining vacancies. This system has
problems but at least it assures that each

of the highest priority sites ends up with a
provider.

How does the cholfce issue impact the need of areas
considered undesirable?

Under this choice system, will free-standing sites
continue to compete against Community Health Centers?
This has caused problems in the past because the
Community Health Centers receive federal runding and
have been able to offer a higher salary and more
bensfits to a provider.

Sectlon 301. Establishment of Program of Grants to States.

Section 338H(b)(1) Requirement of Matching Funds

If it is balieved that Offices of Rural Health are
important to carrying out the mission of the National
Health Service Corps, make their funding a permanent
part of the appropriation. Many other programs
established on a declining funding formula have

not been continued when the rederal share was
discontinued.

In primarily rural states, i/t may be redundant to
have an Office of Rural Health. This office, with
very little funding would be responsible for most
of the activities in a state. For example, in New
Hexico an Office of Rural Health would cover the

entire state except for the 3 SMSA's.

Would this program be in addition to existing
Cooperative Agreements with states or is it intended
to replace the Cooperative Agreement?
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ATTACHMENT A

STATES WITH FRONTIER AREA(S)

Region [
Maine
Vermont

Region I1I
New York

Region 111
Virginia

Region 1V
Florida
Georgia

Region V
Michigan
Minnesota

Region VI
New Mexico
Ok lahoma
Texas

Region VII
Kansas
Nebraska

Region VIII
Colorado
South Dakota
North Dakota
Montana
Utah
Wyoming

‘Region IX

Arizona
Calitornia
Nevada

Region X

Alaska
tdaho
Oregon
Washington
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g DEPARTMENT OF HEALTH & HUMAN SERVICES Public Health Service

4

P Memorandum
Date
From Acting Director
Subject Primary Care Activities in Frontier Areas - Regional Guidance Memorsndum

- 86 -

To

Regional Health Administrators, PHS
Regions I-X

In the course of implementing the Rural Strategy of the Bureau of Health
Care Delivery and Assistance (BHCDA), it has become apparesnt that it is
difficult to analyze some number of existing grantees and freestanding
National Health Service Corps (NESC) sites, as well as some areas being
considered for capacity expansion, using the same criteria as as that
used to review rural aress i{o general. These grantees/sites/areas are
generally characterized as having a relatively small population base
spread over a considerable geographic area. This distinction is
important, because the manner in which services are delivered in these
areas which have come to be referred to as “froatier” varies from rural
areas having greater population density.

The purpose of this memorandum is to: (1) define frontier areas, (2)
establish eligibility criteris for BECDA support, (3) identify priorities
for funding new or continuation applications in frontier areas, and (4)
establish a timeline for implementing this policy. It should be noted
that any activity related to support for frontier areas must be
consistent with the State-based planning efforts ongoing in each State
and must involve the participation of the State Eealth Department and the
State Primary Care Associstion, as well as other appropriate State based
agencies, to assure coordination of all available resources.

Definitions:

For the purpone-of this guidance, a “froatier™ ares shall be defined as
follows: -

o Frontier areas are those areas located throughout the country
which are characterized by a small population base (generally 6
persons per square mile or fewer) which is spread over s
considerable geographic area.

Elfgibilicy Criteris:

To be eligible for BHCDA primary care support as a "frontier” area, the
following criteria sust be met:

o Service Ares: a rationsl area in the frontier will have at least
500 residents within a 25-mile radius of the health services
delivery site or within the rationally established trade area.
Most aress will have between 500-3,000 residents and cover large
geographic sreas.

o Population Density: the service ares will have six or fewer
persons per square mile.

o Distance: the service area will be such that the distance from a
primary care delivery site within the service ares to the next
level of care will be more than 45 miles and/or the average travel
time more than 60 minutes. When defining the "next level of
care”, we are referring to a facility with 24-hour emergency care,
with 24-hour capability to handle an emergency cesarean section or
s patient having a heart attack and some specialty mix to include
at s pinizum, OB, PED, IM, and anesthesia services.
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Because of the unique nature of fromtier areas and the difficulty in
developing eligibility eriteria which fit all cases, there will be an
opportunity for organizations to justify any unusual circumstances vhich
pay qualify them as frontier, for example, geography, exceptional economic
conditions, or special health needs.

Priorities for Funding:

Programs serving or proposing to serve frontier aress must meet the legal
and regulatory expectations of all Community Health Centers (CEC)
programs; however, because of the special nature of frontier areas, the
manner in which these expectations are met may differ. All frontier area
programs will be assessed to assure that they address the following:

1. Relative demand for services: the determination of the relative
Deed for services will be based on a consideration of the

following:

o Economic factors affecting the population's access to health
services, with emphasis on percentage belovw poverty,
unewployment, and extent of health insurance coverage.

o Available health resources in relation to the size of the area
and its population.

o Demographic factors affec:ing.the population's need and deﬁand
for health services including such factors as seasonal
unemployment and/or seasonal variations in population.

2, Systems development: program services need to be provided in a
manner appropriate to the needs of the service area. Activities
in frontier areas should build upon systems of care which are
based in or linked to existing programs whenever possible. An
effort should be made to use the strengths of existing CHC's, 4
priority of resource investment in frontier areas will be to
stabilize existing systems of care including, where appropriate,
private as well as public entities. An essential component of .the
systems development must be the ability to arrange for inpatient
gervices at the appropriate level of care. Inclement weather will
be considered as & design factor for a programmatic response
rather than a reason.-for a year-round project.

3, Clinical system: froumtier sites must, through staff and
supporting resources, or through contracts or cooperative
agreements with other public or private entities, provide primary
health care services that are available, accessible and assure
continuity of care. Essential primary health care services npust
include physicians or mid-~level practitioners who provide
diagnosis and treatment, preventive health services, and emergency
wedical services. Primary care in these areas should include the
capability to stabilize patients for transport to more advanced
levels of care. Provision must be made for ladb, x-ray, and
pharmacy services, if not available on site.

4, Governance: frontier applicants must be governed by a board that
meets all CHC criteria to assure user involvement in the planning,
directing, and allocating of resources. Systems of care such as
consortia or networks covering large geographic areas must make
alternative provisions for community participation.
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Timeline for Implementa:ion:'

For the remainder of Fiscal Year 1986, the following activities are
necessary:

Existing grantees:

o utilizing the criteria of this memorandum, regional offices
will identify all existing grantees in fromtier areas by
May 30, 1986.

o a review of all existing frontier grantees will be completed by
regional offices and submitted to Central Office as soon as
possible but no later than July 1, 1986. This review will
summarize the results of each of the elements under Priorities
for Funding described above, as well as the results of the ZBA
analysis. A map of the service area and contiguous areas will
be included. This map will describe the size of the service
area (number of square miles), the population demsity of the
service area, and show the location and highway distance to the
next level of care as described in this policy.

o Central Office review of frontier programs will be completed
and decisions for continuation funding in sequence with
project's anniversary dates will be finalized as soon as
possible but no later than August 1, 1986,

New Areas of Activity:

]

As part of the Rural Strategy, a limited number of frontier
areas may be identified for primary care capacity expansion or
consortia development activities. In Fiscal Year 1986, resources
will generally be allocated for planning and developmental
activities.

Consistent with the Federal Register notice of February 28, 1986,
proposals for new activities in frontier areas will be due in the
regional offices by June 1, 1986. Regional offices will submit by
July 1, 1986, a 2-3 page summary, for each project, of their
review which includes: documentation of eligibility according to
the definitions, a description of the proposed activities, a map
of the proposed service area as described above, and a
determination of the priority for funding using the criteria in

this memorandum, Final decisions on the funding of capacity expansion and

consortia development proposals will be agreed to by the regional and

Central Offices no later than August 15, 1986.

Any questions regarding this memorandum should directed to Mr. Siegel
Young, Chief, Rural Health Branmch, DPCS. Mr. Young's telephone number is

443-2220,

Vince L. Hutchins, M.D.
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ATTACHMENT D

National Rural Health Association
301 East Armour Sivd.. Sutte 320. Kansas C.iv, Missoun 64111, Teleonone (816) 756-3140
Aowery T. Van Nesk, Exseuve Civrsessr

September 29, 1989

Mr. William H. Aspden, Jr.

Acting Director,

Bureau of Health Care Delivery and Assistance
Health Resources and Services Administration
Room 7-05, Parklawn Building

5600 Fishers Lane

Rockville, Maryland 20857

Dear Mr. Aspden:

I am writing as Chairman of the Frontier Task Force of the
National Rural Health Association (NRHA) to comment on the
proposed rules for designation of Health Manpower Shortage
Areas (HMSAs) contained in the August 8, 1989 Federal
Register. The Task Force is charged with advocating for the
needs of frontier areas in the United States. In its review
of the proposed regulations, the Task Force has reached the
conclusion that their implementation will have a negative
impact upon frontier areas. The Task Force urges you to
suspend implementation of the new criteria.

The minimum size of shortage criterion contained in the
proposed regulations is of major concern to the Task Force.
It will lead directly to the de-designation of numerocus
frontier areas. This de-designaticn will occur in spite of
the assurances included in the background statement for the
proposed rules:

"Most areas designatable under the previous criteria
will also be designatable under the reviged criteria,
although their degree of shortage may change. Some
previously designated primary care and dental HMSAs
will no longer be designatable as a result of the new
minimum size of shortage criterion; however, these
will generallv be former HMSAs which have very low
priorities for placement, and thus were not likely to

receive NHSC personnel." (emphasis added)

An assessment of several states which have extensive frontier
areas indicates that up to one-third of all HMSAs would lose
their designation under the new criterion. The HMSAs affected
would be primarily frontier HMSAs. This contradicts the
observation made in the Federal Register that most areas
previously designated would maintain their designations.

_If, as indicated in the regulations, frontier areas losing
their designations are to be considered as low priority
areas, this would signal a major change in direction for
United States Public Health Service (USPHS) policy. Frontier
areas are afforded special consideration in the authorizing
legislation of some USPHS programs, and have been the focus
of special rules; most notably in Policy Memorandum 86-10 of
the Bureau of Health Care Delivery and Assistance. Moreover,
the preamble to previous HMSA regulations indicated a special
commitment to designating frontier HMSAs:
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"A number of comments have been received ... to the
effect that the criteria in the regulations contain
many provisions which have made designation easier for
inner city urban areas, as compared to the designation
of low-density rural areas which are more isolated. At
the same time, a number of specific cases have arisen
regarding rural areas which have less than adequate
services, but do not have shortages severe enough to
justify designation under these criteria or the
criteria for medically underserved areas,... Therefore
a new category of primary care shortage areas is under
consideration for rural areas whose ratios of
population to number of physicians are below the

requlation." (emphasis added)

This commitment, made in November, 1980, has not yet been
fulfilled. The new proposed regulations appear to be an
abandonment of the commitment, and more seriously, a reversal
of previous policy.

The proposed regulations ignore the importance of the HMSA
designation to programs other than the Naticnal Health
Service Corps (NHSC). This is a narrowing of focus from
previous designation regulations which clearly acknowledged
the use of HMSA designations by the Rural Bealth Clinic
Services Act. Various state and federal programs use the
HMSA designation as part of their eligibility standards.
There does not appear to have been an adequate assessment of
the impact of the new regulations upon the ability of clinics
to participate in these other programs.

The motivation for proposing the minimum size of shortage
criterion seems to be related to the administration of the
NHSC, and not relevant to the actual need of an area. The
proposed regulations state that:

"... areas which have scme practitioners and require
less than one additional should not be competing with
those areas which have none and/or need at least one
additional practitiocner.”

If this situation is truly a problem, the NHSC could handle
it without any need to change the basis of the HMSA
designation process. Indeed, currently, NHSC resources are
deployed based on criteria in addition to HMSA priority.
Seeking to remedy the situation by de-designating areas with
measurable need is inappropriate.

The Task Force challenges the notion that frontier areas with
a need of less than one additional physician FTE should not
be allowed to compete for federal resources. In numercus
instances, mid-level practitioners might be assigned under
an NESC program. These assignments would be appropriate, and
still leave the area under the threshold for de-designation.

The Task Force believes that if the proposed regulations are
implemented, there will be a substantial economic impact upon
frontier areas. This is in contrast to the assurance provided
in the proposed regulations:

"The Secretary certifies that this amendment to the
regulations does not have a significant economic
impact upon on a substantial number of small
entities."” .

The Rural Health Clinic Services Act requires that small
clinics be within HMSAs or designated medically underserved
areas to be eligible for enhanced reimbursement.
Implementation of the proposed regulations will result in a
large scale de-designation of frontier areas, and a
substantial reduction in Medicaid and Medicare revenues to
clinies in these areas. There will be a heavy eccnomic impact
upon many clinics, and a threat to the continued existence of
service systems in some areas. This impact will be largely
restricted to frontier and remote rural areas --areas already
hard hit by downturns in extractive industries.
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In summary, the Frontier Task Force recommends that the
proposed regulations not be implemented. Provisions in the
proposed rules will have a deleterious impact upon existing
health care systems in frontier areas and upon the ability of
frontier areas to establish new systems. The potential exists
for a reversal of many of the frontier area health care
advances that have been achieved in the last decade.

Sincerely,

arvey Licht, Chairman
NRHA Frontier Task Force
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MEDICAL UNDERSERVED AREA FORMULA

FOR SPARSELY POPULATED STATES

MUA FORMULA FOR SPARSELY POPULATED STATES

MUA
FORMULA
SPARSELY
MEDICAL

UNDERSERVED

WADE D. WYKERT M.S.
OFFICE OF RURAL AND COMMUNITY HEALTH
COLLEGE OF HEALTH SCIERCES
UNIVERSITY OF WYOMING

ABSTRACT

The maldistribucion of health care services in some rural states has been

exacerbated by the inability to fund a community health ceater (CHC) wich

federal 330! graant money. This is b in rural ities, the existing

criteris may not reslistically identify barriers to health care.

The officisl medically underserved area (MUA) designation can only be
achieved vhen four criteria have been met: 1. ratio of primary care providers
to population, 2. infant mortality rate, 3. percentage of families below
poverty level, and 4. percentage of population aged 65 years or older.

A fundamental concern with th-e MUA formula is that some states'
reaote/rursl areas are 3o unpopulated that when a community of 1,400 residents
requires closer or more immediate sccess to health care it is not possible to
document meaningful infant mortality rates. These areas are so small that ug
iafent mortality rate can not be documented because there are so few births. In
such communities, infant mortality rate is not as useful a reflection of com
munity health as it may be in larger communities.

Appeals nade to regional and federal offices produced no less rigid
interpretation of the rules. It was agreed that Western rural states may have a
problem in this area and, as such, & contrsct vas entered into between the
Office of Rural and Community Health at the University of Wyoming and the Region

V1Il office in Denver to produce a nev MUA foraula which would more realisti-
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cally address barriers to health care. The formula contsined herein is a result

of this cootract.

1 5161-1 Public Health Secvices Application for Federal Assistance;

Comaunity Health Center Funding.

INTRODUCTION TO PROBLEM

Since the inception of the medically underserved area (MUA) concept in
1976, there has been a preponderance of state and federal officials interpreting
as absolure standard a formula originally intended to be a flexible guide nsed
to bring help to this country's residents. The outcome has been a formula used
so rigidly ia interpretation and iaput as to virtually disqualify the people
needing help in rural areas, especially in frontier communities.

The initial idea behind the MUA concept was to allow federal money te aid
rursl citizeas where access to wedical care vas !5 minutes avay or to a hospital
more than 30 (Federal Register,l978:1588). Residents of virtuaslly 90 percent of
Wyoming's terrain fall into this category. However, as curcently defined, the
official MUA designation is only achieved when four criteria have been met.
These criteria are based on:. 1. ratio of primary care providers to population,
2. infant mortality rate, 3. percentages of families below poverty level, and
4. percentage of population aged 65 years or older.

The Report to the Congress of the United States by the Comptroller General,
June 15, 1981, criticizes .the present interpretation of the regulations
requiring all four of the MUA criteria because it is not succeeding in properly
identifying areas needing wedical attention. The criteria related to infant
mortality seems the most problematic for sparsely populated states to achieve.
It is failure to meet this criteria which often blocks an MUA designation for a
rural area.

The lack of infant deaths per community has excluded a number of othervise
eligible rural communities from MUA designation. Yet this criterion }x a vir-
tually meaningless statistic in rural areas because it requires approximately
1,000 births to meaningfully record a relative frequency of deaths and most
frontier communities record between 35-65 births/year. Many rural communities
may go years without any infant deaths being recorded; yet if one infant death
occurs, the rate suddenly but not meaningfully jumps to the worst in the
country.

The same problem potentially exists with the other criteria. For example,
in a remote rural setting, percentage of people belovw the poverty level may
aot be reflective of deficits in access to care because the issue may be one of
too few residents to support a primary care provider rather than family income

being below the poverty level. Percentage of elderly is not always a nseful
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measure of need either. For example, in a remote mining or oil field coamunicy,
the residents might be highly transient, minimally educated, relltivgly well
paid and very young, but lack the traditional family support that mediates
health problems. In sny case, MUA criteria they were originally intended, only
suggested rates of infant mortality, and percentages of population below the
poverty level aad over 65 as determining factors.2 These criteris were not
intended to be limiting factors; however, because of rigid interpretations
regional and federal public health officials have penslized rural and remote
communities,

In the process to obtain an MUA designation, dats from the community in
question is plugged into the government formula and added for each of four cri-
teria meationed. Any community yielding a score of 62 points or less, after the
data has beean weighted, is eligible to become MUA designstable. We vitness com-
munities vhich may have a score computed at 64 being excluded from any type of

subsidized health care because there have not been any recent infant deaths.

2 Report to the Congress of the United States, Comptroller General, June
15, 1981,

Ironically, in 1983 the town of Moorecroft in Crook County was the only site
granted an MUA designation in Wyoming. Yet that comeunity was least needy
because it alresdy had a satellite health center with rotating practitioners.

No other town or community in the State of Wyemiag has been eligible for sn MUA
designation (and subsequeatly eligible for federal funding) for the last seven
years. Thus the town which met the criteria, was in fact one of the least needy
communities by any logical assessment,

To resolve this problem of criteria vhich does not adequately reflect rural
comnunity needs, a coutract between the Office of Rursl and Community Health and
the Region VIII Office in Denver was drawn up. This represented s consensus that
Wyoming and other rural states may be poorly served by the MUA formula as pre-
sently interpreted. Needed money for communities lacking primary care services

. may be insppropriately denied based on a formula more appropriate for higher

density populations.

No previous literature is available on this topic in rural/remote areas and
as such it is not possible to site relevant citations or references on the

topic.
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OBSERVATIONS IR RURAL COMMUNITIES

During the past seven years eleven communities in Wyoming have been ran-—
dau‘ly and representatively surveyed to determiae statistics on: hospital pre-—
ferences, socio-economic factors, number of dwellers per household, potential
support for local center, frequency/type/incidence of illness/injury, special
type of health related needs and concerans, and hospital in the community. These
indicators not only measure unmet heslth care ceeds, but also predict eventual
economic support for the longevity of a health ceater.

Survey results provide a basis for recommendations to improve area health
cacre. Results indicate that a center with the appropriate com munity profile may
become self sufficient over a period of time. The number of households in the
community is tabulated and multiplied by three, {the average number of members
per household). Approximately 1,400 resideats constitute a minimum population
predicted to eventually provide a base for monetary success for the ceater.
This can be offset with above sverage incomes ($20,000-$30,000) and/or higher
frequency and incidence of iliness/injury in the community.

1n these rural/remote -locations additional considerations should be made
for the poor and elderly, recognizing above average costs for medical care--a
factors which may offset population and financial considerations in the for-
mulation of a health care plan. Similarly, consideration must be made for high
vinds, blowing snow and overall snow accumulation because roads may become
either closed or dangerous in the winter.

As an interval measure, some communities may only be able to support an
ambulance and/or Emergency Medical Technicians (EMT). County commissioners may
be willing to finance ambulances to small communities provided that the resi-
dents demonstrate a commitment by training themselves (EMT I and I1). Thus
equipping an ambulance may become the initial type of medical service for a
rural community. In addition, Public Health nurses can make weekly or bi-monthly
visits to communities which do not have any type of medical service. Based on
the experience of evaluating rural community health needs va. services
aveilable, the surveyors have gained experience that can be translated into a

modified MUA criteria for sparsely populated rural aress.

PROPOSED MUA CRITERIA

The proposed, modified MUA formula will take into account population,
socio-economic data, weather adversity, geographical isolation and terrain, and

average travel time/distance to a hospital providing secondary care.
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This modified MUA formula will potentially allow needy rural communities to
obtain MUA statns for funding by the federal goverudent. The modifications to
the formula are appropriate because they take into account the diversities and
adversities of climate and sparsely dispersed populations.

The folloving conditions apply to the modified MUA formula. 1. No other
reliable primary care provision options sre available (i.e. care offered by pro-
viders coming ia by tr;in, traveling van, etc). 2. Poverty astatistics vary not
only from community to - ommunity but from year to year. 3. The aumber of infant
deaths does not adequately reflect the need for health services in a sparsely
populated rural srea. 4. The percentage of individuals 65 ye;rl of age or older
in a community has little bearing on the overall need for health care services
because most communities have the same proportion of elderly citizens. Ceasus
data is usually the only source available for statistics on poverty levels and
population 65 and over, and this information is generslly outdated.

The first criterion of the proposed modified MUA formula is T, and takes
into account the travel time it is necessary to obtain medical services. If the
travel time is longer than 55 minutes due to geographical isolatiom, weather
adversity, or distance in miles, the population’s health is clearly at risk.
During the winter months, a 30 mile stretch of roadway may take 2% hours to tra-
vel if blowing snow and "white-outs" are preseat, and on some roads this is s
p;ablem much of the year. The national standard of 30 mioutes to health care is
unrealistically low in a sparsely populated state by the very nature of the
broadly dispersed population. Therefore it is proposed that the standard be
increased in the modified MUA formula for sparsely populated rural areas to 55
minutes to primary care services. This lessening of national standards is to
make the objective more reasonable and more obtainable.

The second criterion is O for the openness of the proposed area to primary
care providers of medical care. This factor is determined by a census of
physicians. }rcpalnd MUA areas should not be contiguous to areas where the
physician to population ratio is adequate (but in other rational primary care
areas) where the physician/population ratio is less than 1 to 1,400.

The next criterion is P or the population. The ninimum number of residents
in an area is fourteen hundred. If the population is below fourteen hundred, it
is highly unlikely that health care provision services can be established which
can become self-sufficient in the long run. The absolute minimum of 1,400 is an
attempt to take into account the socioeconomic climace of the compunity. These
results are based on a random and representative survey in the area unless
current census data is available.

The last part of the formula is E for efficacy. This is the ability or

willingness to psy for heslth care in the frontier setting. This factor is also
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determined by the socio-economic statistics gathered on an interview protocol
administered by the Office of Rural aad Coamunity Health (ORCH). These randea
and representative surveys in select rural communities allow the staff to better
predict the nature and support of various health care optiouns for the rural com-—
munities. There is not only the socio-economic status to consider of the local
clientele, but there is also the willingness of people in the community to use
the proposed local health care gervice. Some may drive 60 miles under any con-
ditions just to get out of—thair rural setting. A villingnesss to pay for
health care in the froatier setting can help document sufficient financial
support for the clinic and lower bad debt ratio (90X affirmative ansver by
residents on question desling with wvillinganess to support rural health center).

One then simply adds up these separate criteria and 8 point is given if
evidence of the criterion exists. A total of four indicates all criteria have
been met and an MUA designation should be coasidered by the Public Health

Serivce.

Modified MUA Formula - Sparsely Populated Rural Model

A working formnla for a rational primary health care district for froatier
Wyoming includes the following variables:
A = F(T)+(0)+(P)+(E)
A = Actuality of MUA designation; total of & indicates sufficient need
F = Function of
T = Travel time (55 minutes or more) any indicator preseat = 1
0 = Openness (no primary care services svailable in proposed area)
if noaexilten: or less than 1 provider/2500 residents = 1
P = Population (minimua 1,400) = 1
E = Efficscy(ability/willingness of residents to pay for health

care); if presenr =1

The actuality of a health center is thus determined by the values assigned
to each compounent in the formula. A score of four indicates state level recom-
mendation for MUA designation.

DISCUSSION-CASE STUDIES

2 e —

This proposed MUA formula enables the state o suggest an area be con-
sidered by the Public Health Service MUA designatable. These criteria will pro-

bably be appropriate for most of the sparsely populated rural scates and remote
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communities, It enables those who are needy and deserving of some sort of
federal support to qualify for it.

The federal level could additionally evaluate communities based upon cri=-
teria that they see as important such as the possible longevity of the community
health ceater, (some sort of maximum number of areas to be designated as MUA's
within a certain region or state). Equally qualified communities conld be
ranked ordered on the basis of population. Low birth weight and the poteatial
of rural health c¢linics to improve that statistic may also be used as a
weighting factor in rank ordering eligible MUA sites. This weighting formula
could indeed put the final decision making process back at the federal level,
but it would not negate the possibility of frontier areas receiving funds for
adequate health care services. '

The first example in the State of Wyoming would be the town of Medicine
Bow which is 66 miles from Rawlins or Laramie (T=1). There are no primary care
providers in the area (O=l1). The population as estimated by the survey con-
ducted by the Office of Rural and Community Health (ORCH) is 1,407 (P=1). The
efficacy of the proposed health center's longevity was also determined by the
ORCH study and 941 of the population would support the Center (E=l}. T+O+P+E=4
and the state, thus, feels that the town of Medicine Bow should be designated as
an MUA. In reality, the MUA status was not awvarded the town of Medicine Bow
because an infant mortality rate did anot exist for the past five years, and as
the formula is weighted it prevented a score of 62,

A second example might be the case of Bridger Valley. Presently there are
nine thousand residents in the valley, and there is only one physician and her
physicians' assistant. Potential physicians look at this situation and are
afraid of burnout, afraid of no time for themselves and so the potentially
dangerous situation goes on. (In doing the documentation for the MUA status 1980
census dsta was used and as such wes totally inappropriate and did not document
the case for MUA designation). It is 55 wminutes to the closest hospital in
Evanston (T=1). There are 1.5 primary providers for 9,000 residenta(0O=l). The
population estimate as determined by a random study by ORCH revealed 9,000
inhabitants(P=1). The efficacy of the health center was 94X as determined by the
ORCH study (E=1). T+Q+P+Em4 and the state thus feels that Bridger Valley should
be designated as aan MUA. In reality Bridger Valley could not document either an
infdant mortality rate or a percent below poverty because the newest ceasus waa
over seven years ago and as such did not accurately portray the conditions in
Bridger Valley, nor did it allow a score of 62 or leas.

The TOPE dollar formula would reflect true need and. long-term potential for
these proposed health centers. It would more adequately reflect the need for
heaith services based on a formula designed for use in a sparsely populated

state where the residents are lacking medical services.
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Fligure 8.--Death Rates Due 10 Motor Vebicle Crashes by Cousnty
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hospital wage is 8.5 percent higher in ur-
banized rural counties than in nonurbanized
rural counties (32). There are less than 125
nooMSA towns with 25,000 or more popula-
tion, 50 few of the 2,393 nonMSA counties
would be classified as urbanized (49). Ia
fact, this distinction would create only 37
new areas (32).

Although HCFA has chosen not to use

urbanized areas to refine labor market areas,.

HCFA does use urbanized area designations
when certifying hospitals snd clinics under
the Rural Health Clinic Act. Rural Health
Clinics must be | d in nonurbanized areas
that sre designated as either a health man-
power shortage area or a medically un-
derserved arca. This liberal interpretation of
“rural® (e.g., it includes some areas within
MSAs) seems appropriate, given the require-
ment that the area must also be medically un-
derserved. This allows some medically un-
derserved areas within MSAs--but isolated
from an urbanized area by factors other than
distance--to be certified.

Providing Services Io "Frontler™ Areas

Health services may be difficult to pro-
vide in large, sparsely populated areas. Aress
with a8 population density of 6 persons per
square mile or less, called "frontier® areas, sre
common West of the Mississippi river (30)
(figure 9). In 1980, by this definition, there
were at least 378 frontier counties with a to-
tal population of nearly 3 million persons
(42). It may take sn hour or more for resi-
dents of frontier areas to reach health pro-
viders and facilities. Frontier physicians tend
to be generalists, solely responsible for a large
service area, and have limited access to hos-
pitals and heslth care technology (11).
Recognizing the unique characteristics of
frontier areas,” DHHS in early 1986 agreed to
use different criteris to evaluate Community

7 the frontler Task Force of the Nationatl Rurat

‘th Association {-a:abtished In 1985) was in-
atrusental In documentfng the unique health csre
reede of rural aress (63).

Health Center (CHC) grantees (and new sp-
plicants for CHC support) snd National
Health Service Corps sites.® Frontier areas
were defined as (59):

Those areas loceted throughout the country
which are charecterized by » small popu-
tation bese (penerally é persone per squere
mile or fewar) which e spread over a con-
siderable geographic ares.

To be eligible for Bureau of Heaith Care
Delivery and Assistance (BHCDA) support as
a frontier area, the following service area
criteria must be met (59):°

Service Area: a rationai area in the fron-
tier will have at least 500 residents within
a 25-mile radius of the health services
delivery site or within the rationally estab-
lished trade area. Most areas will have
between 300 to 3,000 residents and cover
farge geographic areas.

Population Dessity: the service area will
have six or fewer persons per square mile.

‘Distance: the service area will be such
that the distance from a primary care
delivery site within the service area to the
next level of care will be mote than 45
miles and/or the average travel time more
than 60 minutes. When defining the "next
fevel of care,” we are referring to a facil-
ity with 24-hour emergency care, with 24-
hour capability to handie sn emergency
caessrean section or a patient having @
heart attack and some specialty mix to in-
clude at @ minimum, obstetric, pediatric,
internal medicine, and anesthesia services.

8 the 1988 suthorfzing leglaletion’ for Public
Health Service progrema of sssistence for primery
heslth care Included recosmendations for DHNS to
support prisary health cere planning, develiopment,
ond operations {n frontier aress (46).

9 1f the elfgibility criteris are not strictly met,
an organization may justify eny unususl clrcum~
stances which may qualify them as frontier, for
exsmple, geogrephy, exceptional econemic condi-
tions, or speciel heslth needs (59).
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Some State Health Departments have had
trouble identifying service aress meeting
these criteria (26). Whole counties can be
identified as frontior areas on the basis of
population density, but available sub-couaty
geographic units are sometimes inadequate for
identifying health service sreas. Population
data from the 1980 Census are available for
sub-county areas such ss Census County
Divisions (CCDs), and Enumeration Districts
(EDs) (see sppendix D) but these areas can be
large and may not represent a rational health
service aren.’® ZIPCodes!! may be ag-
gregated to form s rational service area, but
this poses some techaical difficulties (19).
Following the 1990 Ceasus, Block Numbering
Areas will be available for all nonurbanized
areas (see appendix D.--1980 Census geog-
raphy).!1?

10 Some States have deflned primary care service
arens (e.g., Mew York).

11 poputstion dats from the Census are evailable by
1irCode. Some Investigators have used Z1PCode-
level consus date to describe three types of rural
ares besed upon density within zip code: seml-rurst
(density of 16 to 30 per squsre aile); rural
(density & to 15 per square sile; and frontlier
(deraity Less than 6 per square ails) (10).

12 1n 1980, Block Wumbering Aress were only svell-

sbte for nonurbenized places with over 10,000 pop-
ulation.

34-1750 - 90 - 5

It is useful to distinguish frontier area
counties with evenly distributed small settle-
ments from counties with one or two large
population sett} and large areas with
little or no settlement. For example, the
health service needs of two frontier counties
in Néw Mexico with similar populstion
densities differ b of the way the popu-
lations are distributed. One county has a to-
tal populstion of approximately 8,000, of
whom sbout 6,000 live in one town. In coa-
trast, the other county has a total population
of 2,500 living in six widely dispersed towns.
If suitable sub-county areas were available,
the Hoover Index, which measures population
concentration or dispersion, could be used to
distinguish between these counties. An auto-
mated geographic information system called
TIGER (Topologically Integrated Geographic
Encoding and Referencing System) has been
developed?® that will enhance tho ability to
conduct spatial analyses of population data
from the 1990 decennial census (23).

13 TIGER has been developed Jointly by the U.S.
Geslogical Survey and the U.S. Buresu of the
Consus.
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Congressfonal Office of Technology Assessment

Workshop on Health Professions and Frontier Issues and Strategies
Tentative Meeting Agenda
February 8, 1989

7:30 a.m. - 8:00 a.m.
Continental Breakfast

8:00 a.m. - 10:00 a.m.
Session One: Physician Training, Distribution, Practice and Retention Issues

Invited Panelists:

Gerald Sailer, M.D., Hettinger, North Dakota

Frank Newman, Western Montana Area Health Education Center, Montana
Nelson Tilden, MSCI, Overland Park, Kansas

Carol Miller, Mountain Management, Ojo Sarco, New Mexico

10:00 a.m. - 10:15 a.m.
Break

10:15 am. - 12:15 p.m.
Session Two: Nurse Training, Distribution, Practice and Retention Issues

Invited Panelists:-

Karen Pederson-Hawley, Lake Regional District Health Unit, Devils Lake, ND
Lois Merrill, Dean, School of Nursing, University of ND, Grand Forks, ND
Sue Ebertowski, Mercy Hospital, Williston, ND

Jan Towers, American Academy of Nurse Practitioners, Lowell, MA

12:15 p.m. - 2:00 p.m.
Lunch break

2:00 p.m. - 4:00 p.m.
Session Three: Other Health Professions Training, Distribution, Practice and Reten-
ton Issues

Invited Panelists:

John Mengenhausen, East River Health Care, Howard, SD

Tom Robertson, SE Montana RHI, Glendive, MT

Denise Denton, Utah Department of Health, Salt Lake City, UT

Dwane Ollerich, Academic & Research Affairs, UND, Grand Forks, ND

Congress of the United States
Office of Technology Assessment
Workshop on Health Professions and Frontier Issues and Strategies
February 28, 1989
Bismarck, North Dakota

Physician Training, Distribution, Practice and Retention Issues
Carol Miller, MPH
Importance of Frontier Areas to the Nation
45Z of the land area of the US (using counties of 6 or fewer/sq mi)
great wealth produced by these areas for the nation (agriculture,
livestock, timber, mining, oil and gas, water, electricity, tourism and

recreation, etc)

critical to our national defense; location of many major military
installations with both civilian and uniformed workforce

small population does not receive back in federal programs and/or funds
an amount even close to what is contributed N
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PROBLEM STATEMENT

Cutbacks in Federal Funding
Most state and local governments have not been able to adequately take
over programs cutback by the federal government - isolated and all low
income communities have suffered the greatest reductions in access to
care

Physician Distribution

Federal projections of physician diffusion in the 70's and early 80's
assumed that rural and frontier areas would ultimately become more
desirable to physicians

recent studies indicate that diffusion is not working in many rural and
inner city areas and has completely failed to meet the need of most
frontier areas

“Although the increasing supply of physicians and other health
care personnel appear to have alleviated some health care
personnel distribution problems, many geographic areas appear to
lack sufficient practitioners to assure adequate access 10 cate.
About 13 million persons or about 5 percent of the U.S. resident
population remain underserved in the Nation's primary care health
manpower shortage areas.

Continued increases in the supply of headlth care personnel are
expected to improve access for some areas. However, poputation and
economic factors may remain unfavorable for the establishment of
health care practices in many rural and urban poverty area. Thus,
such areas are likely to continue to remain short of adequate
health care.™

Sixth Report to the President and Congress On the Status of Health
Personnel in the United States, June 1988 (HRSA)

Federal manpower policy has not adapted to the realities of current
information and in many cases, these policiea have worsened the
distribution of physicians in frontier areas, for example:

severe reductions in the National Health Service Corps (NHSC)
the only program in our natien's history which placed health
professionals in frontier areas by combining the concept of
service as payment for financial aid and stiff penalties for
non-repayment

1986 study of the NHSC by Carol Miller found that the NHSC
had 190 health professionals in frontier communities.in
14 states in PHS Regions 6,7,8,9,10

53 federally-paid providers (50 MD, 12 DDS, & DO, 5 NP,
1 pop, 1 DIR)

137 providers were PPO (Private Practice Option)
with the community bearing the expense of establishing and
supporting the practice

retention studies need to be done to see how many of the
PPO's were actually able to establish viable practices and
how many vacancies were created as NHSC obligations were
fulfilled with no new scholars to replace them

frontier areas should be exempted from federal policies that
require Commissioned and National Health Service Corps
personnel to move at regular intervals through their career
- it is very rare that providers want to stay in frontier
areas, why move the few who prefer a career in frontier
health care

SOLUTIONS

Reduce medical indigency
medical indigency, the inability to pay for health care, is a primary
barrier to access
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Expand Medicaid
Medicaid eligibility and types of services provided should be the same

in all states

Tax credits/Tax incentives
the New Mexico Legislature is now considering legislation (SB 258) to
provide a tax credit on state income tax, to physicians active in the
New Mexico Medicaid program

many states and the Federal government are investigating tax credits for
small employers to help them insure their employees

National Health Service Corps
provide stipends for family practice physicians during residency - not
at medical school

target only hardest to fill vacancies -~ frontier and inner city

Training
establish rotations in rural/frontier settings

establish chairs, fellows, and professorships in rural health within
medical schools; make it prestigious to be a rural physician

provide opportunities for mentoring while in training

Retention
federal government provide locum tenens physicians to states
(cooperative agreement contractors, offices of rural health) to assure

availability of coverage for vacations and CME

states and sites provide stress management, critical incident stress
services

Board and administration training to learn how to treat staff with
respect

expand availability of mid-level providers to share the workload of
rural practices

financial incentives/tax credits for professional staff
need strong EMS and referral systems

Federal funding
expand the NHSC

mandate setasides in section 330, the Community Health Center program,
for frontier health centers

open PHS special initiatives funding to non-CHC's

facilitate application and re-application of small sites seeking limited
funding

develop specific evaluation criteria appropriate for frontier projects
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ATTACHMENT G

FRONTIER COMMUNTTY/MIGRANT HEALTH CENTERS

bv Scacta
BCRRI
329/330 Sice Name/Address Councr Frongier Criteria
- 091200
Lake Pcwell Mecdical Center Fewer than 6
Page, AZ Coconine persons/square xile
091960
Northeast Rural Healch Clinies, Ioc.
Susanville, CA Lassen
080010
Colorado Migrant Health Program
Granada, O
Services in frontier counties of Baca
Bent
Kit Carsen
080010
Coloracdo Migrant Health Program
Forz Morzan, @ Sedgwick
Services also in fruntier coimries of Wasndngten
Yuza

Maia site is #080010--Coloraco Miz-ant Health Pregram, Desver, (O, acd
is act ia a frocotier area

080100
Dolores County Health Asscciatica

Dove Creek, @ Dolores

08003D
San Luis Healch Center
San Luis, @ Costilla

08003A
Saguache Clinic

Saguache, @ Saguache

08003B
Family Health Center
Cascer, @@ Saguache

08003C

Guadelupe Health Center

Aatonito, O Saguache
Maio site is #080030--Valley Wice Health Services, Inc., Alazosa, @, and
is oot in s frootier area

BGRRS
229/320 Sice Name/Address Counc Froncier Criteria

081740
Cnecooangre Combived Clinics Fewer than 6
Yorwoed, San Miguel persons/sguare mile

100288
Horseshoe Bend Healtn Climie
Horseshoe Bend, ID Boise

10028C
Garcen Valley Healtn Cancer
Garcen Valley, ID Boisa

10028D
Ploneer Medical Clinic
Perce, ID Cleasuater

1



1C028E
Salmcn River Imerzencr Clizic
Scaniev, ID

Custer

¥ain site is #100Z80--Mcuncain Realeh Clinies, Ine., Narsa, ID, and

is noc.ia a frootier area

100184
Aperican Falls Medicsl Clinsic
American Falls, ID

100168
Femedale Clizic
Homedale, ID

100162
Marsiog Cliaic
Marsiag, ID

Owybee

Main site is #100160--%ealth West, Ioc., Pocacello, ID, and

is oot io a fzontier ares

101630
Valley Family Healch Care
Payacte, 1D

052708 .
Gracd Porzage Clinic
Grand Portage, MN

052700
Cook County Cammmicy Clianic
Geand Marais, MN

082310

Mercer Oliver Health Services, Isc.

Caater, ND

082160
Mentapa Migraot Counmcil
Eardin, MT

082160
Montana Migrant Coupeil
Bridger, MT

0821€0
Mecacara Migraoc Council
Glengive, MT

08210
Mentana Migranc Council
Sicmey, MT

06032C

HORM San Miguel Climie
Ribera, M

060336

HOMM Roy Cliaic

Roy, MM

06033L
HOMM La Loma Clinic
Anton (hico, MM

Washingtoa

Oliver
8ig Hors

Carooco
Scillwater
Sweetgrass

Cuscer
Dawson
Fallen
Fraicie
Wilzaux

Roosevelt
McXenzie, N.D.
San Miguel

Rio Arziba

Rio Arrita’

Fewer than 6
persoas/scuare wmile
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060320
Healch Centers of Northern New Mexico (HOWMM)
Espancla, M Rio Arziba

001574
Liscola County Medical Cliaic
Caliente, NV Lincola

09157C
Beaccy Medical Clizic Fewer than 6
Beacty, NV Nve persons/square mile

02157D
Eureka County Medical Cliaice
Eureka, NV Eurexa

09157F
Alamo Medical Clinie
Alams, NV Lincoln

wL5™
2margosa Valley Medical Clizic
Amarzosa Valley, NV e

81570 :
Cancral Yevaca 2ural Zeaizx Comser=iem
Fawtnorse, W . Mineral

c217eC
Inéian Lake Eealth Centar
Indian Lake, NY Hamilcen

Maia site is F021790--Zudsca Eeadwaters Network, Warrensburz, NY, asd
is oot ia s frootier area

10001C
Yorzh lake Caunty Eealth Cenzer
Chziscmas Valley, (R Lake

Main site is #100010--Soucheasc Oregea Rural Eealch Necwork, Chiloeuia,
R, and is oot ia a froatier area

101630
Valley Family Bealch Caze
Pavecze, R Malheur

101630
Nyssa Healch Care
Nyssa, OR Malheur

081610

Rosebud Healch Clizic

Rosebud, SD Todd
Transferzed to Indian Health Service effeccive 12/1/89

082100
Isacel Camamicy Climic Fewer than 6
Isacel, SD Dewey perscos/saquare mile

0805%0
Rural Health Care, Inc.
Perze, SO Jooes

081690
7% ~County Healch Care, Ine.
Vessizgton Soriogs, SD Jerauld

030680
The Brochernocd Cormmity Fealth Beard

Zorcioise, SD
0607eC
Unicad Mecical Ceacers §2
2rackectville, TX
waiq site is $060740--United Medical Centers, Inmc., Zagle Pass, TX, and
is sor i a froocier area

Shaomon

Kincey
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(60951

Souzh Plaias Health Provider Orgzanizaciea

Matader, T Motley
Main sitz2 is f060950--Souch Plains Healch Provider Orzanization,
Plaiaview, TX, and is oot in a freatier area

060970

Corrmmizy Eealch Clinie

hebroaville, ™ Jim Hogg

Maia site is #060970-—Cozmmicy Action Council of South Texas,
Rio Grance City, TX, and is not in a frontier area

CE€2635D
Vega Fealth Ceater
Vega, TX
Main sice is £062650--Panhardle Rural Health Ceater, Amarillo, TX, and
is not in a frontier area

Oldham

062120
South Texas Rural Health Services, Inc.

Cotulla, ™X La Salle

0€071C
Cross Timpers Realen Clinic #3 Fewer than 6
San Saca, TX San Sapa persens/square mile

Main site is #060710-~Cross Tizbars Bealth Clinies, Inc., De Leon, X,
and Is 0ot ian a frontier area

080510
Utan Rural Develoomeot Corporatica
Provo, LT Izon

080510
Utan Rural Develoomest Corporation
Micvale, UT Tooele

082490
Green River Cocmmoiry Keaish Cenper
Green Riwver, UT Ioery

082240
Wayoe Ceunty Medical Ciizic
Bickzmell, UT Wayae

10036G
Kectle River Medical Cencer
Orient, WA Ferzy

100268
Lson Lake Clizic
Loon lake, WA Ferry

Maia site is #100260--Northeast Weshington Health P:égram, Chewelah, WA
azd is ot in a froacier area

100610
Tamily Medical Caotar
Walla Walla, WA Columbia

ogeaso
Gostan-Platte County Health Project
Guernsev, WY Placte/Whestland

080710
Northwest Commumicv Action Programs of Wyoming (NOWCAP)
Washakie

worland, WY
Fresoat

Hot Sprisgs
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ATTACHMENT H

8601: Frontier and Rural Health: Agenda for
Action

R izing that raral’ in the Unitad Statss continue
o of bealth i and that there is 8 di-
versity in rural bealth care pesdi and

Nmmmwﬁ-bunhmwumW
of ity amoey rural i 20 that the term “vural” s
used ta deacribe both suburten sraes adjacent to major cities ss well
23 totally bolatad srees with small poalarions kcated 100-200 miles
from urben arees: and

Obeerving that ia the 1980 Censue, thers wers 143 cunties with
fewer than two persons per square wmils, sod that /94 counties may
be defined 23 frootier sress baving six of (Swer ££rIons per quers
(mile and & :ated more than 45 ailes from the sext ievel of care, and

that (roancr sreas compxiae 45 percest of the Usitad States land.

, aren:!2 and
Aflirming that the facts do oot sapport the

) E heaizh -Mmmm“
mmdmﬂa—mmrmmmmo{
Mmhﬁnnwmfum

® the of for Muedi
Medicaid, and otber third party sources which eliminacs discrimina-
ton against the rural and frontisr providers and offer inceatives for
roral pracuics.

Ratarencs

LMMMMMNMMHM
Cars 1984,

2. Dnft Defining Characteristics, Frootier Task Force, Natiogaf
Rural Heaith Care Amocistion zad Region VIL US Pubdlic
Heakh Servica.

3.Heaith Rasources US Public Health Service:
mwumcmmmm:umu
Advizxy Comminss, DHHS Pub. No. (HRA) 81-651, Apnl

1931,
LMM‘D Pryar MD: Physicians in Nonmstro Areas during

1 mnwmdm::nmmhmm”
| -quais supply in rural areas; and

‘ Mmammmmmmma& !

ing doubt on the notoa that paysicians will diffuse to rural arces
| wiea urben arees become (oo COmPpetitive, and that, even if the dif-
;mmmmmudmmumm
¢ Wmau-ﬂﬂﬂk-wnmhmmu
‘ww-

ers and
Nmmmmhnwmmdm
rursi aress, evpucially froutier areas, from changes in the bealth cre
awmnﬁumhmmmm)b
of health d alterna-
| ive beontth care detivery sysuemx 310 and
Uederstanding that many major besith cars developments ars not
: occgrring o rurst and frontier aress becauss of low population
! densiry, high levels of poverty, and Himited financial support for
health ser ices, 30 that lese “ximary carc is accemsibie 10d svailabie
wmmmmmmmm”nmwnm
incressing, and
mmwmmmmmm
Mwa#yolmmmvﬂnmmﬂmm
Cammmm”wmwwmmm

for an in-

1. R the pr
mmw:shnlmmmmmﬂmﬁm
aress, including public hesith deparrments, communiry besith ceo-
xmmmmmmmmmMn
(migraats, ladians. and velernans

meumohmmmmmn
15 the sole basis for prova ed areas with
wrained paysicians sad otber hesith persoanek

3. Eadorses s poiicy aad the maintenance of adesuace funding for
traiung wat heaith are to locate in
rural and frontier weas. thus i
nmwlmummmmmwarwmm
ples of these pnmary care training programs inciude:

. anananmamalmmm:dunmu,mﬂminhupm-
grams such as Ares Health Educarion Ceaters: and

® Scholarship, loan and loan forgiveness programs with provie
sions for service in rural. underserved. and fronuer areas. such as
the Nauonal Health Service Corps:

DC: USDA, March 1985 (Rural De-
mmmm 46).

S.Cordes SM, Eiseis TW: Chasges in Peansytvania's physician
sgpply. Peonsytvenia Med 1985:38:55-8.

6. Cordes SM, Eisele TW: Anotber look ai the Rand studics oa
m-‘:’u diffesion. Rural Primary Care. NRHCA, May/Juoe

ﬁm MA, Canrwell JR: G P of ici
Puummrmmw mzwu-sa

§. Hicka LL: Social policy i areas
ta Mimowi Am J Pubiic Heaith 1914'74 1316-1321.

9.Ellwood Proposes Rural Supsrmed. Rural Primary Care,
NRHCA, May/June 1985.

0. Rickents TC, Guild PA, Skerw CG. Wagner EH: An evatustion
of submidized rural primary cxre programs: {IL Stress and surviv-

4l Am § Public Health 1984:74:316-319.
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. Chairman. this legislation
simply {5 an investment in our Na-
Uon's future. Healthy babies will one
day b work.
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ers and contributing members of our
society. Babies born to young mothers
who do not receive health care early

hospitals are frontier h
ter h r the only

very important piece of legisiation.

Mr. WAXMAN. Mr. Ch 1
yield 3 minutes to the gentieman from
Utah (Mr. Niisoxl.

Mr. NIELSON of Utah. Mr. Chair.
man, today [ rise in support of HR.
1326, the Public Health Service Infant
Mortality Amendments Act of 1837. As
YOu may be sware, recent studies have
found that the United States has pro-

mortality. During the years 1950-85,
the US. rate of infant mortality

are
source of health care for an ares.
bursement policies often have

::nth-e factlitiea. Due to distance -

remoteness, the costs for utilities,

supplies, food. and labor are often

higher than average costs. A large por-

tion of the patients in the frontier

areas are nefther Medicald nor Medi-
Federal

care eligible.
does not cover the costs of providing
the care. The facilities cannot recover
the lost in serving

ranked sixth among 20

nations. This ranking progressiy de.
clined during the years 1980-85 untdl it
ranked very last.

In 1980, the Surgeon General of the
Public Health Service established the
1990 health objectives for the Nation
with respect to prenatal care and rates
of infant mortality. It now appears
that the United States will fall to meet
these health objectives with respect to
the provision of prenatal care early in
pregnancy and with respect to reduc-
ing the incidence of low birth weight
births and of infant mortality. There

no insurance and have household in-
comes pear the poverty level,
Mortality data indicates that the
frontier areas have a higher rate of
working years of life lost than do the
rural or urban areas for the following
leading cases of death: Motor-vehicle

of early .

ot heart dis-

ease, and stroke. In the last 2 years
the ate for suicides in frontier aress

is clear and e

this inadequate care occurs most fre-

quently among individusls who are

poor and without health insurance.
FAL.R. 1326 enables community and
i health

w p
hezith care to additional children, and
women of childl age, who are
poor or have inadequate health insur-
ance, and to enhance the role of such
programs in efforts to meet the 1990
hesith objectives.

Included in this bill is the “frontier
dm " which 1
requires the Secretary of the Depart-
ment of Health and Human Services
to * special consideration to the
unique needs of frontier areas” in the
1 of y health
As you know, (rontier areas include
those sress having a population densi-
ty of six or lem persons per square
miles. Pron

counties and 45 percent of the US.
land ares being frontier. Many States
have high percentages of frontier
areas. For example, based upon square
miles in each county, frontier areas tn-

E

" icantly.
o
acknowledged frontier

A
tions have

iyt

4

3
L]
E
13
:
]

clude 96 percent of Alaska, 84
of Nevada. 83 percent of Utah. 62 per-
cent of Idaho, 81 percent of Montana,

of South Dakota, 20 percent of Wazh-
29 percent of Kanmas, and §3
percent of Wyoming.




e cmtsran moves svwe vea we
the administration 1 ieve these clin-
ics can be sustained 3 modifica-

earty Aprilh We this policy
paper to & hroad of Anteresied
people for thgmt incluging Suls Helth
Agencies: State Primary Cure Amooations
Rural Health Care Assccationt

and National of Community
0 issue 2 fnal

r P rontler

shes Fant suppont

cEO ational

!mmmuxmmm
O

cEaL xnce Jy7l, from 5 millicn peopie
37 millon.

[

- AFKDISTIATION, .
‘ . Rockollls, MD, March 27, 1986,
Hon. Oazox Havem, - .

US Senste,

Wasitington, DC

Draa S8rexron Sator Your stalf request
wd tint the Pubilc Hi Service provide
you with some eTitlen ths
enhcens expressed by Dr. Dandoy in her
istier af Aarch 19 would be addressed

framiecs
are being reviewed in the ares of goverD-
ance. cinical sysiems ang financial/adminis-
urxiive sTorore These reniews are intend-
e 1o counire that centers meet all slannary

n
which

10 the
ETADL SUppor: turaaea.l hmnl
tnder this definition.
xnm:nmmwmm.m

rent
MYNWNW&MM
expenditures in yursl
ummmrmxmmm
Year 1985 whils towl spropriation to-

ty reviewsd by s personaliy W say
Should you heve
Quastions or continued about our

approach to the unique cireunstances of
~Prontier” projects, I will be pieased to e
spond smﬂhew them.

this bil) will be signed into law, main-
taining the wulkority for these impor-

Frovide stasl, o

and 10 carry it
thew

gtves pricrity to syiiems of care that have
frer-by snd hosp-
M/M ares,

in ihe
CHCs must maximize noongram
384 uiilize to the grestest exient poskible,
cther Federal State 134 local, and private
resourees.

rural CACs in Otah cited
or

purpove of determining the current
denm system fx the most
efficient model to ruest the heeds of that
eommurity. It =ay be possible
for exs=dle. 1o sirengd=~ » CFC: rlinirs)
aystem throuth shared services or conzortia
armasgements with other CHC: and private
providers. 1o this context. veare at
the urigueness of ~irootier” areas. This
proces tn early 1985 with Lhe estab-
tishment of & frontier medicine task force
coragrised of Feceral, State xne project per-
sonnel {rom the westem regson of the coun-

alresdy pasted by the House, . .
- This _before us today will
the ‘cln

services to those most in need for
more than 20 yeary Study after study
eommuzity

centers
fective care o those who would other-
wise lack access to .esseniial health

ty health centers are such attractive
and ef{ective providers of poimary care
servi:u. the Federal grant dollars pro-
wided rags services valued at more
than twlce as muceh as the direct Fed-
eral grants, including funeing by Med-
icare, Medicaid, State programs. pri.
vate fnsurance, and patient fees.

‘The need for community health cen-
ters s greater today than ever before.
The number of ADentins wthout
health insurance has increased 48 per-

by State
ments i primary health care by estab-
tzhing & new of grants to the

:y—numm fannworkers. For this
the services of

il £67 fiscal yexr 1987 and year
1983, This fs substantially below the
Senate level and oniy slightly sbove

Despite my cancern over” these au-
thorization lxeve!.l. Imsuuporunx this

mmmmunmﬁww
snthorization levels
nkhtmtwumexmemdmm

health not be zigned if paxsad B

program i 50 essendl, its mdnw
nance shéuld be oxxr highest priority.

ur recognition of the coptinued need
!or a Federal com:=itment to health
m!crmew:r‘gg\memmedby

Mr. RUDMAN. I move to eoncur o
the House arceadment.

The motion was agreed to.

Mr. RUDMAN. I move to recopsider
the vote. .

Mr. BYRD. I move to lay that
=otion on the table

The motion o lay on the table wis
2greed to.
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- frontier areas."’.

- 13

“(B) No application for & grant under subsec-

tion (d) of this section from a center or project that
received such a grant in the prior year shall be
denied in whole or in part unless there is cause and
the center or project has first been afforded reasona-
ble notice and opportunity for & hearing on the
record before the Administrator of the Heaith Re.
 sources and Services Administration."".
SEC. 103. REQUIREMENT WITH RESPECT TO FRONTIER AREAS.
Section 330 (42 U.S.C. 254c) is amended by adding
at the end thereof the following new subsection:
**(j) In making grants under this section, the Secretary _ =

shall give special consideration to the unique needs of

SEC. 104 ADMINISTRATION OF PROGRAMS.
Subpart I of part D of title II (42 U.S.C. 254B et
seq.) is amended by adding et the end thereof the follow- S ]

ing new section: ik
T
“SEC. 330A. ADMINISTRATION OF PROGRAMS. ol

ister the programs authorized under section 329 and sec-
tion 330 to any office within the Public Hesalth Service, - o*

except that the authoriry to enter into, modify, or issue ap-

provals with respect to grants or contracts, may be delegat- -
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ATTACHMENT 1

FRONTIER HEALTH CARE ISSUES

Frontier areas are those that have a population density of less than 6 persons per square mile. Using
this as & standard 453 of the United States land area is frontier. Frontier counties are primarily
located west of the Mississippi River. Based upon the 1980 Census and on square miles in each county,
the percentage of the state that is frontier is shown: Alaska 98%, Arizona 423, California 173, Colorado
5%, Idaho 623, kansas 291, Montana 811, Nebraska 475, Wevada B3, New Mexico 521, North Dakota 613,
Oregon 503, South Dakota 653, Texas 301, Utah 833, Washington 20%, Wyaming 833. As these states lack the -
economic and potitical muscle of the east and west coast states, their problams tend to be ignored.

Most of the nationa) policies, especially those of the Department of Health and Human Services,
exacerbate the very problems they are supposed to alleviate. This is because frontier conditions are
different than rural and urban for other parts of the United States. A single set of program guidelines
and standards is too rigid for the variety of conditions to be addressad.

The frontier areas have a fragile, usually single industry, econamic base. Planning for health services
sust be tied closely to the econamic development plans of the areas in order to be successful.

Health care services are sparse with home health aides and volunteer emergency medical technicians being
the primary care providers in miny instances. Often even these do not exist. These areas generally meet
the federal definitions of “medically underserved and manpower shortage areas.”

The hospitals are small) usually less than SO beds and are very vulnerable to econamic cycles and staff
shortages. Nationally about 220 hospitals are “Frontier Hospitals® and most are sole providers. Many
have long term care or swing beds. These facilities are generally owned by a non-profit organization or
local government.

»
Reixbursevent poljcies often have unintended negative consequences upon these facilities. According to
ProPac, the hospitals under 50 beds are the ones most severely impacted with ORG reimbursement rates.
The reimbursement rates usually do not allow for higher than average costs due to distance and
remoteness. Most facilities in frontier areas have higher costs for utilities, supplies, food and labor,
than do facilities in rural or urban areas.

Frontier areas have large msmbers of elderly with many health problems. Many of the individuals are
uninsured or underinsured for health care. At least three studies indicate that individuals who live in
these areas have. poorer health status than those in the rural and urban areas.

mortality data indicate that the frontier areas have a higher rate of working years of life lost than do
the rural or urban areas for the following leading cause of death: Motor vehicle accidents, diseases of
early infancy, non-motor vehicle accidents, heart disease and stroke. Suicide is increasing rapidly in
frontier areas.

CONTACTS
LOCAL NATIONAL
— e
UTAH OEPARTMENT OF HEALTH ' MNATIONAL RURAL HEALTH ASSOCIATION
Sureau of Planning & Policy 301 East Armour Blvd., Suite 420
P.0. Box 16700 Kansas City, Missouri 64111
salt Lake City, Utah 84116-0700 Telephone 816-756-3140

Telephone 801-538-6310
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ATTACHMENT K

HEALTH STATUS BY PLACE OF RESIDENCE
Bernard Osberg

South Dakota Department of Health
1987

HEALTH STATUS BY PLACE OF RESIDENCE

A number of scholars have suggested that the American frontier still| exists
today. They state that. this "frontler® does not conslst of any single reglon
where a |Ine of demarcation exists. Rather, they bel leve that the frontier has
become fragmented, existing principally In countles having less than six resi-

dents per squsre nllo.]

Al though the study of health status by residence Is not new, a number of states
have recently begun examining heslth status according to popul ation denslty.
Utah, forrmpl e, rocently completed a study whereln health status, measured In
terms of working years of |1fe lost from leadlng causes of deafh,' was compared
among three types of geographical areas.2 These aress were frontier (countles
heving less than six reslidents per squsre mlie), rural (counties having be-
tween slx and 99 persons per squarc; xnlle), and urben (countles with 100 or
more residents per sjuare mile). A

Urban, Rural end Frontier Areas In South Dakota

tn South DOskota, we are well aware that population has not been distributed
evenly on a geographic basis. The map below and Table I |ilustrate that neariy
hal f the counties (32)'and. neariy 60 percant of the iand area In the state are
classifled as frontier, However, only oms In flve persons In this state resicges

in & frontier area,

'Vcrklng yeers of life lost Is a mortal Ity statistic which compares the
relative Impact of each death on warking years of [ife, which Is def Ined as
the Interval between ages 15 to 65. Indlviduals who die bafore reaching
age 15 sre autematicaliy counted at 50 working years of |ife lost. Those
Individuals dying between the ages of 15 and 65 are calculated as hav ing
tost a number of working years equal to 3ge 65 minus the age at ceath. All
Individuals dying at age 65 or above are counted as having nc workling years
of Iite lost. Hence, causes of ceath are méasured not only by absoluteness

but also In terms of Intensity as ar econamic Impact on soclety.
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FIGURE 1
FRONTIER, RURAL AND URBAN AREAS/COUNTIES

{1980 Census)

N

Froatier Counties Urban Counttes
Less Than 6 Persons 100 Persons Per Sq. Mile
Per 3. Hile :
Mava
Rural Counties
§-9% Persons Per Sq. Hile
TABLE 1
SIZE AND PORULATION OF FRONTIER, RIRAL
AND URBAN AREAS IN SQUTH DAKDTA
1980 Census
: Square Mllas 1980 Papulatlon : Pooulation
Aron :_Nemher : Parcant : MNumbar : Parcent : Per Sa. Miis :
H H : s :
State s 75,952 : 100.0 : 690,768 : 100.0 9.1" 2
Frontier : : s H
Countles : 44,914 59.1 : 137,295 : 19.9 = 34
Rural Countles: 30,228 : 39.8 : 444,038 : 64.3 14.7
Urban Countles: 810 1.1 = 109,435 : 15.8 135.1

It |Is interesting to note from Table | that most people In South Dakota reside
In our definition of rural zreas. Rural areas const]tute sbout 40 percent of

the land arse, but nearly 65 percent of the population.
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Finsily, as the fable and map show, only one region, Minnehshs County, quallitles
as an wben area. Minnehaha County averages about 44 times the population den
sity as frontler areas and has a population only 28,000 less then alt frontler
countles combined. !

it has been argued effectively that organized health cere services have less
effect In determining hesith status than bloiogicel factors, environmentsal
factars or llfu'fylu.s However, access t0 quol Ity hesith ssrvices does have a
Aposlﬂvo Impact on hsalth. As Table 2 beicw shows, heal th servicas are not

di stributed evenly across the stats.

TALE 2
SUPPLY OF SELECTED HEALTH FERSONNEL AND FACILITIES IN FRONTIER,
RURAL AND URBAN AREAS, JANUARY, 1986

Frontler Rural Urban
‘Number :Percent H tNumber :Percent

Number of Physic!ans R2: % 554: 55% 354: 358
Physiclans/1,000 Popul ation .67 = 1.25: X 3.23:
Short Term Care Hospital Bedsy 757 : 17% 2,59: 58 1,115: 2%
Short Term Care Hospltal Bedst 5.51 : 5.83: 10.19:

per 1,000 popul ation
Nurslng Home Beds 1,324 :  16% 5,957: 711% 1,095: 13%
Nurslng Home Beds per 1,000 3 :

popul ation age 65+ 76.20 : 96.00: 94.43;

Note: Actlvely practicing physicians In the emnploy of the I[ndian Health
Servics, Dep;rmem of Defense, Yeterans Adminlstration, and State of
South [Dakota are counted as well as physiclans In prlvate practice.
Short term care hospitals Inctude al| hospitals which provide general
acute care servicas to the general public or specitic segnents of the
popul ation (e.g. veterans or native Americans), " Nursing homes are those
| lcansed by the state.

As to be omet-od. Insqual Ities exist when one comperss the land aree of the

thres categories to the supply of selected health services. Hatwr, there ers

_ssrv lces. for-.

slso dlsparitles when.one :compares populations. to the supply_cf

exanple, frontier areas have s disparately lov supply ‘of physiclans per 1,000 -
population. The reasons for this phencmenon are | Inked to a number of factors,
Including: ease of travel; difficulty In establishing a practice In frontier

areas; |ow population density; and lack of equipment and trained personnel.
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Heaith Status indicators for Urban., Rural asd Frontler Arsas

Table 3 below compares working years of |Ife lost due to selected couses of
death among the three areas.

TABLE 3
WORKING YEARS OF L IFE LOST QUE TO SB.ECTED CAUSES OF DEATH

IN FRONTIER, RURAL, AND URBAN AREAS

Yeers of Life Lost Per Percenmt

1,000 Population increase
a. Frontler Areas 1979-81 Avg. 1982-84 Avg. (Decrenss)
1) Motor Yehicie Accldents 56.1 34.8 (38%)
2) Heart Dlu_as.o & Cardlovascul ar 29.2 25.1 (14%)
3) All Other Accl&rﬂ's 28.2 25.8 -('9‘)
4) Cancer . 18.4 20.2 108
5) Conditlons...Perlnatdl Period 15.3 17.1 1z
6) Sulclde 13.1 11.1 (15%)
7) Congenitel Ancmael les 9.7 10.1 43
. b Rural Aeas
1) Motor Vehicte Accldents 2.3 18.1 (31%)
2.) Hur-;-Dlsuso‘ 3 Cardlovascular 20.6 19.2 (315)
3) Cancer _ o 20.5 18.9 3
4) All Other Accldents 13.6 13.0 4 ;5)
5) Conditions...Perinatal Perlod 12.6 10.2 (19%)
6) Congenltal Ancmai les 7.9 7.6 ( 4%)
7} Sulclde v 7.3 9.1 =%
¢, Urban Aress
1) Cancer 20.5 20.1 (2
2) Motor Yehicle Accidents 17.7 13.3 (25%)
3) Condltlons...Perinatal Period 16.4 6.9 (58%)
4) Heart Diseass & Cardiovascular 15.1 15.9 5%
5) Congenltal Ancmol les 10.4 9.4 (10%)
6) Sulclde 8.7 7.1 (18%)
7) ALl Other Accldents 8.4 9.0 7%

Note: Flgures shown are yesriy averages for a three-year perlod. They are not

age~ad] usted.
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.Scme observations [nclude:

« Moter vehicle accldents Is the |eading cause of warking years of [ife |ost In
frontler areas. In rural areas, the pattern has shifted fram motor vehicle

- accldents to heart and cardlovascul ar disesse as the leadlng cause. In wban
areas, cancer remalns the leadlng cause of working vears of |lfe |ost.

+ Decreases In years of [lfe |lost due fo motor vehicte accldents have been
striking In all three aress.

. Frontier areas lose more productive years of |Ife per 1,000 persons than do
rural and urban sreas. The average years of |ife lost per year In frontler
areas Is now about 144 werking years per 1,000 residents for selected causes.
This compares to 96 warking years lost for rural aress and 82 worklng years

lost per 1,000 residents {n urban areas.

. The biggest single decreass was In conditlons originsting In the perinatal
period In urban zress (585 decrease). Unfortunately, +thls was one of the

areas of Increase in working years of 1ife lost In frontler counties.
« The blggest single Increase was In suiclde In rural areas (5% incresse).

FIGURE 2
COMPAR ISON OF WORKING YEARS OF L IFE LOST AMONG TOP FIVE CAUSES, 1982-84
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ATTACHMENT L

NRHA Frontier Task Force Calls for Federal
Adoption of Designation for "Frontier" Areas

By Carol Miller

tion d d by the Bureau of

In fall 1988, Cong d
$15 million to the Health Care
Flnancing Administration (HCFA) for
Rural Health Care Transition Grants
to aid small (fewer than 100 beds)
rural hospitals. Hospitals could
apply for $50,000 for two years
{maximum of $100,000) to plan and
implement p: and services to
strengthen their abilittes to provide
high-quality care to Medicare
beneficiartes.

More than 1,100 rural hospitals
submitted letters of intent for the

Health Care Delivery and Asals-
tance.

‘When applying that definition of
frontier to the 154 hospitals funded.
19 (12 percent) were frontier hospt-
tals. An additional seven hospitals
(5 percent) came close to frontier
atatus by having locations in
counties of population densities of
6.5 1o 7.6 people per square mile.
The task force has considered these
facilities as frontier in its analysis.

Of the ll h !

designated frontier areas; Congress
has d "spectal d

tion” for frontier areas in Section
330 of Community Health Center
funding: the American Public Health
Assoclation has adopted a resolu-
tion calling for increased aceess to
health programs and services in
frontier areas: and the Office of
Technology Assessment has tn-
cluded “frontier” tn its 1989 publica-
tion entitled Defintng Rural Areas:
Impact on Health Care Policy and

‘The NRHA's Health Policy
Roundtable teleconference series
gives rural health providers and
national experts an opportunity to
discuss current rural heaith policy
issues.

The 1990 Health Folicy
Roundtable series includes the
following programs.

* “Treatment Stnte‘jen for
Cocaine Abuse in Rural
Populations,” Feb. 13, 1990,
presented by Catherine Emory,
Pharm.D., University of Missouri-
Kansas City School of Medieine.

« *Quality Assurance,” March 13.
1990, presented by Susan
Skeiton. R.N., C.C.RN.. Quality
Auunnce Nurse Spectalist,

funding and HCFA d more d bers of four
than 700 applications. Although ol' them were all frontier hospitals.
HCFA originally intended to fund One consortium had both frontier
only 70 to 80 projects, 165 projem and rural hospitals as members.
wenulumate}yfunded— One of the goals of the NRHA's
Is and 11 h 1} Frontier Task Force ts encouraging

consortia, all federal health agencies to adopt a

‘The NRHA Frontier Task Force for frontier arcas. The
has the number of frontier task force is developing a strategy to
hospitals awarded Rural Health expand the frontier desfgnation.
Care Trans{tion Grant funding. Tremendous gains have been
Because HCFA has not yet adopted made in recent years to increase
a definition of “frontier,” the task public awareness of the special
foree defined frontier as six or fewer health needs of frontier areas.
people per square mile, the defini- For example, many states have

Health Policy Roundtable Series Now Offered

The Frontier Task Force invites
all NRHA members who live in
frontier areas, or are interested in
their special needs, to contact
Harvey Licht, Chatrman, NRHA
Frontier Task Force, Primary Care
and EMS Bureau. Health and
Environment Department, 1190 St.
Francts Drive, Santa Fe, N.M.
87503, (505) 827-2527.

Edttor's note: Carol Miller ts a
member of the NRHA Frontier Task
Force. She ts a public health consult-
ant in Qfo Sarco, N.M.

* “Geriatrics, Accidents, Medica- | andin-
tion and Depression,” April 10, cludes a
1990, presented by Steven formal pres-
Levenson. M.D., Levindale entation
Gertatric Center, University of and a dis-
Maryland, Baltimere, Md. cussion

e “Ambulatory Sentinel Practice period.
Network.” May 8, 1990, pre- Continuing
sented by l.an-y A Green, M.D medical
D of Family d
Umv:nlty of Colorado Health credit is
Sclences Center, Denver, Caolo. available.

* “Ethical lssues in Rural Partial funding for the Health

Health,” June 12. 1990, pre-
sented by Willlam Nelson, Ph.D.,

and Reglonal Office, White River
Junction, Vt.
Teleconference participants.

Center, Kansas City. Mo.

January/February 1990

leph the network h
and are then linked for the presen-
tations. Each session lasts one hour

Policy Roundtable: teleconferance
series {s provided by the Bureau of
Health Care Deltvery and Assls-
tance.

For registration tnformation,
contact Kelly Privitera at the NRHA.
{816) 756-3140.



teon and the Grection of the Wese
‘Mache and Heil-Ralging’

"t think we've 1aken a giant wrong
| wnteilectual turn i thenkang the froniser
disappeared in 899 or whatever,” said

r. . whots wenngs on the sur-
vival of the fronuet have stirscied the
autenton of heaith care professionsls
@ partwcular.

83 violent and just 83 macho md nell
1847,

raniag o 1887 ano

Over 3t Iwo. s heshih plan
ners have mcreasangly drawn distne-
uons DCiwecn generatly rural aress
and pisces thal are, i effect, on the
edge of civilization. Definiag the fron.
(587 83 AFER3 WIIh N0 MOT® (han 81X peo-
ple to the square miie, oﬂltull note
1hat distance sione p;

care.
TWhen | was 1 Vietnam, 3 medic
was never more (han 10 minutes
" sad Licut. R. L. Stockard, who

New Mexico siate police dis-

New Mexico town. “liers you can wan
by 3 wreck on the mghway for 45
minutes before heip gets there.”

B more than distance 13 involved.
The (ronter s aiso defined by the
Wast's boom-and-bust

ol
sent nature and {regile econemes of

smail towns or rural areas elsewnere.
Lots of Laad, Few Pevple
“Wesiern (owns are more of an ag-

lip A. May, a sociologist at the Unrver-
uly of New Mexico. “There 15 no cul-

bﬂkﬂ " rugged m&ulum first
and the governmens socond.
To jeopic SuLCTIDNE 10 IKC KCS O &
mung fronirer, S persisience s
23 clear &s the 1980 census. l showed
1hat 134 counves, coverng 43 percent
of the land area of the Unltﬂ States. -
chuding virtually ail of Alaska, have six
or lewer peopie per square mile. In all,
1.2 milbon peopie live there.
Over ihe pasi two years conuders-
tion of these sparsely populated areas

nealin care professionsis Maey. e
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Violence and
individualism
endure in the
West.

Yyears are defingd a3 the yesrs (rom the|
ageof 151045, and the fixure 13 dernved|
subtrscing ihe age of desih from,

)
The figures are 115 percent hghet tn

frontwer areas (han m urben oncs, Mr.
Elison saud.

Shitl ln 1deas on Vielence

Fﬂ' Academics Ille Dr. Popper, Lhe
rontier s less a toul fori

lems in taw enforcement IM henith{

nciudes this nornwestemn |

ural cohesion. Westerners baswcalty|

v gaed increzsing atiention {rom | cide

cluding Gar T, Elnm, divector of|
Heaith Plansung and e
Utan Depanmen M Dltlllh. have|
argucd (or a scparate designation in
assessing health care needs.

“The West has atweys suflered by
being deflned by peopie in the Easy”|
321 Mr. Elison, who is chairman of the
tions! Fromser llealth Care Tash
Force. “We're stways 10 have &
problem previdng services o  thel
{rame of reterence for rursl areay i3
West Virginis. Slandards that maeke
sense n ihe East are ofien irretevant in
the West,”

He 33w pupuianon and pateni cen-
Sus rands used m evaluating the nced
for rurst heskh care programs or

climes fron.

pnmnm plasning ulwn 3 wmnonw anto,
the sparsely popuisted aress of the!
wes.

He argucs that the cbacursy of nlna
those areas has distorted
?‘nl aban violence in the umu

at

In & paper i The Pubisc Intcrest tins
sprmg, Dr. and (wo
anatyzed
yourhs from 1929 (hrough 1978, They
Studied  rates for  13-t0-24-year-okd|
whites, tnchuding Hispank: peopie, and.
found tha the Wesicrn siales mvane.,
sbly had 1he hghest death rates and
1he Northeast the iowesl. In the states
'llh the Righest death rates, Anzona,

levada, New Mexco, and Utah, the|

mun GANGEIOUS COUNEICS wEre Ihe Kess

1
i
i

leaguees,

licuitres i providing emergency carc
o rursl areas.
They're oa Their Uwa

Laweniorccmen aflicials say the in-
drvssuniisen of the West i3 refleciod in
whai » often & prodilection (o handic

cotside the law.
I & lot of these areas. there’s really

Mlml lllluﬂﬂlw!lb'lhtm

Ho ‘140 ine problems are com
pounced by & duum. sthmic mix. Hit
nchedes insular Hispanic com
cowmies like Cuba, N.M., in ihe soutn
et pant of the districy. Indian resesrva
lm whh high monnlny rates and at
3 0 middie, an
Inrpiy while Mmunuin
on mwnng and el 8nd K83 10 (he North,
Mr. Elison saxd many Wesiern staic
were invoived in efforts nmy
daia en Ironter regions,
few defmutrve stdics. lm he saxd me-
of the svailable (igures prodadly ur

““We're in the mudsi of an econom
crsis hat began w 1983 and ar
earhier numbers are not going o r
Nect i1,” he said. “You look at the eco
omy of the West, agrnculivre ts dow
oil and gas are down, mimng 15 90w

orest ries are down, housw
stans are down. All thase things 2
gosng 0 have an impact.”

toer ureas. “l's been & way of uym(
the have-nots will alwsys reman that

NG | way, and we resent 1hst,” he said.

Rare Nevds In Remmete Arvas
Mr. Elison saxd (hat in (he pass twe.

yesrs some IS headh care organiza-|

tions have endorsed the basic concept
of haviag gifferemt standards (or fron-
teer areas. Similarty, be sasud. 8 recent

beakh bill i the Houss of Represents-|

tives cited ihe need for recogning (the

regons’

gregate (han a comenunily,” said Phil-| nceds.

There have heen few delinttive stud-|
le3 on differences between such greas
and places with § 10 108 peopic 10 the
square mile, which would be classitied
as “rursl’ Bul recem anaiyses of
$1a030K3 m Idaho, Utah, South Dakoia,
Nebraska and Wyommg indicate resi-
denta m the Irontser areas have poorer
mun than these i urdan or rural

Mr Elison said a study of mon-llly

years of life lost because of several
k-d-u causes of death, lnem. e
ulemotule accidems,

1 nfant discases.

worveng]

I Y. Tnee
/é// ZZ{a A
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Old frontier faces modern problems

By JERRY TIPPENS
Associate Edilor, 1he Oregonian

The western frontier that was declared
closed a cenfury ago has been declared reo-
pened, N

1t may come as a disappointinent to Alas-
kv, which regnads lself us the tast frontier,
s shnply groupeed with vast arcas

:s thal conslituted the fron-
teer ol hge: and tegend during the 19th cen-
{ury settteient of the
Wl

>
ftutgers Uni
says (he fronficr never
really clased. Deflntng
il as arens contalning
less than six persons
per square mile, he
sees it as occupying
most of the territory
from roughly the Cas.
cades and Sierra
Nevada on the west lo the 96th meridlan on
theeast. ~

1t 1a sttll a rough and tumble terrltory, he
said, marked by dangerous occupations and
{ifestyles, along with poorer health care and
higher accident rates than the rest of the
couniry.

He also wonld like to evacitale what lit-
the popnbidjo here is in (he Great Plains
portion uf 1he frontier. The Midwestern style

-, Portland, Salem and Eugene and on do

agriculture that was introduced to the Nako-
tas and Montana down through Texas and
New Mexico was a commercial and environ-
mental mistake, In his view, and should be
corrected by returning (the reglon to the pub-

* lic domain, with the federal government **

buylng it back If necessary. e would
vestore ils natlve grasses and give il back-to
the bufiato and other wildife that roamed its
before the h came.
There Is no question (hai great agriculiur-*
al miscalculations were made on the dry and
fragile prairies, but an adjustment to less
cultivation of the soil and to more responsi-
ble grazing practices may ward off depopula-
tlon and preserve the delicate environment.
The analysls by a New Jersey academic
doces bring to mind an ohservation reported

uffered by.being,defined: by,
Rest;" said Qar,Tx Ellson;Hir vof|
anning and,iialysis ln'~th‘q’m'
nt of Healthy"We're alwapt goinitto
& problem providing services if.the.franie’
Yeference for rural areas Is West Virgt
Standards that.make sense in the Easi »
{ofien Irrelevantin the West.”

° He might have gone a step further and
sald that the newly found frontier might also
have troubles if the definition comes from
citles so far west Lhey cease to be Western, in
the sense of the frontier culture.

‘The coastal West from Seattle, through ..

through San Prancisco and Los Anpeles; was
setiled differenity, has a different history

| LETTERS ..

THE _OREG
¢,

o

and a different heritage.

‘The dilferences prompted a transplaniod
Coloradan newly arrived in Los Angeles
several years ago lo comment that he would
like to go “back west to Denver,” . .. .

Part of the problem Is that the & percent
of the cotntry described ss ihe continuing
frontier has never had a cohesive regional
perspective. Along the western tier of states,
the oullook has been shaped by miajority
vopulations in Washington, Oreggp and
Califorata living west of the frontier bosder.

Along the Easten ticr of states, the Dakn
tas, Nebraska and Kansas geacrany have
been lumped with ihe Midwest-and Oklaho -
ma and Texas wiili‘the hough
sxtensive tand areas (n all of thess states
would belong in Popper's frontier.

-Indeed, in lifestyles, agriculture and
sactal practices, there is litile to choose from

- In rural communities, towns and smal citles

from the western Dakotas, across Montana,
Wyoming and Idaho to Bastern and
Washington. They may have mord In com-
mon with one anolher than they do with
others in (heir own states. They have more
variely in terrain than in enfture.

What the rediscovery of (he old froniler
may produce Is a new focus on what constl-
tutes 3 weslern region and its common inter:
eats. Then (he issues of health care,

ducatlon, safety & man-

and i

hed deflaitiens (k.
be appreached from deflaltjeas that sre
,PPFY satled and &

me-grown in"h thddern
imporied from cither the East or West.

s Jan Al I¢i
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Rural Rep Appointed

o

1

from
the nomines of the Nationa! Rura! Health
demy of Family Physicians. The appointmert
of Dr. Brame addressas the two complaints
woiced by Senste members of the Rural
Health Caucus. ie., the lack of a ruralor 3.

NRHCA P KevinF

Gar Elison

I 1954, nearly a century after the Cansus.
Bureau had deciared the frontier seftied, a
new undserstanding of America’s most rural
areas was emerging.

Frank Popper, a semographer at Rutger’s
University, began to present ressarch from
& book in progress calisd The Survival of
the American Frontier. Using a definition
of trontier &8 5ix Or fewer persons Per SqUAre
mile, Popper found that 394 ies and

to Physician Payment  Delivery of Health Care Services

Population Density: the service ares will
have six of fewer persons per square mile.
Distance: the service area will be such
that the distance from the primary care
site 10 the next level of care will be more
than 45 miles and/or 60 minutes. Next level
contnued on page 3

45% of the United States land area would
maest the standard.

Onacounty basis, Alaska is 96% frontier,
Nevada 80%, Utah 55%, idaho 443, Mon-
tana 41%, New Mexico and Oregon 27%,
and Nebraska 24%. Many countiss 8

Inside This
Issue...

SECOND ANNUAL HEALTH POLICY

y from ythe pres-
ence of a single small city or large town,
Eliminating these cities and towns from con-
sideration greatly increases the size of the
frontier.

Interest in frontier areas began in 1965
when health care providers in rural areas,
public health planning staf!, and Hea!th and
H: ices (HHS) i egions
agreed that frontiers were a unique type of
service setting and shoulki! be considered
under ditferent criteria than those used for
rural o urban gervice areas.

Under sponsorship of HHS Regions ViI
and Vi, a Frontier Hesfth Care Task Force
was convensd 1 Jook at frontier heatth is-
sues. The Task Force, in cooperation with

the Rural Health Care Associs-
tion, has istinguishing charac.

said he was pli d with the

of Dr. Brame. “Dr. Brame's appointment to
PhysPRC is a breakthrough for rural heatth
cara” Fickenscher said. “| am panticutar-

teristics that show the ditferences batween
frontier, fural, and urban service areas.
Tpe Bureau of Heaith Care Delivery and

ty pisased that he is the joint of
qumwmmnmwdhm

PhySPRC was created to make recom-
mendations 10 the Secretary of the Depan-
:mud"nﬂhmﬂumns.rvicnmw

or ~

services. The statute expiici
Mmmmmbmuknlm‘oumm
?mhﬂmmum;

'W“Pﬁmmwmﬂ"

RC BLE SERIES

SOON UNDERWAY

Beginning in November, NRHCA will of-
for its second teleconterencing policy
series for both physicians ang adminis-
trators. Subjects, presentors, and the
schedule of calis are listed on Page 11.

NRHCA CALL FOR PAPERS
P2 "

invited for the Assocuation’s tenth annual
i i he ine is

December 31, 1985. Guidelines for sub-

missions are found on Page 5.

PARTICIPATION LEVEL

WITH HMOs REQUIRES
PRE-AFFILIATION SCRUTINY
Marketing, Risk, Patient Management:
only three of the basic taciors o consider
prior fo an HMO-affiliation, regardiess
of i being a fae-for-service armangement
o¢ 8 joint venture. Fliyicians, medical

Depai of Health and Hu- 9oups and clinics will tanefit from the
man Services, L 12-poi i prowi Pege 10.
isiicsandhas adoptedthe olowinggeneral | oy ey ETIQUETTE
to community hesith 'c;mun in frontier OF LOBBVINS
sreas: i Athough one need not be & WM':T

Service Area: a rational area in the fron-
tier will have a1 feast 500 residents within a
25 mile radius of the health service delivery

counsst ought to be avaitable. Tpis Sug-
gestion was one of many
the p the ses-

site or within a logical trade area.
will have between 500-3,000 residents and
cover large geographic areas.

of
sion, “How To Lobby Effectively at the
State Level” Page 7.




—d

:

[P I 3]

The adoption of these criteria is very im-
portant because many of the areas would
ot quality for assistance undes current cri-
teria. Further, the Buresu of Heatth Care
Deirvery and Assistance wiil use the frontier

. concept as i revises the regulations gov-

eming Madically Underserved Areas.
The Nationat Rural Hea!th Care Associ-
stion has adopted & resolution acknowl
eoging frontier areas and will encourage

Status, services del
and special requirements of these areas.
The Ametican Public Health Assocuation
slso is considering 8 resolution on frontier
areas. in addition, the Frontier Health Care
Task Force is sharing information with enti-
ties that devetop program policy including
th s % the Na-
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DISTINGUISHING CHARACTERISTICS OF SERVICE SETTINGS

PARAMETER . ORBAN WURAL FRONTIER
Drwveng wme en un X0 20 ewars 60 mnwses or severe
it feoprone § cwnarc
sy
sexsonal
Sufng Gate Keeoers Gonenaies, 15Uy Practioner 1eams
nd goecatty A physean wih m-eve! OracTRoney
o OSSR SIEINCE
o mug-evel
[
Popuaton More man 100/ Wore wan 6 tut Lrss an § 2¢r 50 7
Durmssy quire mie 33 an 100730 e 6 261 30 e
Seate Large gro0 Smat grovo Pae 30k Or
pracice pracce seprmetient
Mosoal Large. wsuaty Small 25-100 Deos. 25 becs or 'ess o
100 0or more My bave 30 DECs. 0003058
decymacaty
o saente
Technoiogy IHagh feve! of Medun level of Low leve! 0 t220n0kGY
technongy oftcult access
a8y Ktess 1 moderate aczess
Skl ange Sotcuist Genergiest wein Exreme 5o
of provacier [ rireaseTT 832
et consunaion
consultzon
Intensity of . Hgh Moderate Hgh Staney, Canasty
pracice tdkzanon wizanon
Socal nanncual Personal grovo Pesoal reatisnstss
. Organgaton anonymiy. OIS, SHHENT eSS
acteots heip sefl-cehaR, seexng hels,
readdy. greater Friemependency.
Gepencency access heo
ity

the

tional Council of State Legi andthe

National Association of Counties. The ob-

jective is to have policy and program Quide-

fines that are compatible with the needs of
frontier areas.

NRHCA is submitting 8 propesaito HHS to
tund the Task Force for at ieast another year.
Some items the Task Force will do include:
* develop service delivery standards;

« identify ways 10 SUDPOrt and stabilize ex-
isting providers to prevent further detenc-
ation and loss of service;

* create new service modeis which make
greater use of mid-level practihoners;

« work with foundations 1o obtain funding
for st least two demonstration projects for
frontier services delivery:

« gevelop model legisiation which sites
may use 1o aliow mid-lsvel practiliocners

ity 10 function in a role:

* gxamine expanded use of mail order phar-
maciss to meet frontier needs:

« identify strategies for working with pro-

oyal legisiative and Biisiid

bodies so that the unique conditions of

brptiore are considered in any policy.

Nyou have input for the Task Force, you may
contact the NRHCA office in Kansas City, or
Gar Ekison, Utah Depariment of Heatth, PO.
Box 16700, San Lake City. UT 84116-0700.

MINIMUM RECOMMENDED HEALTH SERVICES

POPULATION/ PRMARY SPECIAY
SERVICE AREA Ems CARE CARE NOSPITALIZATION
less than 500 Frst Reterral Referrat
Responder MLP or MD by
EMTB-P ocoTment
Satearpan
o, EMT
RIDLIVEON V3
00 wrinen prowocol .
500-900 EM16-P Ful-ame MLP or Reternl o Referal
st paname MO
Responaet armangement for 3
network coverage nme
outyng 00 EMT superson
aeny
$00-1500 EMTBP Ful-sme MO or MLP, Aeternalor Referna!
Frst or combmnaton ol penoox ne
Responder and pant-ame oD yrngement whrmaey
etwork pacice. nthe modet
coverage ¢ EMT communty
1500-4000+ EMTB-P Small grouo praches— - - On-site Smav
Frst of MD ullk-bme '
Resoonger naior WLP, medcat egQuiary hoson of
network Pl scheduled nhrmary
M. PED or OB CNM chric witwn reterral
s by primary care
neeg, pracixe. of
el
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- . Unitea States Pybtlic Heaitn
_/C DEPARTMENT OF HEALTH & HUMAN SERVICES Gegion Vil .
. Memorandum
Date: ‘1l 2
ate April 27, 1990 HAY 1 90
ECENED
From: Direc%sr, DHSD, Region VIIZ R

Subject: Request to Review BHCDA Frontier Health Policy Issues

To: Director, DPCS

Noting the upcoming May 16-19, 1990 NRHEHA meeting in New
Orleans, it occurred to me that this might also be a good time
to review BHCDA's posture toward the smallest and most
isolated segment of the C/MHC community often referred to as
"frontier" areas. While we can generally pat ourselves on our
collective back for the overall success of the centralized
administration cf the C/MHC program based on the twin goals of
"ccnsistency"” and “equity", it appears that this process may
also be placing hurdles in the-path of many smaller projects
that do not have the resources, expertise, "critical mass"
etc. to successiully compete with their larger C/MHC cousins.
As I'm sure vcu recall, prior to the centralization movement, -
several western Regional Offices attempted to surface a
variety of issues relevant to the unique circumstances of
these projects which in turn led to a succession of meetings,
position papers, and guidances. Important key events which
_occurred during this period of transition 2are summarized
below:
1. Region VIII co-sponsors major Frontier Medicine
meeting in Denver during the week of January 30, 1985
(Attachment A).

2. Region VIII helps draft BHCDA Frontier RGM May 9, 1986
{Attachment B).

3. BHCDA issues Primary Care Activities in Frontier Areas
RPG 86-10 June 10, 1986 (Attachment C).

4. BHCDA issues "Rural Consortia" guidance to promote
economies of scale, cooperative agreements, etc. in rural
areas through consolidation strategies between 19853 -
1987 (Attachment D).

5. Section 330 (42 U.S.C. 254c) statute is amended August
10, 1988 requiring BHCDA to give "special consideration
to the unique needs of frontier areas" (Attachment E).

6. NRHA "Frontier Study Group" drafts a preliminary
analysis and reccmmendations for BHCDA with respect to
structural characteristics and BCRR indicators February
8, 1989 (Attachment F).

7. BHCDA provides special funding to NRHA "Four Corners
Project” to enhance R&R activities in frontier areas of
Colorado, Utah, New Mexico, and Arizcna via Y- 89 CA
awards (Attachment G).

8. Region VIII conducts special study of frontier project
BCRR data looking at 1987-1989 indicator trends that are
innibiting full ccmpliance with financial performance
criteria on 3KCDA CEC duriag March 1990 (Attachment H).
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Despite all the meetings and words that have been written over
the rast five years cn this subject, it does nct appear that
the findings and recommendations made by these groups have
been included in our centralized evaluation process. As a
result, many of this Region's frontier projects feel they are
being placed at an unfair disadvantage by the system (at best)
anéd covertly being targeted for phase-out (at worst).
Although I have no hard data, I suspect that there may be
similar concerns regarding small projects in other western
regions. Clearly, the potential loss of access sites fog_ a
rural region such as Region VIII could be great unless we find
a better way to assist frontier (as well as migrant voucher)
projects to cope with the changes that have occurred as a
result of our attempts to treat everyone in an "equal" as
opposed to "egquitable" and consistent manner. Our projects
are not "equal" in terms of resources or circumstances.
Equitable treatment may, indeed, vary among projects, as the
particular situation is considered.

In discussing this issue with knowledgable people at both t;he
community and state levels, there seems to be a growing
consensus that perhaps there isn't so much "wrong” with these
small projects as with the manner in which. federal
expectations are currently being applied. Alternatively, it
has been frequently suggested that BHCDA can and should modi?y
some of its criteria (as it is applied to frontier _site§) in
order to accommodate local circumstances and limitations,
rather than assuming everyone is a cloned, urban/large rural
CHC staff model. The following illustrate some of the
questions that have been raised:

ISSVE: 1. Governance: Small projects in large remote
areas sometimes find it difficult to gather a

quorum to conduct business.

SUGGESTION: Alternate ways of meeting the statutory

monthly meeting requirement should

considered, e.g., quarterly board meetings
with conferenace calls during the intervening
months. Perhaps waivers, consistent with
Regulations, of the minimum 9 member
requirement should be considered in frontier
areas where it is difficult to get people

together on a regular monthly basis.

ISSUE: 2. Fiscal Expectations: Expectation that all
Projects must meet tae charge to reimbursable

cost indicator at the 90% level.

SUGGESTION: This is an area that Region VIII staff have
been reviewing along with our Regional

Association. We have not been able

complete a careful analysis, and the
"opinions" are varied on this issue. However,
the reality of higher than average fixed costs
in a smaller operation coupled with lower
utilization is an issue which should not be
ignored. While the 60% figure suggested in
NRHA Study Group's analysis may be too low,
the fact that less than half of this Region's
frontier projects have ever met this indicator
(without shifting costs from the reimbursable
to the non-reimbursable costs centers)
suggests that the indicator may not be
appropriate to measure the performance of very
small projects. Perhaps we should take a look

at this problem to see if a range

acceptability based on fixed costs might be

more appropriate.

ISSUE: 3. Clinical Expectations: While everyone is
obviously in favor of high gquality health
care, current and certainly revised BHCDA
expectations call for a multitude of clinical
evaluations, including the project's health
care plan across all 1lifecycles, three

(documented) peer review audits, plus
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semi-annual audits of at least 50 charts for
patients in the pediatrric, adolescent, adulg,
and geriatric 1lifecycles. The impact of
rFerforming (and documenting) all these
evaluations (in addition to conducting annual
health status needs assessments, developing
health care plans, maintaining POMR records
(not to mention time for actually treating
patients) is often overwhelming for small,
solo-provider sitss.

Allcwances must be provided £for smaller
projects that <&o .not have 50 or even 20
patients in ular catagory. Given
our current "checklist" mentality, projects
wnizh have not reviewed 20 charts are marked
down, regarcdless of the fact that 20 patient
charts may not exist. The new performance
measures will exercerbate the problem. The
reporting format and the checklists should be
modified to insure that reviewers understand

that using common sense is OK. We also
suggest that as an activity or measure 1is
added, we carefully review current

requirements to see if any can be dropped off.
Cutting some slack, I believe is the term.

Clearly, the minimum annual
encounters per provider FTE
expectation (or alternate 1200 - 1500 user
standard) is quite reasonable for larger
projects under most normal circumstances.
However, frontier sites frequently do not have
either the critical mass of patients or luxury
of "unbundling" services through
multiple-visit scheduling to meet the standard
without resorting to manipulation of FTE data
on the BCRR.

The NRHA Study Group suggests the existing
productivity expectation either be reduced or
alternatively that a different mechanism be
employed by BHCDA to measure productivity (eg.
RVS, service time per patient, etc.). Perhaps
this should be explored further.

5. Service Area Population v. User
Population: Ccurrent 3HCDA “"Program

Priorities" require projects to demonstrate
that their proportion of users with incomes
beilow the poverty level equal or exceed the
proporticn of service area population under
poverty. Many feel this expectation is both
unrealistic and unnecessary in frontier areas
(or other areas as well) where the project
generally serves a broad cross-section of
users who are for the most part the same
people as the service area zopulation, thus
precluding a significanc, measurable
difference in poverty levels.

Again, some flexlbxl:.ty in appl*cat'on of
scoring criteria 1is needed which enatles a
reviewer to ignore a NO answer in a situation
such as the one described akove. If you are
the only show in the area, everybody will
come, and poverty level becomes less of an
issue.
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ISSUE: 6. Eveninag/week-end sessions: BHCDA program
priorities call for regular weekly evening or
weekend "sessions " of at least three hours.
While the intent of this expectation is
certainly laudable (eg. to acccmmodate patient
convenience), there is often 1little or no
“demand” for this kind of routine scheduling

. in frontier areas. Rather the major concern
is the availability of unscheduled, emergency
services during periods when the center is
closed.

SUGGESTION: Revise the expectations to allow £for the
reality of frontier practice instead of
holding centers accountable for standards that
do not reflect the character or setting of the
practice. Again, our allegance to a Yes-No
approach does a diservice to those projects
where the correct answer may be NO-BUT.
Judgement must be allowed.

while other problems and proposed solutions could be cited
here, I hope the point has been made that there remains a
need to continue refining our expectations in a way that
reflects greater sensitivity to the realities of frontier
practice. Despite the relatively small numbers of users,
particularly those who fall into BHCDA's "special population”
priorities, it would indeed be a shame to preclude many
frontier sites from competing on a playing £ield that in some
respects is tilted in favor of multi-provider delivery systems
in a larger setting. One of the most serious problems we
encounter in rural/frontier areas is the constant battle to
simply maintain access to care for persons living in these
areas. We feel it is essential to minimize exceptions to the
application of "“consistent" expectations across the board.
However, the goal of "eguity" suggests that some exceptions
are justified so long as we remain committed to a frontier
health strategy, and that we therefore should adapt our
expectations accordingly.

The staff in Region VIII stand ready to work with you, the

associations, the Office of Rural Health Policy, and whoever
else is interested in these issues. If you have questions or

comments, please give me a call.
'
éwpéw&ag

Barbara E. Bailey

Attachments
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FRONTIER MEDICINE MEETING

MINUTES

January 30, 1985

Denver, Colorado

The Froncier Mcdicine Meering was co-sponsored by Public Healch
Service Regions VII and VIII in Denver, Colerado,January 30, 1985 at
the Regional Office. Participancs included Central Office Staff,
Regional Office Staff from VI, VII, VIII, IX and X, and representa-

tives of federal and state funded primary care delivery sites.

The purpose of the meeting, as stated in the invication extended
by Mr. Y. B. Rhee, Regional Health Administracor, Region VIiI, was
to bring together those individuals who are most incerested in and
concerned with health care delivery problems unique to "Froncier"
areas and to draw from that group a concensus on what those problems

are and suggested approaches to solving them.

Welcome and introductions ware made by Dr. Audrey Nora, Regional
Health Adminiscractor, Region VIII. Mr. Rhee re-stated the purpose
and anticipated outcome of the meeting and then turmed the morning

session over to Mr. Larry Jeter.

Mr. Jeter reviewed the nevspaper article from the Omaha World
Herald, by Professor Frank J. Popper of Rutgers University which
discussed the Frontier, ics resources and survival. The concepts
discussed in the article and additional materials of Professor
Popper, were shared with the participants. Ihe following key points

vere made by Mr. .leter:

® The federal gcvertmenc was the iniciating and responsible
body for the exploration and developmentc of the fromtier.

. There is a generalized perception that the froncier no longer
exists, or if it dues, it is to such a limited extent as to
be of minimal significance. This has resulted in a dichotomous

view of American territory as being either rural or urban.

® In fact, nearly 25% of American territory has fewer than Ivo
persons per square mile, nearly all of which is west of the 98th
meridian, che traditional boundary of the arid westc. The contem-
porary definition of frontier used by t he Census Bureau is six
people per square mile vhich nets 45% of the land area of the

United States as frontier.

® BHCDA support for primary care services into che froncier in
the form of RHI grants and rural consortia are not cypically
available for lack of "eritical mass". NHSC obligees who have
been recruited inro the frontier appear to have cypically served

cheir committment and recurned £o an urban sertiag.
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¢ The few federally supported providers and privacte practicioners
are experiencing dramacically increased financial risk in the
frontier areas which have extremely fragile, single source

economies,

¢ Traditionally public and privace sector support systems to the

frontier providers are very costly or non-existent.

From his cxperience in administering numerous froncier provider
systems in varicus locations, Yr. Jeter feels that there must be some
netvorking approartes rhat could mee some of the need. His ideas to
date, shared in ccrrespondence with the PHS Region VII office, were

revieved. He expressed his genuine concern that something needs to be
done to prevent the comrlete loss of health care in the froncier regions

and that a forum such as chis may genarats sctrategies for experimenting.

GROUP DISCUSSION

A cluster of three clinics each within 25 miles of the other
vas highlighted. Weekend coverage and other shared arrangemants were
in place to ease the demand on the individual providers. This
appeared to the group to be a logical "rural consortia’, but not
typical of the service patterns in the frontier where providers
may be separated by up to 150 miles. However, even within this
three clinic network, the providers experienced a greac’ deal of
professional isolationism. Their continuing medical education is

accomplished through the mail.

The joint county program of Mevada's primary care consortium,
covering 44,000 .square miles, reflected a delivery syscem that has
emerged in the fronrier. Eight clinies provide services with physician
assistants vho receive one day per week of onsite supervision.
Physician recruitzent, locum tenens, CME,etc. are continuing problems
experienced with no inexpensive solution. Discussion suggested that
this vehicle has some potential for self-sufficiency.

A provider from Texas pointed out that there are probably “levels"

of frontier territory. An analysis of the frontier cerri:o;y should

include distances between providers and the nearest medical facilicy, as

well as the two or six peopleper square mile. In closing, providers
coming to the frontier were told to.expect brackish water, high utilities

and no twenty four hour coverage.

None of the fromtier participants had received support or
assistance from scate or local professional associations, such as
the American Medical Association, Amarican Dental Association or
American Hospital Associatiorn. Those who had explored porential
availadle resources from these or comparable resources encountered

prohibitive consultation costs.
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Should a vehicle emerze to support frontier areas, it was
pointed out thac it should not become duplicative of respective
state primary care associations or the National Rural Pr!mar9 Care
Association. Mr. Jeter drew an additional distinction between these
associations and the vehicle he envisioned: it would not be an
advocacy organization, but a service oriencted vehicle, hands-on
consulting services. Extensive consultacion could also be acquired

through a2 1-800 telephone number.

One participanc felt a "necwork” of all federal and non-federal health
care providers was felt to be a potential “horror". It was suggested
thac perhaps state primary care associations in the frontier could be
directed towards some of the concerns lifted; these Associations
are in a position co provide some support to providers. Yetworking
of autonomous heaith centers would require educacing local Boards vho

view the centers as cheirs.

The Arizona Primary Care Association was formed around the missiorn
~f self-help and mutual assiscance versus advocacy. Technical
assistance and consultation is provided by State Association scaff
as well as organization members in the field. These efforts are
sanaged by Merle Zerkle, Executive Director, and Beth Bladen, Tleld

Coordinator.

Current efforts in southeastern Colorado are underway to
consolidate hospital services and expand ambulatory care services via
a network of six communities in four counties. Most likely there
will be a reduction in the number of hospitals, if the communities
opt for the proposal, with the development of regional hospitals
and greater availability of ambulatory services within each comaunity.

One mocivator is the local bed loss to distant urban areas each hospital
1s experiencing because the community views the local hospital as
lacking high-technology diagnosis and treatment capabiliiies. The
financial drain on the respective communities to each support a
community hospital has brought them together, much the way school
consolidation was initiated 20 years ago. Essentially any movement

on this joint effort was suggested to have been from the perspective

of developing a viable economic base, in this case resulting in
consolidation. Should there emerge some frontier support vehicle,

it should consider territory or territories suggested by economic

‘bases.

Surveys suggested that as much as 50% of the primary, secondary and
tertiary health care in southeast- Colorade was being sought cutside that
four county area. Some daca suggests that the care obtained tended
to be for longer (more expensive) hospital stays than when obtained

locally.
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Discussion of assessing all available resources in the froncier
area emerged as a key task. The National Association of Flying
Physicians was lifted up as one of probably many unusual frontier
oriented resources. It was also suggesced that the experieace of
other counties providing frontier medicine should be :esa-rc!;tad. ’

as well as the "Winnebagoe doein—a—box*cn-vheuls'; approaches
in the USA.

The involvement or support of BHCDA for the development or
maintenance of this froncier vehicle, suggested one participant,
should be minimal or none at all. Support or investment could come

from each frontier representative present at the meeting.

State primary care associations, many of which are organizationally
very young, lack the resources as wall as scope to adequately
provide the support suggested by today's discussion of need in the
frontier areas.

Following lunch che faciliater sussarized the momlng]s discussion:

1) There appears to be the need for some type of resources providing a
frontier medicine necwork among primary, secondary qnd tertiary health

providers, institutions, associations, etc.

2) Some services which may be provided by a frontier medicine

nectvork are:

a) Low cost technical assistance program to provide for
hands-on maincenance and development of exiscing practices
and facilicies. i.e. (1) assistance vith formation of linkages
with ocher facilities and providers, (2) restructuring of
current organizations to improve effectiveness and efficience,
(3) provide assistance in all aspects of practice management

and wmarketing.

b) Centralized assistance in the recruitment, establishment
and retention of medical professionals for these isolated

frontier areas, i.e. a recruitment and placement service.

¢) assistance to providers and facilities on the evaluacion and
purchase of large-ticker items, i.e. X-ray equipment.

computer svstems, etc.

d) developmert of a locuxm tenens program to provide, (at a
rational cosc), relief for physicians, or other medical
providers, so they may pursue continuing education opportunities,

or take a vacation, etc.
e) In general a place for the isolated rural medical provider

or manager to turn when questions or problems arise concerning

their practice or facilities (an "800" phone number).

34-1750 - 90 - 6
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£) Development of resources for the general improvement of the
conditions which exist in the provision of health care services
ia isolated rural areas.

g) Development of services and programs to meec the expressed neads
of froncier providers and facilities.

h) Ravenue enhancement efforts of currently practicing providers.
1) Joint marketing efforrs (skills to do so).

3) 1Identification of current resources within the geographic area;

AHEC  state associations, professional associations, ete.

3) The geographic scope of such a network for such a frontier medicine
network should be a comparatively small, clearly defined area. This
would permit incubation of cthe concept and some trial-and-error
experience to be accumulaced. Some type of business patterms or
shared economic base may suggest the territory to be included in the
geographic scope. The makeup cculd be multi-councy, multi-state, cross

DHHS Regions or any combination thereof.

The summary comments appeared to restace and satisfy most participants
percepcion of the day's discussion. The floor was then opened for

strategies to approach the above efforc.

A task force of a smaller number was suggested as a vehicle to carry
on exploratory discussions, given the difficulry of re-convening-and

the productivity of such a large group as assembled for this forum.

Voluntary efforcs of those represented in this large forum were
considered as a way to clarify and research.the ideas proposed.
Such efforts would include at a minimum the identificacicn of all
health resources in the targeted area and a survey of their present
needs and perceptions of how a frontier medicine ner.éork night

support them.

The geographic scope initially selected could serve as a model or
pilot for cthe developwent of comparable fronticr medicine networks,

given che development of a single froncier zedicine network as impractical.

The large multi-region forum convened today could serve as an ongoing body,
collectively and independently sharing information and innovations among
themselves and with the task force. Participants felt a re-convening

of this large forum would be informacive and productive in one year to

review and efforts initiaced and those in place presently.

Prior to adjournmenc, a PHS representative from each Region was asked for

some indication of what they would like to do now:’
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Region X: would like co participate on the Task Force and
share the czncepts of today's meetring with cheir

Regional office scaff.

Region IX: would like to participate om the Task Force and
share the concepts of today's meecing with their

Regional oifice scaff.

Region VI: currently tte individual states are working on
this problem and not sure at this time how a

fronrier medicine vehicle would assisc them.

Region VII and
VIII: very committed to the exploration of the feasibility
of such a network and willing to consider joint

efforcs.

TASK FORCE MEETING

Audrey Nora Barbara Mendrey
Y. B. Rhee Amanda Ciccarelli
Loy Tecplecon Marlene Sarlo
Barbara Bailey Larry Jeter

Ray Auker Jeff Bauer

Bill Marshfield Howard Lipschultz

Nathan Van Eck B411 Card, acting Chairperson

Each RHA reaffirzed ctheir commictctaent to exploring the feasibilicy of a
frontier medicine necwork on a pilot basis in a geographically limited area.
An area suggested was western Kansas, vestern Nebraska, eastern

Colorado, Souch and North Dakoca.

Following a review of the forum's proceedings, some assiscance may be
available o suppor:t a three to four month research effort to
conceptualize a piloc feasibility study of the joint Region VII and
VIII areas. If such a proposal can be drafted, the review and comment
of this Task Force would be encouraged and to some extent supported by

respective PHS Regional cifices.

Additional comments to the preceedings should be directed to the
acting chairperson, who will keep Task Force members periodically

informed of progress on the frontier medicine network conceptC.

PROPOSAL TO INITIATE PLANNING AND FEASABILITY ASSESSHMENT
FOR A FRONTIER MEDICIME NETWORK

PROBLEM STATEMENT
8 Public and private health care providers in the frontier area are

experiencing increasing financial risk in dereriorating local

economies usually dependent upon a sipgle industry.
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¢ The geographic distance betveen providers heightens their sense of
professional isolation, exacerbaced by the continuing high technology
medical advances and these providers' lack of access to tertiary

ilis £ +
facilizies for exposure to these advances.

¢ Similar providers and health resource facilities in the frontier
area are unaware of each others' presence and the potential for

networking to enchance their individual situacions.

PROPOSED SOLUTION

During the course of this four to six month preplanning efforc,
staff will reviev available data and target market profiles of a
selected f{rontier area. in cn;sulca:ion with frontier medicine Task
Force members, a refined conceprualizacion of various approaches co

address unique frontier medicine is « wil) be devaleped.

METHODOLOGY

From within the froncier territory, a clearly defined geographic
area will be selected for the piloting of a network. Upon agreement cf
the Regional Health Administrators of Region VII and VIII and consulatacion
with the Task Force members, the cargeted market will be profiled. These
latter effortswill be to document the specific obstacles to health care in

this frontier market, potential recipients and resources.

P
-

(lipic s B

s

February 19, 1985 d

:Irs. Lou Templeton

NDenartment of Yealth & Muman Services. Regiom VIL
federal Building - Sth Floor

601 Eas:t 12ch Screec

Kansas City, MO 64106

Dear Mrs. Templeton:

As discussed with you by phone on February 15th, the following is a deseription of
the activities | vould pursue and che methodology ! would use in the jlann and
development phase (i.e. a three month period {rom approximately llaren 1, 1953 co
May 31, 1985) for the establishmenc of an organizatioa vhich would provide ~anage-
ment suppor: services o target srea medical providers and facilities:

First 15-18 working days (March):

(1) Secure appropriate maps of target areas and specify exact counties
where services vill be offered. Work with staff persons from ?.H.S.
Regions VII and VIII in making final determinations on che specific
counties vhere services will be offered.

- (2) Gathef'3ll available dacta on existing medical ‘acilitTes and providersy ~
location of IMUA areas, etc. in the target areas.
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(3) Meet with kay health planning personnel from the Sctace Health Departaencs
and/or Health Systems Agencies serving the target areas to gather as much
detailed information as possible regarding the medical facilicies, pro-
viders, and current condicions and status of health services in che
target areas.

Second 15-18 working days (April):

(1) Assemble above data into a descriptive analysis of the status of health
care, providers, and facilities in che targect area.

(2) Draft a working document to be used by P.H.S. staff members, consgl:an:
froo Community Health Management Corp., and other interesced pargies
to gather input and comments for a final document.

Lasc 15-18 working days (May):

(1) Wich the assistance of consultancs from CHMC, prepare final document
which would include: precise definition of target area, a description
of current-conditicns :n targe: arca. definition of support services
to be provided bv Frontier lledical Management Assistance Organizaction.
and mechods to be uscd in the establishment of the support organization.

(2) Submict final document to appropriate P.H.S. officials.

In general, che medical management support organization would potentially provide
the types of services liscea on pages six and seven of the document presenced by
Mr. Bill Card, summarizing the meetings in Denver on January 29-30, 1985.

Exactly hov cthe services will be delivered to medical providers and facilities will @
wore clearly defined as a result of the developmenc and planning phase.

Please do not hesicace to contact me if 1 may provide further. inforiation on this
macger.

Sincerely vours,

iy A LT

Larry G. Jecer
Adminiscracor

LGd/kjh

FRONTIER MEDICINE MEETING LIST OF PARTICIPANTS

Cencral Office

e Elsie Sullivan
Public Health Analyst
Parklawn Bldg. Room 7A-55
5600 Fishers Lane
Rockville, MD 20857

Region V1

e Mary Lou Lane

e Lois Solari
Public Health Service
Division Health Services Delivery
1200 Main Tower, Suite 1835
Dallas, TX 75202
(214) 767-3871

e Larry H. Hooper, M.D.
Dell City Clinic
P. 0. Box 167
Dell Cicy, TX 79837
(915) 964-2860

e Roger Owen
Dell City Clinic
P. 0. Box 167
Dell City, TX 79837
(916) 964-2860



e Y. B. Rhee
Regional Heaith Administrator
(816) 374-3291

e Louanzh Templieton
Program Management Consultant
(816) 374~5296
601 E. 12th Streec
Kansas City, MO 64106

e Larry Jeter
Administracor
Sandhills Clinic
P. 0. Box G
Mullen, NB 69152
(308) 546-2217

Region VIII

e Audrey Nora, M.C., MPH
Regional Health Administrator
(303) 844-6163

¢ Barbara Bailey,
Directior,
Division of Health Services Delivery
(303) 844-3203

e Stanley Mahoney
Chief, Program Operacion Branch:
Montana, South Dakota, Utah
(303) 844-3203

e Robert Heggie
Chief, Program Operation Branch:
Colorado, orth Dakocra, Yyoming
(303) 864~3203

e Joan Carter
Regional Program Consultant
for Community Health Centers
(303) 844-3203

e David Weir
RPC Rural Healch I[aitiative
(303) 844-3203

e Roland Carcia, ?h.D.
RPC Migranc Heaitch
(303) 844-3203

e Ernest Ficco
Social Work Consultant
(303) 844-3203

e Alan Yamashita
Pharmacy Consultant
DHHS, Region VIII
1961 Stoucr Street
Denver, CO 80294
(303) 844-3203

e Marlene Sarlo
Project Direcror
Northwest South Dakota
Health Services Corp.
P. 0. Box 577
Faith, SD 57626
(605) 967-2644

e Alan Strange
Yellowstone City/County Health Dept.
P. 0. Box 35033
Billings, MT 59101
(406) 246-2757
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e Barbara Mendrey
Medical Direccor
Wright's Mesa Medical Service
Norwood, CO 81433
(303) 327-4233

o Jeff C. Bauer
P. 0. Box 7
Hilrese, CO 80733
(303) 847-3725

Region IX

® Ray Auker,
Assaciate Director
Division of Health Services Delivery
Room 359 Federal Bldg.
50 Uniced Nations Plaza
San Francisco, CA 94102
(415) 556-6098

~# Amanda Cicarellt,
Direcror
Cenzral levada Rural Health Consortium
Box 225
Babbitt. NV 89415
(702) 945-3381

Region X

e Bill Marshman
Regional Prograam Consultant
for Community Health Centers
Arcade Plaza Bulding
1321 Second Avenue
Seactle, WA 98101
(206) 442-0513

e Nathan Van Eck,
Presidentc,
Oregon Primary Care aAssociation
Z State Healch Planning
and Development Agency
3886 Beverly St., U.E., Suite 192
Salem OR 97305-12389
(503) 378-4684

Communitw Health Management Corporacion
e William Card
Project Director
9933 N. Lawler, Suite 205
Skokie, IL 60077

¢ Howard Lipshulcsz,
Region VIII Team Leader
245 Columbine Sereec, #205
Denver. CO 80206
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,/ FRONTIER MEDICINE MEETING
JANUARY 30, 1985

DENVER REGIONAL OFFICE
PUBLIC HEALTH SERVICE
1961 Stouc Streec
Conference Room 1083
Denver, Colorado

9:00.- 9:15....WELCOME...... tesesccsasacncssnesn .Audrey Nora, M.D., MPH
"Lone Ranger Day" RHA, Denver
Region VIII
9:15 - 9:30....Introductions and Y. B. Rhee
Overview RHA Region VII
9:30 -12:00....Definition of Frontier.......... Larry Jeter
Areas, Statement of Administrator
Problem and Conceptualizing Sandhills Clinics

Possible Solutions
12:00.~ 1:30....L U N C H....
1:30.- 2:30....Croup DiscussiofN.eeeveccanses es.William F. Card
Group Facilitartor

Community Health
Management Corporation

2:30 - 3:30....Development of ACCiON..cecvavaan Larry Jeter
.. Plan.

3:30.-4:00.....Summarizacion/Wrap-up...... ee...B411 Card



Countles with less than 6 p?rsons per square miles

991
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FRONTIER HEALTH CARE- ISSUES

Frontier areas are those that have a pepulation density of less than 6 persons per square mile. Using
this a5 & standard 45% of the United States land area is frontier. Frontier counties are primarily
located west of the Mississippi River. Based upon the 1980 Census and on square miles in each county,
the percentage of the state that is frontier is shown: Alaska 98, Arizona 423, Qalifornia 171, Colorado
S531. ldaho 623, Kansas 291, Montana 813, Nebraska 473, Nevada B41, New Mexico 521, North Dakota 613,
Oregon 501, South Dakota 653, Texas 30T, Utah &3%, Washington 201, Wyoming 831. As these states lack the
econamic and political muscie of the east and west coast states, their problams tend to be ignored.

‘Most of the national policies, especially those of the Department of Health and Muman Services,
exacerpate the very problems they are supposed to alleviate. This is because frontier conditions are
different than rural and urban for other parts of the United States. A single set of program quidelines
4nd standards is too rigid for the variety of conditions to be addressed.

The frontier areas have a fragile, usually single industry, econamic base. Planning for health services
must be tied closely to the econamic development plans of the areas in order to be successful,

Health care services are sparse with hame health aides and volunteer emergency medical technicians being
the primary care providers in many instances. Often even these do not exist. These areas generally meet
the federal definitions of “medically underserved and manpover shortage areas.®

The hospitals are small usuaily less than 50 beds and are very vulnerable to econamic cycles and staff
shortages. MNationally about 220 hospitals are "Frontier Hospitals® and most are sole providers. Many
have long term care or swing beds. These facilities are generally cwned by & non-profit organization or
local gavernment.

Reimbursement policies often have unintended negative consequences upon these facilities. According to
ProPac, the hospitals under 50 beds are the ones most severely impacted with DRG reimbursement rates.
The reimbursement rates usually do not allow for higher than average costs due to distance and
remoteness. Most faciltities in frontier sreas have higher costs for utilities, supplies, food and labor,
than ao facilities in rural or urban areas.

Frontier areas have large nutbers of elderly with many health proolems. Many of the individuals are
uninsured or uncerinsured for health care. At least three studies indicate that individuals who live in
these areas have poorer health status than those in the rural and urban areas.

Mortality data indicate that the frontier areas have a higher rate of working years of life lost than do
the rural or urban areas for the following leading cause of death: Motor vehicle accidents, diseases of
early infancy, non-motor vehicle accidents, heart disease and stroke. Suicide is increasing rapidly in
frontier areas.

CONTACTS
LOCAL NAT IONAL
UTAH DEPARTMENT OF HEALTH KATIONAL RURAL HEALTH ASSOCIATION
Bureau of Planning & Policy 301 East Armour 8lvd., Suite 420
P.0. Box 16700 Kansas City, Missouri 64111

Salt Lake City, Utah 84116-0700 Telephone 816-756-3140
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DISTINGUISHING CHARACTERISTICS OF SERVICE SETTINGS'

FRONTIER

Population
Density

Oriving time

Staffing

Scale

Hospital

Tecnnciogy

Skill range
of grovider

Intensity of

practice

Social
Organization

Less than é/per sq mile

60 minutes or severe

geographic & climatic
conditions, especially
seasonal :

Practitioner teams,
mid-level practitioners

Pair, solo, or
intermittent

25 beds or less, or
no hospital |

sw level of tachnology,
difficult access

Extreme generalist,
infrequent specialist
consultation

Hign standby capacity

Personal relationsnips,
seif-reliant, resists
seeking help

RURAL

More than 6, but
less than 100/sq
mile

30 minutes

Generalist, usually
a physician with
possible assistance
from mig-level
practitioners

Small group
practice

Small 25-100 beds
may have swing beds

Medium level of
tecnnology, easy
to mogerate access

Generalist with
gistinctions,
specialist
consultation

Moderate
utilization

Personal group
relationships,
self-reliant,
interdependency,
sccepts help
reluntantly

URBAN

More than 100/
square mile

less than 30
minutes

Gate Keepers
and specialty
teams

Large gToup
practice

Large, usually
100 or more
beos/facility
or satellite

High level of
technology,
easy access

Specialist

High
utilization

Individual
anonymity,
accepts help
readily, greater
gepengency
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°rimary Care Activities in Frontier Areas - Regional Guidance Memorandum ____

Aegional Health Administrators, PHS
Iegions I-X .

In the course of implementing the Rural Strategy of the Bureau of HMealth Care
Jelivery and Assistance, it has become apparent that it is difficult to
snalyze some number of eristing grantees and freestanding National Health
Zervice Cores (NHSC) sites, as well as some areas being considered for
zapacity expansion, using the same criteria as that used to review rural
communities. These grantees/sites/areas are generally charactericed as havin
a relatively small population base spread over a considerable geagraphic
area. This distinction is important, because the manner in which services ar
Jelivered in these areas which have come to te referred to as “"frontier*
+aries ¥from rural areas having greater population density.

The purrose of this memorandum is to: (1) define frontier areas, (2)
astablish eligibility criteria for SHCDA support, (5) 1dentify priorities for
funding new or continuation applications in frontier areas, and (4) establisn
3 timeline for implementing thic policy. It should te noteg that any activit
relateg to support for frontier areas must be consistent with the State-basec
slanning efforts on-going in each state and must involve the participation of
Joth the State Health Department the State Primary Care Associstion to assure
lcordination of all available resources.

Qefipition:

“or the purpose of this guidance, a *frontier® area shall be defined as
follows: B

Frontier areas are those areas located throushout the country which are
characterized Sy & small ropulsation base (generally & persons per square
mile or fewer) which is spread over & conciderable geograenic area where
the forces of tapograrhy, water and resource distribution, large federal
land holdings, and tribal reservations mitigate against the uniform
distribution of populstion. The primary economic base for these areas is
either agriculture, mining, or forestry.

Zligibilisy_friteria:

To be eligible for BHCDA support as & "frontier" area, the rollowing criteria
must be mert:

=} Service Area: & rational area in the frontier will have at least 500
residents within & &5 mile radius of the health services delivery
site. Most sreas will have between 500-2,000 residents and cover
large geographic areas.

] fopulation Density! the service ares will have siz or fewer persons
per square mile.

-] Oistance: the service area will be sucn that the distance from
location within the service area to the next level of care will be
more than 45 miles snd the average travel time more than &0 minutes.
Geograpnic and/or climat:c csngitions, wnich may be seasonal, that

- affect reasonable aczess to the next level of care may be factored
1nto this estimate.

Spguiremsnc_for Sunding

Programs serving or proposing to serve frontier areas must meet the legal anc
regulatory expectations of all Community Health Centers (CHC) programs;
aowever, because of the spec:ial nature of frontier areas, the manner in which
these expectations are met may differ. All frontier area srograms will be
sssessed to assure that they address the following:

1. Pelatiye demand_for_servicss: the determination of the relative neec
for services will be based on & consideration of the following:

o Economic factors affecting the population's access to health
services, with emphssis cn percentage below poverty, unemployment.
énd extent of health :insurance coverage.
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o Available health resources in relation to the sice of the asres anc

its populat:i:on.

o Demograshic factors affecting the population's need and demand for
nealth services including such factors as seasonal unemeployment
and/or seasonal varistions in population due to proximity to
recreational areas.

vsrsme_cevelopment: eProgram services need to be provided in & manne

ppropriate to the needs of the service area. Activities i1n frontier

reas snould build uron systems of care which are based in er linkea
to eristing programs whenever possible. An effort snould be made to
use the strengths of existing CHC's. A priority of resource - - -

investment 1n frontier areas will be to stabilize existing systems of
care including where appropriate. eprivate as well as public entities

An essential component of the systems develosment must be the sbil

to provide for hosepitslization.

3. Clinical svstem: frontier sites must, through staff and suppoOrting
resources, oOr through contracts or cooperative agreements with other
Fuplic or private entities, provide eprimary health care sarvices that
are available, accessible and assure continuity of care. Essential
primary health care services must include physicians or mid-level
practitioners who provide diagnosis and treatment, freventive health
services, snd emergency medical services. Provision must be made for
lab, t-ray, and pharmacy sarvices, if not available on site.

4, Goyernance: frontier applicants must be governed by a board that
meets all CHC criteria to assure user :nvolvement in the planning,
direct:ng, and allocating of resources. Systems of care such as
criteria or networks covering large geographic areas must make
additional provision for community participation.

Timpelipe_for_Ioelementation
Ffor the remainder of Fiscal Year 1984 the following activities are necessary:
Existing_grantees:

utilizing the criteria of this memorandum, regional offices will
identify all existing gsrantees in frontier areas by May 9, 1986.

a review of all existing frontier grantees will be completed by
regional offices and submitted to Central Office as scon as possible
but no later than July 1, 198&6. This review sill summarize the fiv
factors of the ZBA process which are examined in the review of any
health center with special emphasis on the provision for
hospitalization and backup services.

Central Office review of frontier programs will be completed and
dec:sions for continuation funding in sequence with progect’'s
anniversary dates will be finalized as soon as rossible but no late
than August 1. 1986.

New Areas_pf _Octivify:

As part of the Rural Strategy, a limited number of frontier areas may be
identified for primary care capacity expansion or consortia develorment

activities. In Fiscal Year 1986, resources will genersally be sllocated

for planning and develosmental activities.

Consistent with the Faderal_Segister notice of February 28, 1986,
proposals for mew activities in frontier areas will be due in the regions.
offices by June 1, 1986. Regional offices will submit by July 1, 1986,
for each project a £-2 page summary of their review which includes:
documentation of eligibility according to the definitions, a description
of the proposed activities, and a determination of the priarity for
funding using the criteria in this memorandum. Final decisions cn the
funoing of capacity expansion and conscrtia development Froposals will be
asgreed to by the regional and Central Offices no later than August 15,
1986.

Jirect questions and comments regarding this memarandum to Mr. Siegel Young,
granch Chief, Rural Health Branch, DPCS. Mr. Young's telephone number is
443-2229.

Vince L. Hutchins, M.D.
Prepared by:BHCDA/DPCS/RH/Horowitz:efm/4/2/86

Revised by:EHCDA/DPCS/Bohrer:iefm/4/17/86
Doc. id 165&d
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MINIMUF RECOMMENDED HEALTH SERVICES

opulation/
service area

EMS

@ss Lhan 500

00-900

00-1500

300-40001%

referral

First responder
EMT B-P

EMT B-P

First responder
network in
outlying areas

EMT B-P
First responder
network

EMT B-P
First responder
network

TIntermittent

Primary Care

ML.P or MD by
appaintment

Satellite part-
time clinic

EMl supervision
via telecommunication
and written protocol

Full-time MLP or part
MO

Arrangement for
emergency coverage
and EMT supervision

Full-timme MY or MLP,
or combination full
and part-time group
practice

Emergency coverage
and EMT supervision

Small group practice:
conbination of MD
and/or MLP; medical
specialists (MD ar

MLPY; IM, PED or

0B, CNM as determined

by community need
Emergency coverage and

EMT supervision

Referral

Referral or
periodic

arrangement

in the community

Raferral or periodic

arrangement in
the communily

On-site full-time
regularly
scheduled clinic
within primary

care practice,
or referral

Referral

Referral

Referral and

infirmary
model

Small commuaty

hospital or
infirmary,

0Lt
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Draiving timwe

Staffing

Population
density

Scale

Hospital

Technology

Skill range
of provider

Intunsity of
practice

Sacral
organizution

(313 eld]

less than 30
minutes

Gate keepers &
speciralty teams

tore than 100/
square aile

L aryge grouw
practice

farge, usually
100 or more beds/
facility or
satellite

Hiuh level of
technology, easy
access

Spucialist

Hiuh utilazation

Indgividual
anonymity,
accepts help
readily, greater
dependency
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susaL

30 minutes

Generalist,
usually a
physician with

possible assist-

ance from mid-

DISTINGUISHING CHARACTERISTICS OF SERVICE SETTINGS

LindIl1cn .

&0 minutes or
severw geagraphic
and climatic
conditions,
especially scasonal

Practitioner teams,
mid-level practitioners

level practitioners

More thon G,
but less than
100759 m)

Small group
praclice

Small 25-100
beds, may have
swing bedu

Medium level of
technalogy.,

east to moderate
access

Genuralist with
distinctions,
specialist con-
sultation

Moderate
utilization

Personal group
relationships,
self-reliant,
interdependency,
accepts help
reluctantly

Luss than &/sq m3

Paiyr, sola, ar
intermittent

25% beds or less, or
no hospital

Low level aof technoloogy
difficult access

Eatrewe generalist,
infrequent specialist
consultation

Hiul stundby capacity

Purvonal relationships,
self-reliant, resists
suelcing help
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0. Description of services

Each Frontier Health Center will describe the services they provide.
This will be developed for eacn srea of the scope of services. The
description shall incluce:

o type of service

© how provided (direct, contract, MOU)

0 who provides the service

© location of the service (on-site, public health office,
contract physician, etc.)

If on site:.

In addition,

systems development/

distance and travel time from the health center
reimbursement mechanism
referral system which describes a system for
followup and asssurance of continuity of care

the project will describe its plan for capacity building a

E. Funding Criteris

The unique enviromnment of the Frontier Health Center requires asdaptaticr
or the funding criteria.

Governance

Clinical

Cerpending on the size of the frontier service area and
the extent of primary care services, a Frontier Health
Center may need a waiver on the number of members of tb
Governing Board. Five members shall be the minimum
number acceptable and all other requirements of
governance will remain the same.

Frontier Health Centere will have a community-specific
clinical arrangement that best meets the needs of the
community while accommooating to the realities of the
small populstion and geographic isolation. Many FHC's
will not be able to offer s specialty mix of providers
on-site. Contractual care and MOU's will occur more
frequently :n the frontier.

Clinical practice policies will in writing state the
center's hours of operation, provision for after-hours
coverage, and arrangements for the care of hospitalizec
Ppatients.

A quality assurance program which provides a health ca:
plan, 3 clinical information system, a periodic
assessment, and comeliance with BHCDA clinical
indicators will be required.
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Need/Demand -

a. definition of the service srea

b. description of the patient posulation

c. analysis of the demand for primary care services

d. a description of the resources in the service area
and the contiguous areas

e. identification of any =pecial health status needs

Financisl management - There is no exception to the financial management

criteria for FHC's. .

Administration - FHC's with fewer than 2.0 FTE medical providers should

not have a full-time project director. In many cases,
the provider will also fulfill the administrative
functions. Because of small size, administrative
overhead may exceed 1&4% of the health care cost.

BCRR - All Frontier Health Center's should attempt. to meet al)

Doc.

BCRR indicators. Many will be able to do this with
little difficulty. A waiver mechanism can be
implemented by center's who can not comPly with the
indicators. Justification for a waiver should document
specific reasons for the inability to comely.

Experience will provide more information on what areas
will be most difficult to comply with. The number of
encounters/provider may be the hardest to fulfill. The
provision of emergency coverage and the amount of time
sPent in emergency management is not adequately
reflected by the number of encounters.

Carol Horowitz

id 16564d
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DHSD Wils 86
DEPARTMENT OF HEALTH & HUMAN SERVICES Public Hearn Service
HEaL URCIS D < - AT g N
3URE! EALTE CARE .
Memorandum
s JUN 10 -/‘\g’.'\-( -
Uil 10 wogg
From Actiag Director

SubieC?  Prizary Care Activities in Fromcier Areas - Regzional Program Guidance
Memorandum 86 - 10

To Regicnal Health Administrators, PES
Regions I-X

Ia the course of implemeating the Rural Scrategy of the Bureau of Health
Care Delivery and Assistance (BACDA), it has become apparent that it is
difficult to avalyze scme aumber of existing grancees and freestanding
National Health Service Corps (VHSC) sites, as well as some areas being
considered for capacity expansion, using the same criteria as chat used
to raview rural areas in general. These grancees/sites/areas are
generaily characterized as having a relatively small population base
spread over a considerable g=ographic area. This distinctiom is
inpertant, because the =manner ia which services are delivered in these
areas which have come to be referred to as "froncier,” varies from rural
areas having greater population demsity.

The purpose of this aemorandum is to: (1) define frontier areas, (2)
establisn eligibility criteria for BHCDA support, (3) identify priorities
for funding new or continuation aprlicarions im frontier areas, and (%)
establish a timeline for implemencing this policy. It should be noted
chat any aczivity related to support for frontier areas gust be
consistent with the .State-bas:d planning effsrzs ongoing in each State
and zusg ix te : Zed on of the State Health Departzent and the
as well as other appropriate Scace tased
of all available resources.

For the purpose of this guidance, a "frontier” area shall be defined as
follows:

° Trontier areas are those areas located throughout the country
which are characterized by a small population base (gemerally six
persons per sauare mile or fewer) which is spread over a
cousiderable geographic area.

Elizibi

v Crite

To be eligible for ZHCDA grizary care support as a ~fronctier” area, the
following criteria must be mec:

o Service Area: a racional area in the fromtier will have at least
500 residents within a 25-mile radius of the health services
delivery site or within the rationmally established trade area.
Most areas will have between 500-3,000 residents and cover large
geographic areas.

o Population Density: the service area will have six or fewer
persons per square mile.

o Distance: cthe service area will be such that cthe distance from a
primary care delivery site within the service area to the next
level of care will be more thap 45 miles and/or the average travel
time more than 60 minutes. When defining the "next level of
care,” we are referring to a facility with 24-hour emergency care,
with 24-nour capability to handle an emergency Cesarsan section or
a patient having a heart attack and some specialty mix to include
at a minizum, obstetrics, pediatrics, internal medicine, and
anesthesia services.

Because of the unique nature of frontier areas and the difficulty in
developing eligibility criteria which fit all cases, there will be an
opportunity for organizaticns to justify any unusual circumstances which
may qualify them as frontier, for example, geography, excepcticnal ecomomic
conditfons, or special heaith needs.
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Priorities for Fumding:

Programs serving or proposing to serve frontier areas must meet the legal
aod regulatory expectations of all Community Health Caocers (CEC)
programs; however, because of the special nature of fromtier areas, the
cmanner in which these expectations are met may differ. All froatier area
programs will be assessed to assure that they address the followiag:

Rel{:%ve demand for services: the determiration of the relative
need or services will be based oo a comsideration of the
following:

o Economic factors affecticg e population's access to health
services, with empnasis on percentage below poverty,
uoemployment, and extent of heaith insurance coverage.

o Available health resources ia relactiom to the size of the area
and its population. -

¢ Demographic facters aifectiag the population’s need and demand
for health services iacluding such factors as seascnal
unemployment and/or seascnal variatioms iz popuiacion.

2. Systems develooment: program services need to be provided im a
manner appropriate to the needs of the service area. Activities
in frontier areas should build upon systems of care which are
based in or linked to existing programs whepever possible. an
effort shouid be made £o use the sctzengtks of exxstizog C3C's. 4
priority of resource iavestment I f{roncier areas will be to
stabilize existing systems of care including, where appropriate,
private as well as public eatities.  Ag essencial compogent of cthe
systems development must be the apili:y co arracge for inpatient
services at the appropriate levei of care. Inciement weather will
be considered as a design factor for a programmatic response
rather than a reason for a year—round projecc.

3. Clinjcal svstem: rontier sites must, through staff aod
supporting resources, or through contracis or cooperative
agreements with other public or privace enctities, provide primary
health care services that are available, accessible and assure
centizuizy of care. ssenrial primary health care services must
include pnysicians or mid-levei practitiomers who provide
diagnosis and trzacsent, preventive neaith services, apd emerzency
medical services. Primary care ia these areas should include the
capabil to stabilize paciencs fcr tramspert to more advanced
levels of care. Provision zust be nmade for lab, zay, and
pharzacy services, if not available on site.

4, Goversance: frourier applicancs must be governed by a board that
Deets all CIC criteria to assure user iovolvemenc in the plamning,
directing, and allocating of resources. Systems of care such as
consortia or networks covering large geograpnic aress must nake
alternative provisions for community participacionm.
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Timeline for Imolementaticn:

For the remainder of Fiscal Year 1$86, the following activities are
necessary:

Exiscing grancees:

o wutilizing the criteria of this memorandum, regiomal offices
will identify all existing grantees in frouctier areas by
June 13, 1986,

0 a review of all existing froutier grantees will be completed by
regional offices and submitted to Cenmcral Office as soon as
possible but no later than July 1, 1986. This review will
summarize che results of each of the elements under Priorities
for Funding described above, as well as the results of the 234
analysis. A map of the service area and contiguous areas will
be included. This map will describe the size of the service
area (number of square =iles), the population density of the
service area, and show the location and highway discance to the
next level of care as described in this poliey.

o Central Office review of fronrier programs will be completed
and decisions for continuaction funding in sequence with
project’s anniversary dates will be fipalized as soon as
possible but no later than Augusc 1, 1986,

New Areas of Activity:

0 As part of the Rural Strategy, a limited number of £-ontier
areas may be identified for primary care capacity expansien or
consortia development activities. In Fiscal Year 1986, resources
will generally be ailocated for planning and developmental
activities.

o Consistent with the Federal Register notice of February 28, 1986,
proposals for nev activities in frontier areas will be due in the
regional offices by Junme 1, 1986. Regional offices will submit by
July 1, 1986, a 2-3 page summary, for each project, of their
reviev vhich includes: documentation of eligibility according to
the definiticns, a description of the proposed activities, a map
of the proposed service area as described above, and a
deterzination of the priority for funding using the criteria ia
this aemorandum. Final decisions on the funding or capacity expaasion and
consor:ia development proposais will be agreed to by the regional and
Cenrral Offices no later than August 15, 1986.

Any questions regarding this memorandum should directed to Mr. Siegel

Young, Chief, Rural Health Branch, Division of Primary Care -Services.
Mr. Young's telephone number is 443-2220,

Vince L., Butchins, M.D.

¥~175 24
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Federal Rural Strategy

Betty King, M.P.H., Assistant Director, NRHCA

Our health care lexicon is filled
with  jargon from current and . past
Federal initiatives -- words and pnrases
‘such as “comprehensive health planning,*
"HP/DP,* “self-sufficiency,” "outliers,"
and  yes, even “competition.” These
terms quickly become hackneyed through
overuse--cliches in their own times.

It would be easy to cast the Bureau
of Health Care Delivery and Assistance's
“rural consortia* in the same role as
just another federal initiative to be
acted upon quickly and just as quickly
forgotten., But to do so would be a
mistake, because *“rural consortia“ are
part of an overall BHCDA Rural Strategy.
The purpose of this article is to review
the consortium concept and more
importantly to place it in the context
of the changing health environment.

Smail
America.
small

practices are at risk in
Like the mom and pop grocery,
practices may soon be devoured or

lower cost due to
more comprehensive
ability to bid for

larger groups, f.e.,
economies of scale,
service packages,

contract care and share risk with
others; and collegial support
arrangements.

Consortia have been defined as
v ..coalitions of public and private
providers whereby individual sites
are linked together to create larger,

more organized delivery systems than any
site could provide on its own.*

Consortia building is but one
component of the BHCDA Rural Strategy,
the goal of which is to ensure the

continued delivery of essential medical
services to residents of rural America
who currently receive care from solo or
relatively small groups of public and
private practitioners.

Recognizing that rural areas often
are characterized by small practices and

made irrelevant by other models of care. fewer actual users than their urban
In order to be competitive, rural counterparts, BHCDA hopes to provide
practices must begin to form into units financial, staffing and/or technical
which capitalize on the strengths of resources to assist rural community
¢linics to develop co-

prdinated multispecialty

delivery systems which
RURAL STRATEGY - provide stable .and -

SR manates Loovs or acmom continuing support for
TENTIG CoRMAETY MeALT™ CENTERS rural practitioners and

o oy their clinic users.

el s o s oy Approximately four mil-

. - — lion dollars are planned

— AN / e for  rural  consortia
activity during FY 1985

—.... o to support 20 consortia

= ——— started in FY 1984, and

e to fund 100-120 new

L I consortia during 1985.
% 2 Putting the Pieces

———

Together

l As shown in the dia-
gram, consortia, as part

of the rural strategy,
are new approaches based
on analysis at the clinic
—
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level as well as at the state level.

Quartiles and outliers are
analytical tools developed to show
operational aspects for inoividual

health centers through comparison among
both other centers and larger health
care arena. Quartiles reflect changes
outside while outliers look at
administratively determined clinic
expenditure patterns. ’

Quartiles are intended to provide a
methodology to allow for comparison of

individual health center performance
relative to other similar health
centers. Quartiles emphasize the

ability of health centers to maximize
revenue and the ability of healith center
boards and staff to strengthen
responsive management, especially in the
financial area.

Qutliers, another tool to assist in
the process of assessing health center
performance, are a series of financial
and administrative data elements which
compare individual health center
operations to a series of norms achieved
by other public
delivery systems.

Qutliers seek to focus attention on
three distinct features of health
services delivery: 1. Critical mass of
providers; 2. Cost-competitive medical
services; and 3. Essential” health
services.

With a better understanding of
strengths and weaknesses, rural clinics
will be in a better position to make
difficult decisions. Options may range
from networks/coalitions to consortia/

and private health

Consortfa and other approaches to
{mproving rural (ang urban) health care
delivery will feed into a comprehensive
state level plan. The emphasis on state
primary care plans reflects the growing
shift of focus to state health depart-
ments and primary care associations in
identifying both urban and rural health
needs.

Rural Consortia: “"Who, What, and How®

Consortia may include community
health centers, National Healith Service
Corps sites, private practices, state/
county health department and hospitals.
Organization around back-up hospital
facilities is an essential component.

may  include
financial and
ancillary

Shared activities
clinical services;
administrative management;

programs; or joint purchasing.

Available resources to strengtnen
rural practice may inciude:

1

~

Section 329/330 resources
--Rural consortia

--New starts

--Shared services
--Strategic planning
--Project enhancement
--Conversion/base support

Other Federal support
--National Health Service Corps
--Maternal and Child Health
--Community development funds

2

-~

3

~—

Non-Federal resources
--Foundations
--State primary care support

mergers. New arrangements may Frontier Areas

necessitate: 1) strategic plamning to

comprehensively evaluate alternative In its policy memos, BHCDA has
services/arrangements; 2) adding physi- recognized that some areas may be so
cians with additional medical special- isolated that different approaches are
ties; 3) expanding or improving health required. It is important in each state
facilities; and/or 4) participating in -to identify those areas where the Rural
new  reimbursement and financing Strategy will not be feasible because of
opportunities, such as capitated geographic distances and low population
Medicaid. densities.

— =

continued p.6
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Conclusion

The entire health care system is
undergoing rapid, dramatic cnanges. The
Rural Strategy developed by BHCDA
represents a proactive attempt to assure
viability of rural health centers by
analyzing tneir current  operating
characteristics and positioning them .to
respond to changes in physician supply;
finance and reimbursement; and the role
of  government. Recent AMA  survey
research indicates that between 1969-
1980, the number of pnysicians in group
practice more than doubled, and the
number of group practices increased by
70%, with 35%  of all groups
multispeciality, BHCDA's rural strategy
can  help small centers form into
economic and practice units which
emuiate larger group practices--they can
become extended group practices.

Rural centers must respond to these
changes. A slower pace would be
preferable, especially a pace -which
allows for greater process. But
stronger systems of care and management,
including thorough knowledge of costs
and revenues, appropriate staffing, and
a sense of where your operation fits in
the larger nealth care context of your
area/state are critical for survival.

Only by becoming part of larger
coalitions will rural health centers,
providers and hospitals avoid the fate
of other rural industries, such as the
now disappearing “mom and pop store“ and
family farm.

NRHCA Rural Strategy Resource Packet

In order to assist with developing
consortia, NRHCA has developed a rurail
strategy resource packet. The packet
contains the above article, sample
consortia projects, a proposed format,
and listing of resource contacts by
region. Contact: NRHCA, 2220 Holmes,
Kansas City, MO 64108 (816-421-3075).

(Reprinted (condensed) by permission,
the Newsletter of the National Rural
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To: Amanda Ceccarelli, National Rural Health Association
Dave Roddy, Southwest Primary Care Assocation

From: Kim Kinsey, NM Health and Environment Department
Harvey Licht, NM Health and Environment Department

Subject: Preliminary Analysis by Frontier Study Group

Attached please find a draft report discussing the results of
our study of frontier health centers in five western states.
It may prove useful to your meeting on new BCRR indicator
standards.

In the report we argue for special standards to be used for
frontier clinics. It is our belief that circumstances in
frontier areas lead to a different practice profile than is
seen in other areas. Adoption of a single set of BCRR
standards for both frontier and non-frontier areas could lead
to broad-range standards which are virtually meaningless.
Separate standards for different classes of health centers
would help clarify what could reascnably be expected from
each class.

Please let us know your thoughts on the matter.

cc: Robert Van Hook
Gar Elison
Denise Denton
Lindy Wallace
Alison Hughes
Max Chilcott

- PUBLIC HEALTH OMSION —
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DRAFT
2/7/89%

Frontier Performance Analysis

Overview

The Frontier Study Group is completing a survey of BCRR
indicators in a five state region of the western United
States. BCRR data for three years (1985-7) was collected for
all frontier community/migrant health centers and
freestanding National Health Service Corps sites in Arizona,
Colorado, Nevada, New Mexico, and Utah. Performance of these
sites on five main indicators was analyzed:

Medical Cost per Encounter

Team Productivity

Administractive Cost

Charges as a Percent of Reimburseable Cost, and
Collections as a Percent of Charges.

00000

A summary of the data for these indicators is presented in
an accompanying chart.

Frontier sites appear to have problems complying with at
least four of the five indicators. Interestingly, the
collections indicator was not a significant problem. This
may reflect the cash basis of business in many frontier
areas.

The Study Group identified possible reasons for the
compiiance problems, and developed recommendations for more
appropriate standards to be applied to frontier clinics. The
results of this analysis is presented below.

identification of Emergent Factors in Frontier Areas

1. Utilization Patterns of Frontier Areas

a) Small Populations:

with relatively small catchment area populations for single
clinics, the total potential utilization from the population
will be relatively low. For example, a user population of
1200 people, averaging 2.5 visits each, would be able to
generate only 3000 visits per year. If a physician were to
be located at such a clinic, productivity would f£all below
the current minimum scandards. Standards should recognize
that solo or duo practices in frontier areas need either a
productivity measure other than number of visits per year or
a modified visit/year standard.

b

Extended Service per Visit:

patients in frontier clinics often average fewer visits per
year, but have visits of longer average duration. This may
be a reflection of typical demand where patients have
lengthy travel time to reach health services. A typical
patient will receive several different services on a single
visit. In solo or duo practices, these different services
will be provided by a single provider. Under current BCRR
procedures, only the first service is counted. There is no
way to measure the length of service provided to a single
patient. This masks to true productivity at a frontier site.

2. Relatively High Fixed Cost in Frontier Areas

Solo and duo practices in frontier areas have a relatiyely
high level of fixed costs when compared to practices with
larger numbers of providers. The absolute cost is low,
however, the minimum necessary facility, equipment, and
personnel costs comprise a more substancial percentage of
the total budget.
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The relatively high fixed costs lead to problems with
several of the BCRR indicator standards. The cost per
medical encounter, charges as a percent of costs, and
administrative cost percentage all can be pushed teyond the
current acceptable limits.

3. Staffing Patterns Necessary in Frontier Areas

a) Frontier practices are often solo or duc practices, i.e.

b

practices where one or two providers perform the entire
range of services for patients. This may lead to physicians
and mid-levels performing many of the duties typically
handled by auxiliary staff (nursing staff, laboratory staff,
x-ray technicians, pharmacy staff, etc.) in larger
practices. Given the current method of measuring
productivity, these efforts of provider staff go uncounted,
lowering apparent productivity and raising the cest per
encounter. In addition, the use of more expensive staff
members to perform routine duties may increase the relative
costs of operation. i

Provider staffing Patterns:

staffing of frontier clinics falls into two major patterns:

Resident provider: where a provider is recruited to live and
work in a frontier community. This allows the physician or
mid-level provider ts be available full-time and
after-hours.

Circuit riding provider: where provider staff travel to
frontier clinic locations but reside in other communities.
This often leads to part-time clinic schedules (care is
delivered only when a physician or mid-level provider is
on-site) and limited after-hours coverage.

It should be recognized that the use of mid-levels as
resident providers will normally require the use of
circuit-riding physicians to serve as medical supervisors.
The need for physician presence at a frontier clinic
location will depend upon state supervision requirements.

Each of these different staffing arrangements will have
impact upon the ability of a frontier clinic to meet BCRR
indicator standards. Some resident providers (particularly
physicians) will have difficulty meeting productivity
standards for the reasons outlined above in the section
discussing utlization in frontier areas. For circuit-riding
providers, a substantial portion of work time will be
consumed in non-productive travel. Frontier clinics using
circuit riding providers will have lower productivity rates
if the time spent on travel is not removed from the the
calculation. In any event, the travel time of these
providers will increase the cost per medical encounter as
well as reduce the charges as a percent of reimburseable
cost.

C. Specific Recommendations

1

Sites Recommended for Different Standards

It is our recommendation that several special standards be
applied to frontier primary care sites. These standards .
should recognize the emergent factors affecting practice in
these areas. The special standards should be applied to
clinic sites in frontier areas which are staffed by no more
than one or two providers. They should apply equally to
systems of such clinic sites which are operated on a
circuit-riding or consortium basis.

Adjustment of Current Standards for 4 Major Indicators:

We are recommending adjustment of four major indicator
standards for frontier clinics:

o Medical Cost per Encounter

° Team Productivity

o Administrative Cost, and

-] Charges as a Percent of Reimburseable Cost.

’ .
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We are making no recommendation regarding the collections
indicator, as this does not appear to be a major problem.
The four standards requiring adjustment are the cnes given
greatest weight in a normal site review. They are also the
ones which are most affected by the conditions of frontier
practice.

a) Medical Cost per Encounter: We recommend that the current
figure of $26 per encounter be increase by one-third to $35
per encounter. This will more accurately reflect higher
relative fixed costs, circuit-rider travel costs and longer
visit duration.

b) Team Productivity: We recommend that the minimum standard
for physician productivity be reduced by 25% from 4200 per
year to 3200 per year. Standards for mid-level providers
should be raised to reflect the higher level of independence
of these personnel in frontier locations. We recommend that
the minimum productivity standard for mid-levels be set to
75% of that of a frontier physican at 2400 encounters per
year. We also recommend that provider travel time (for both
mid-levels and physicians) be excluded from calculation of
productivity.

Administrative Costs: We recommend that the maximum
allowable level of administrative costs be raised fzom 16%
to 24%. This will more accurately reflect the higher
relative fixed costs of frontier practices.

[+4

d

Charges as a Percentage of Reimburseable Costs: We recommend
that the current standard of 90% be reduced to 60%. This
will adjust for the higher relative fixed costs and the
provider travel costs of frontier practices.

Development of New Measures/Standards

The current method of measuring productivity uses the first
daily encounter with a provider as the basic unit. As
discussed earlier, this is not an accurate measure of
productivity in frontier areas. We recommend that an
alternative productivity measure be developed for use in
frontier areas -- one which measures the amount of service
provided to a patient on a visit.

Amount of service can be measured in terms of the number of
procedures conducted during a patient visit, or in terms of
the amount of service time given to a patient. Either of
these two approaches can be used in developing an
alternative measure.

a) Number of Procedures: Clinic sites currently have as part of
their billing database information regarding multiple
services provided on a single patient visit. A new reporting
mechanism would need to be developed, but it would be
possible to prepare this information. Number of progedures
may be somewhat misleading as a measure when compared to
service time. Some procedures may take 5 minutes of staff
time, while others may take in excess of 15. Nevertheless, a
count of procedures would be a becter reflection of practice
activity than would the current counting approach.

Service Minute: The Indian Health Service has used a measure
of service minute in evaluating the productivity of some of
its clinic operations. This measure of time spent with
patients is a potential alternative measure for BCHDA sites.
While new reporting mechanisms would need to be developed,
many clinics could build upon their billing database to
collect this information. Bills contain information on the
length of patient visit (e.g. brief, intermediate,
comprehensive), and this could be converted into a service
minute equivalent. -

b
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Summary

A Research Agenda
for Rural Health Services

Alice S. Hersh and Robert T. Van Hook

The organization, financing, and delivery of quality health care scr-
vices to residents of rural areas remains an important area of concern
for policymakers who must deal with the broad spectrum of issucs
affecting the nation’s health. Without a clear understanding of the
health care needs of rural residents and the efficacy of programs that
scck to mect these needs, these populations will be unlikely to realize
cquity in health care access, quality, or affordable cost.

In this final article, we provide a synthesis of the recommenda-
tions for needed research on rural health care identified by the more
than 165 experts who participated in the Rural Health Services
Rescarch Agenda Conference sponsored by the National Rural Health
Association and the Foundation for Health Services Research. The
conference took place December 13-15, 1987, in San Diego, Califor-
nia. This issue of Health Services Research includes the eight background
papers prepared prior to the conference and a list of conference partici-
pants. The recommendations summarized in this article were drawn
from the salient issues discussed in the papers and in the proceedings of
the conference.

It is our hope that the availability of this synthesis of recommenda-
tions from the six conference working groups will stimulate a larger
number of qualified researchers and policy analysts to devote signifi-
cant cffort to finding answers to the questions raised. Morcover, it is
hoped that the agenda will represent a useful framework for the map-
ping of future policy initiatives related to rural health care.

CROSS-CUTTING THEMES

Although the conference was organized according to six topical areas,
hospitals, primary care, alternate delivery systems, the poor and

FACICR Y
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underserved, maternal and child health, and the clderly, six cross-
cutting issues and problems that were of generic importance to each of
the principal conference themes emerged during the conference delib-
crations.

Cross-Cultting Issue No. 1: The need for complementary definitions of rural-
tty. There are numerous definitions of “rural” as well as other equiva-
lent or nearly equivalent terms, such as “nonmetropolitan,” “fronticr,”
or “rural-farm.” The divergent definitions of these various tcrms make
data from one government agency incompatible with.data from
another in analyzing rural populations. The development of systems of
community definttions of rural areas should be standardized or coordi-
nated, and should also reflect the diversity of rural communities, which
range from very isolated, sparscly populated arcas to communitics
adjacent to urban areas.

Cross-Cutting Issue No. 2: The need for additional secondary analysis of
extsting data bases and the compilation of those existing data into small area unils.
While major national surveys, like the National Health Interview Sur-
vey and the National Medical Care Expenditure Survey, collect data
by place of residence, their reports rarely aggregate data by residence
or location, and the analyses that simply compare metropolitan and
nonmetropolitan groups often mask important differences and trends
across nonmetropolitan communities. Special analyses beyond routine
report formats are often prohibitively expensive and time-consuming.
The variability of health status and medical practice across small areas
has been demonstrated in many places; there may be an underlying
rural dimension to these variations and the ability to classify data by
small geographic areas will help us undcrstand more of this
phenomenon. :

Cross-Cutting Issue No. 3: Problems related to the recruitment, retention and
training of health manpower for rural areas. Despite what is perceived to be
an overall surplus of physicians in the United States, rural communi-
tics continue to have difficulty attracting and keeping not only physi-
cians, but nurses and allied health professionals as well. Much is
known about the factors that influence physicians to choose to practice
and remain in rural communitics, but far less is known about other
categories of manpower who may have great influence on physicians’
decisions to initially locate or stay within rural practice situations.
System-wide changes in health care regulation and financing, as well
as competition from urban and suburban providers, may have much
more effect on the current rural health manpower climate than the
factors pointed out in earlier research. Much of the medical care deliv-

34-175 0 - 90 - 7
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urban and rural areas. Rural practitioners and health care institutions
may be at a disadvantage if quality assurance and assessment activitics
add a net cost that reduces alrcady low financial margins. Specifically,
there is a concern that severity of illness mecasures used in current
studies of health care quality are based on resource inputs that are
unrealistic for rural hospitals and health care settings.

Fundamental research covering cach of these six cross-cutting
issucs would provide additional information that would improve the
applicability of the specific rescarch recommendations that follow.
These transcendent issucs have been presented first in order to reflect
the consensus of the conference that they are fundamentally applicable
and a necessary component of any rescarch agenda for rural health.

T'he more specific research recommendations are grouped accord-
ing to the structure of the conference. They represent no ordering of
priorities; each is of equal importance in a meaningful national
rescarch agenda on rural health care. This article both summarizes the
deliberations and discussions of the working groups and synthesizes
their respective recommendations.

RURAL HOSPITALS

The existence of a large number of small, rural hospitals has been a
unique characteristic of the American health care system since the
cnactment of the Hill-Burton Hospital Survey and Construction Act of
1946 gave many rural counties and small towns the wherewithal to
build them. Rural hospitals arc now facing a series of challenges that
threaten their survival. Cost-containment efforts by public and private
insurers, increased competition from urban providers, and declining
occupancy rates combined with severe economic recessions threaten
the continued viability of many rural hospitals, particularly those with
tfewer than 50 beds.

The closure of a rural hospital can jeopardize a community’s
access to affordable medical services and undermine its economic via-
bility. In many cases, the hospital is not only onc of the area’s largest
employers; it is also the community's key to attracting and retaining
physicians, other medical providers, and a variety of community busi-
nesses and industries.

Scveral initiatives have been aimed at providing the management
of rural hospitals with the training and resources to cope with tighter
cconomic environments; however, there are little organized data com-
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cred in rural, underserved communities has been provided by National
Health Service Corps professionals or by practitioners who are or have
been required to repay medical school loans with service in specilied
communities. Yet the federally-supported NHSC program has been
curtailed and the states have been slow to step in with alternative loan-
forgiveness programs.

Cross-Cutting Issue No. 4: The impact of problems related to professional
liability on the rural health care system. An important aspect of the rural
health care delivery environment has been the sudden and dramatic
risc in malpractice premiums charged to practitioners. The greatest
percentage increases appear to have been applied to primary care phy-
sicians and obstetricians/gynecologists who provide obstetrical scrvices
in rural communitics. ‘T'he impact of the growth in professional liability
insurance rates has been to force a number of physicians, in both
primary care specialties and obstetrics/gynecology, to constrict their
scope of practice and to exclude obstetrical services, or to refuse to
accept patients with reduced ability to pay or those covered by
Medicaid. The dimensions and implications of this problem have not
been fully determined. There is great potential for spill-over effects on
the financial viability of small and rural hospitals and in the delivery of
rclated health services.

Cross-Cutting Issue No. 5. Problems of transportation in rural areas. A
key to access to health care nceds for many rural residents, especially
the elderly and the poor, lies in their ability to travel to a health care
delivery unit. Geographic distances, difficult terrain, inadequatc or
non-existent public transportation systems, and poor roads can all be
barricrs to access to health care services. Transportation needs will
only be compounded as services are regionalized and the vertical
intcgration of services (from emergency services through primary and
secondary care to services provided by referral centers) occurs over a
large area.

Cross-Culting Issue No. 6: The need for a rural perspective in discusstons
and recommendations regarding health care quality. Issues of quality arc of
paramount importance as the effects of regulatory and financing
reforms combine with fundamental changes in practice content and an
increasing reliance on technology to alter the delivery of personal
health services. The assessment of quality of care has shifted from
process to outcomes measures and quality assurance has moved from a
peripheral position dominated by practitioners to an integral part of
financing, training, and regulatory activities. The complexity of qual-
ity assessment and quality assurance ‘may produce a gap between
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paring the various strategics that have been and are being used. At the
same time, the preservation of a rural hospital may not be the most
efficient or cffective usc of resources, and its problems may serve to
counteract any of the positive economic effects of having a hospital
located in a rural community.

Some rural hospitals succeed while others struggle and some-
times fail. The conference participants were very interested in deter-
mining both the factors that account for this difference in outcome
and the relative dependence of rural hospitals on environmental fac-
tors, including competition. The role the hospital plays in the broader
cconomic life of the community also needs to be studied more deeply.

Recommendation 1. Descriptive and analytical studies should he under-

laken lo determine the internal and external predictors
of rural hospital economic viability and the economic
effects of rural hospital survival and closure.

The current Medicare and Medicaid payment methodologies
function generally to the detriment of rural and small hospitals, both
through their reliance on prepayment based on the DRG system and
on provider reimbursement formulas that favor specialists and com-
plex procedures. The specific effects of these systems and the prospec-
tive cffects of any new resource-based valuation system arc not
known.

Recommendation 2. The fiscal environments of rural hospitals should be
examined in depth, especially the effects of prospective
payment programs sponsored by the federal govern-
ment and other changes in payments and reimburse-
ment arrangements.

The inputs to quality of care and its measurement may have
important rural dimensions. These may relate to the volume-outcome
hypothesis as well as to the additional marginal costs that some quality
assurance activitics may have on rural health delivery. The regionaliza-
tion of carec may or may not provide opportunities to improve quality,
and there is no consensus identifying the proper, minimal mix of ser-
vices that should be guaranteed in small, remote, or agricultural com-
munities to ensure the highest quality and optimal outcomes for health
carc under conditions where scarcity prevails.

Recommendation 3. Studies of quality measures and quality assurance
should focus on the influences of rural hospital char-
acteristics, especially volume effects and the burden of
quality assessment.
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COUNTY 1988 1986 CITY?TOWN POP.
Albany 28,600 25,200 Laramie 27,066
Big Horn 11,500 12,300 Greybull 2,157
Lovell 2,325
Campbell 32,800 36,800 Gillette 17,452
Carbon 15,400 19,300 Rawlins 10,623
Converse 12,200 13,800 Douglas 5,158
Glenrock 2,332
Crook 5,800 6,000 Sundance 1,184
Fremont 33,900 35,600 Lander 8,154
Riverton 10,053
Dubois 1,005
Goshen 12,500 12,700 Torrington 6,145
Hot Springs 5,500 6,000 Thermopolis 4,153
Johnson 6,500 6,500 Buffalo 3,768
Laramie 75,200 75,000 Cheyenne 51,142
Lincoln 14,500 15,500 Afton 1,608
Cokeville 557
Kemmerer 4,177
Diamondville 1,130
Natrona 64,700 70,800 Casper 47,305
Evansville 2,132
Niobrara 2,500 3,100 Lusk 1,817
Park 24,200 25,000 Cody 7,968
Powell 5,776
Platte 9,600 9,900 Wheatland 4,777
Sheridan 25,100 26,100 Sheridan 15,112
Sublette 5,200 6,200 Marbleton 706
Big Piney 778
Pinedale 1,258
Sweetwater 43,300 46,900 Rock Springs 19,884
Green River 13,095
Teton 11,600 10,800 Jackson 5,528
Uinta 18,800 21,100 Evanston 11,870
Lyman 2,491
Washakie 9,200 10,000 Worland 6,861
Weston 7,300 7,900 Newcastle 3,681
Upton 1,222
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Item 3

July 17, 1990

Homa Oxygen Plus Equipment in Gillette services the whole north-
eagtern part of the state, on call 24 hours a day. We have had patients
30 miles north in Spotted Horse, 40 miles south and we go east all the way
to the South Dakota border 80+ miles away. We have patients in Moorcroft,
Upton, Newcastle, iiwbetr, Osaqge,.Sundance, and Alva. We average going '
over that way once a week or sometimes on the week-end. We have 13
Oxygen patients in the Gillette area, 4 Oxygen patients in the Moorcroft-
Pine Haven area, 1 Oxygen patient in Upton, 2 Hospital beds in NewCastle
and 1 in Alva over by Hulette. We service the same area with the excep-
tion of Gillette for the American Cancer Society. We also gale and service

many other home care supplies to this area.

Thank You,

HOFE Gillette
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Ttem 4

Cody Council on Aging
Phone: (307) 587-6221 Rolling Meals

Bus Service
Congregate Meals
Senior Companion
Supportive Services

Rose Miller, Director

July 20, 1990 *

Senator Alan Simpson
SD 261, Dirksen Senate Office Building
Washington, D.C. 20510

Dear Senator Simpson:

As Director of the Cody Seniors since 1972, I welcome the opportunity to
write my thoughts about living, working and providing services in Wyoming.
It is wonderful to live and work here but it has its advantages and dis-
advantages, which are ahead of the other I haven't figured out yet.

In the Center we employ Green Thumb and SCSEP workers to fill in the spaces
our budget won't cover. These jobs also supplement income for seniors

with very little income, making their Tife feel more productive. The income
has become a problem because those making a very low income are those who
are too old to provide help. This is not always the case, as you know,
Frances Purvis, at 90, still can provide, but for-the most part it is the
case. This includes the Senior Companion program as well. Most seniors
would rather work to provide than the other way around.

Another area of concern to me is the cut in transportation funds. You are
aware of the necessity of the senior bus. At this time we are transporting
not only seniors but two handicapped persons who are trying to hold down jobs
at local businesses. We also transport one non-senior to therapy. It is
a sad thing to see these young people in need so bad and how hard they are
trying to become self supporting. We have contracted with the taxi to pick
up the slack and hope that serves two purposes; First, to try to keep the
taxi afloat, and second to help relieve the push at peak hours or after we
have gone home. This year we cut $6,500.00 from the budget and are Tooking
for bigger cuts next year. Our riders do donate to the bus, some donate
generously, some not so much and in fact there are a few who don't give any-
thing, but I am trying to cure that. We use these donations for cash match
for program income.

As I get closer to being a senior citizen myself these problems become very
apparent to me. After much detailed thought I wonder if a sliding scale to
qualify more of the persons for help and not so much for those who get

Title 19 at present. This has been a submitted item in the re-entactment

of the Older Americans Act. Those on Title 19 seem to be far better off

than those in the middle who worked hard to get their wages and have poor
health and can't make ends meet. 613 16th St

Non-Profit Organization Cody, Wyoming 82414
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Cody Councll on Aging
Phone: (307) 587-6221 Rolling Meals

Bus Service
Congregate Meals
Senior Companion
Supportive Services

Rose Miller, Director

June 20, 1990
Senator Simpson
Page 2

Thanks for giving us your time, It's a big dilema for everyone and I
know I don't have the answers, but I think more heads are better than one
and maybe with a lot of thought we can solve some of the problems.

I am submitting some cases prepared by the outreach worker from the center
who deals with situations all the time. Hopefully she can help. Our main
purpose in this center is to keep persons independent and out of the Long

Term Care Center as long as possible with the quality of life they deserve.

We have come a long way since 1972.

Best wishes,
(;704 M

Rose Miller

613 16th St.
Non-Profit Organization Cody, Wyoming 82414
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20, 1990

attachment to letter to
Senator Simpson

CASE

CASE

CASE

NUMBER 1:

We agree with you, those below the poverty level of $513.00 a month
have few problems with all medical bills including some prescriptions
and what ever else they are entitled to under the program.

But - what about the person (mostly women) that is a few dollars over.
Example: She makes $515.00 a month. Only two dollars over and she
does not qualify for help. Because she makes two dollars over she

has to pay all her medical, prescriptions and all other expenses
otherwise covered by D-Pass.

Seems like this could be handled on a sliding scale as an encourage-
ment to stay independent rather than to appear to be more profitable
to drop below the poverty line.

NUMBER 2:

A case we worked on, the lady was a senior with Social Security of
$285.00 a mont NET, and an unreliable basement rental. She makes a
house payment and had to work to make ends meet. She broke her wrist
and was unable to work for some time.

Because they count the GROSS income on their assessment she was $16.00
over D-Pass being able to help her. Had they not counted the GROSS
FIGURE, which was not a spendable amount, and indeed used the spendable
amount, she would have qualified. Her's was a temporary need but a
vital one at the time. Again it would seem more profitable to encourage
people to take care of themselves, at least when they are willing, than
to make it more profitable to sink to the poverty line and let someone
else worry about their welfare.

NUMBER 3:

Donna Florida - Cody. Donna is age 45, helpless now to the point she
can not even go to the bathroom by herself or get in and out of bed,
in fact, can not even turn herself in bed.

Her mother, who is on two crutches, often has to go over in the night
and turn her and helps as much as she is able in her condition and with
a husband on oxygen all the time...

Donna hires a limited amount of help that she can afford. She filed
for permanent disability but has to wait two years to get on Medicaid,
which won't be until November of this year.
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June 20, 1990
attachment to letter to
Senator Simpson

Page 2 - Case No. 3

She is desperately trying to maintain herself and not go to the nursing
home, where it would be considerably more costly. But with a little
financial help she could maintain her independence a lot cheaper than
the cost of the nursing home.

According to the Billings Gazette, they figure 60 percent of the people
going into the nursing home are on Title 19 or D-Pass. Many more are
on it within a short time.

It would appear that if people could be encouraged to stay at home with
some help, it would be a lot cheaper than State and Federal having to
cover them in a nursing home. Donna is a case in point.

If non-seniors could be assessed on their need and condition on an
individual basis rather than under a blanket cover of qualifications

for Medicare or Medicaid many of them would do as Donna is trying to do,
stay independent on her own as long as possible, rather than be in a
nursing home with State and Federal paying the bill.
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Item 5

Testimony of the Wyoming Medical Society
For inclusion in the record of the

Special Commitice on Aging Field Hearing
Chaired by Senator Alan K. Simpson

July 23, 1990

Casper, Wyoming

Senator Simpson and distinguished Committee members:

On behalf of the Wyoming Medical Society and its members, I thank you and the Special Commitiee
on Aging for meeting in Wyoming recently to hear testimony on rural health care. We are most
appreciative of your continuing recognition and support of the special circumstances of health care
delivery in Wyoming's frontier setting. Your efforts to bring a better understanding of the needs of
frontier areas to member of this Committee, and 1o your colleagues in the Senate is appreciated.

Hearing testimony highlighted a number of different viewpoints within the health care field. From
public health concerns to the perspectives of hospitals, physicians, senior citizens and others,
persuasive arguments were given to why the needs of frontier areas should be considered as unique
from any other region or category.

As you are well aware, one of the most pressing concerns of physicians in rural and frontier states is
the issue of geographic disparity provisions of the Medicare reimbursement system. Medicare
beneficiaries and health care providers are, under today's system, reimbursed widely different amounts
for the same medical procedures based on whether the service is provided in an "urban" or "rural”
location. Reimbursement rates in Wyoming are significantly lower than payments made to providers
in urban settings. In one recent analysis, Wyoming was found to have the third lowest reimbursement
rate in the nation.

The impacts of inadequate reimbursement are many. First, patients must pay more for the services
they receive in order to make up the difference created by low Medicare reimbursements. Wyoming
physicians, more and more often, can simply not afford to accept additional Medicare patients. Many
physicians are being forced by economic considerations to relocate to other states and urban areas
where reimbursement levels are higher. Finally, and perhaps most significantly when talking about
adequate access to health care in frontier areas, it becomes increasingly difficult to recruit new
physician replacements to practice in Wyoming. Geographic reimbursement inequities are both a
disincentive to practice in rural and frontier areas and a disincentive to continue to accept Medicare
patients.

This issue is symbolic of numerous policy decisions made at the federal level which do not take into
account the impact of such policies on the delivery of health care in frontier areas like Wyoming.

While there appears to be growing recognition at the federal level that rural health care is in a threatened
status, there does not seem to be corresponding recognition that legislation being considered today will
have a significant negative impact on that same fragile system.

For example, provisions of the RBRVS will help alleviate some geographic disparity problems by
making more realistic adjustments. Provisions included in OBRA '89, however, will destroy any
gains provided under the RBRVS by imposing balance billing limits of 125% of local prevailing fees.
Cutting compensation to physicians under the 125% rule will significantly lower revenues for medical
services that are scheduled for increases in 1992 under the RBRVS. In addition, the burden of
anticipated RBRVS decreases, promised to occur under a gradual, 5-year phase-in, will now be
immediately forced on physicians.
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Testimony
Sen. Simpson
Page 2

Physicians in nearly every state will be affected by the 125% rule. Wyoming, and other states where
fees for services are now below the predicted national RBRVS prevailing, will see a particularly harsh
impact. The AMA estimates that nearly 17% of Wyoming medical practices will lose over $10,000.
‘To recoup this reduction under the RBRVS provisions may take, in many cases, as long as six years.

The AMA has proposed a one-year delay in implementing the balance billing limits to coincide with the
phase-in of the RBRVS. Balance billing limits, if put into effect, will short-circuit the protections
offered by the S-yeur phase-in of thc RBRVS and will significantly hurt Wyoming physicians. We
would urge this committee to support a one-year delay.

Implementation of regulations for the Clinical Laboratory Improvements Act of 1988 (CLIA '88) is
another example. The intent of the legislation is good, but the resulting impucts on physician operated
labs in small Wyoming communitics may be disastrous. The end result will be furtiier diminished
medical services in the areas that are in most need of simple lab capabilities.

The Geographic Practice Cost Index under the Medicare Physician Payment Reform proposal contains
yet another example. By implying that the cost of practice in urban areas is greater than in rural, higher
reimbursements to urban physicians will continuc. As you well understand, many costs of doing
business in a rural area, including basic equipment and staff, are the same or higher in rural areas.

Mainwining appropriate funding levels for beneficial federal programs must also be addressed. The
National Health Service Corps has the potential to provide assistance to many areas of the nation, but
without adequate funding frontier arcas will see little benefit.

Maintaining quality health care in a frontier area is a difficult challenge. This challenge should not be
made more difficult by federal policies which do not take into full consideration the possible impacts
on rural health care delivery systems.

We appreciate this opportunity to share our views on these topics, and trust that the members of the
committee will find the information from this hearing helpful. We look forward to a continued
dialogue on the issues which are so critical to providing health care to senior citizens in all areas of the
nation, and particularly in frontier areas.

Sincerely,
Richard W. Johnson, Jr.

Executive Director
Wyoming Medical Society
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LEON CLYDE PRUETT

ANUP 8. SIDHU, M.0.
SUPERINTENDENT CLINICAL DIRECTOR

STATE OF WYOMING
Myoming State Hospital

BOX 177 EVANSTON, WYOMING B2931-0177 (307) 789-3484

August 2, 1990

Leslie Tucker

Office of Senmator Alan K. Simpson
261 Dirksen

Senate Office Building
Washington, D.C. 20510

Dear Leslie,

Enclosed is the written testimony regarding those individuals in our mental health system
who have been affected by the OBRA PASARR reviews. As you know, due to the tremedous
distances between communities and the lack of financial as well as human resources, the
state of Wyoming has often had to become creative in meeting the needs of their citizens.
The nursing homes in Wyoming have cooperated with the Wyoming State Hospital in arranging
placements for individuals who have reached a degree of stability on their medications
where they are no longer a danger to themselves or to others. In the nursing home
setting, these individuals have been provided with structure, which helps them to organize
their thoughts, and supervision. But more than that, the nursing homes have been able to
provide these individuals with a feeling of safety and ©of living with people who care
about them in a setting that they can call home.

The nursing homes have provided these individuals with activities and made every effort to
assist them in having a meaningful life. The individuals have responded favorably to this
situation. Some individuals have resided in the nursing facility for several years and
for them, it is home. Others are able to maintain for a period of six months to a year.
Then, despite their being on medications, their mental illness exacerbates which often
results in a deterioration in their behavior sufficient to warrent a return to the Wyoming
State Hospital. In the past, we have been able to treat these people until they are once
again stable and suitable for release back to the nursing home.

While residing in the nursing facility, these individuals have an opportunity to associate
with "normal” individuals and often this helps them organize their thinking and maintain
more appropriate behaviors. The four individuals who are currently residing in nursing
facilities have been able to integrate into that population and are accepted by both the
staff and other residents. These individuals have been able to make friends. They are
able to feel as though they are part of the group. These individuals have complied with
their individual® treatment programs and worked hard to be able to maintain behaviors that
are appropriate so that they can continue to reside in the nursing facility. Now due to
the results of the OBRA screening, these individuals will be returning the more
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Leslie Tucker
August 2, 1990
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restrictive environment of the state hospital. This return is not necessary due to a
deterioration in their behavior, but rather because there is no other alternative
placement setting.

The nursing home may not be the most ideal setting for these individuals, however, many of
their care techniques are as benmeficial for the frail mentally ill as they are for the
elderly. It is important to realize that Wyoming State Hospital has not engaged in
massive deinstitutionalization to the nursing homes. We have only placed a few select
individuals that have had the potential to benefit from that type of placement setting.

Due to the OBRA screenings, these individuals are no longer able to leave the state
hospital and enter into more of a community life situation. These individuals are in fact
going to have to return to the state hospital or continue reside in the state hospital as
there is no alternative placement available at this time. Due to the small population
base in Wyoming, it is often difficult to obtain the necessary financial and human
resources to create residential community programs. The type of program necessary for
these individuals would be so similiar to that of the nursing facility programs that it
could be considered as a duplicate program.

There, is not enough of a population base to warrent the development of duplicate type
programs in these small communities. The distances between communities prohibits
opportunities for the communities to share programs. Few of our towns have taxi services
and many towns lack any form of public transportation either into or out of town. A
possible outcome of developing a program specifically for these individuals would be that
it would be located in one area rather than throughout the state. Considering the
resident population, it could very easily develop into more of an institutional setting
than the community type program seen in the nursing facility.

We appreciate your interest in this matter. If we can be of any further assistance,
please do not hestitate to contact us.

Sincerely, N
\ DA S~ o@n Q'Q“(s&“
Mary Kramer eon Clyde®Pruett

Nursing Facility Placement Coordinator Superintendent
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Written Testimony Wyoming State Hospital August 2, 1990

Harry

Harry is a sixty-four male who experienced his first psychiatric hospitalization at
Wyoming State Hospital (WSH) in 1953. He has also been hospitalized in California and
Nevada. When he was not hospitalized, Harry would live in board and care homes utilizing
funding from S.5.1. Harry hears voices, sees pictures that are not there and has a belief
that electricity is running everyone. He has had eleven known psychiatric
hospitalizations.

His most current admission occurred as a return from a nursing facility. His adjustment
had been adequate at that nursing facility for almost a year. He reports he started
having suicidal thoughts and hallucinations. His behavior started to deteriorate and he
required readmission to WSH.

While at WSH, Harry has experienced a deterioration in his physical well being and a
stabilitzation in his mood. He is able to utilize grounds passes on a daily basis with no
unauthorized absences. He will attend activities when encouraged, however, he does not
volunteer to participate. At this time, Harry has asked staff to arrange for nursing home
placement.

Staff have reviewd this request and have found it to be appropriate. Harry is seen as &
cooperative patient. He has repeatedly demonstrated that he will not take his medications
when unsupervised. However, when administered by licensed staff, Harry is compliant with
taking his medications. He is able to attend to his own daily living needs, such as
bathing, without reminding.

We have discussed the possibility of a board and care facility for Harry. However, there
are very few of these available in the state. The most important issue is that they are
unable to provide the necessary structure for Harry. For an individual with numerous
disorganized thoughts, structure and routine can be assist them in organizing their own
thinking.

What Harry needs to function in the community is a program where there is some organized
structure, supervision and administration of medications and an individual program that
will encourage him to interact with his environment in a meaningful and appropriate
fashion. Left on his own, Harry will focus on his own thinking and experience a
deterioration.

In our efforts to secure a placement for Harry, we contacted a nursing facility that has
been successful in providing programing for other patients from our hospital. This
facility offers an active therapy program. They are also able to provide the necessary
supervision for Harry's medications. We discussed this facility with Harry and he agreed
that he would be willing to live there. The nursing facility also felt that they would be
able to meet Harry's care needs.

The nursing facility initiated the OBRA screening. The OBRA screening resulted in the
state mental health office stating that he is not appropriate for nursing facility
placement and continues to require active treatment. There is no placement setting in
Wyoming where he can receive "active treatment” except the state hospital. There is one
group home for the mentally ill that often has a population of two to three residents.
They are not able to provide the level of structure and supervision necessary to assist
Harry in maintaining at his current functional level.

Most of the planning for services for the mentally ill are focused towards the young
chronic patient. Harry is older than most of the individuals considered for placement.
He also has no desire nor is there any reason to expect to him pursue vocational goals at
this stage in his life. He would like to live where he can be comfortable. Living in a
nursing facility would provide him an opportunity to live with individuals close to his
age, to experience more of a community life and to have an opportunity to integrate with
more of a normal population.
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Written Testimony Wyoming State Hospital August 2, 1990

William

William is a fifty-eight year old male who was first admitted to WSH in 1950 at the age of
eightteen. He remained in the hospital until 1988 when he was released to a nursing
facility. Initial adjustment appeared adequate, however, by the spring of 1989 he started
demonstrating threatening behaviors. Reportedly he was making unprovoked threats to staff
and other residents in the home. Two other residents who had previously been patients at
WSH had engaged in inappropriate behaviors necessitating their return. Bill apparently
felt insecure at being left behind and so he indicated that he wanted to return also, that
he was tired of living with old people. Due to the belief that he would follow through
with his threats if forced to stay at the nursing home, he was returned to this hospital.

William has participated in the Social Rehabilitation Treatment Program throughout this
hospitalization. He has continued to have a problem with verbal outbursts. He tends to
get loud when he is excited. He can be calmed down by having staff talk with him. Short
time-out periods have also proven effective in management of his behavior. While Bill
continues to have the ability to become assaultive, it is felt that with management
techniques this behavior can be controlled.

His physical health has deteriorated over the past years as he suffers from grand mal epilepsy
and neurodermatiis of his lower extremities. As a young man, he underwent a transorbital
lobotomy. At this time he requires assistance for bathing and proper eating habits. He

has periodic incontinence and also tends to eat his food too fast resulting in choking.

We were able to locate a nursing facility that was willing to work with William. The OBRA
screening found him too much of a behavioral mangement problem for placement. Recently we
had William seen by Dr. John Ratey, M.D., a psychiatric consultant from Boston. His
impressions were that William could tolerate community life if he were provided with
activity throughout most of the day. While he did see William as eventually able to live
in & community group home, he thought that he would need a trasitional period prior to
that level of independence.
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Written Testimony Wyoming State Hospital August 2, 1990

Ralph

Ralph is a thirty-three year old male who has resided at a nursing facility for
approximately two years. He had been hospitalized at Wyoming State Hospital for two years
prior to his placement at the nursing facility. His hositalization at Wyoming State
Hospital was precipitated by a violent attack on his mother whom he threw down a flight of
stairs. During his hospitalization, he displayed minimal motivation and had been
unwilling to participate in any activities to help himself. While in the nursing facility,
Ralph has been seen by various counselors from the Carbon County Counseling Center. '
Attempts were made to place Ralph in the ARC program, a developmental disability program,
as well as in the Lodge, a program for individuals with mental illness. He was not
accepted in either of these programs. Formal counseling with the Carbon County Counseling
Center was terminated due to Ralph's lack of motivation.

The staff at the nursing facility worked very slowly with Ralph to gain his trust. He
responded well to their activity therapy program and currently is involved with leather
craft. The most significant change, however, it that at the present time Ralph enjoys
going places with the staff. He will go with the activity therapist to shop for other
residents. On one occasion he was able to go to Casper to shop in the mall. At this
time, Ralph enjoys going along with staff when they do errands in town.

While Ralph has made some significant gains, it is important to note that he does continue
to have days when he appears anxious and he has utilized at least one p.r.n. medication
per month to control his behavior. He has stated that he would like to return to his home
to live, however, his parents refuse to have him live with them. They and the staff at
the nursing facility believe that on his own in his old home town that he would once again
return to abusing alcohol and drugs and b a severe t problem. There was one
occasion at the nursing facility when Ralph left the facility on his own and went to the
Senior Citizen's Center where he stole money from their coffee kitty. He was confronted
and provided with closer supervision as a result. There is concern that left to his own
devices he would engage in asocial behavior.

As part of the OBRA process, Ralph was recently evaluated as to his appropriateness to
reside in the nursing facility. The mental health professional evaluating his case
reported that Ralph is basically quiet and passive with occasional agitation. Ralph was
seen as withdrawn and had a flat affect. Observation of Ralph revealed that he

continues to hallucinate regularly in that he speaks to people who are not present. In
summary, the mental health professional stated that Ralph's psychiatric disorder was well
managed by medication and that he was functioning at his optimal level within the least
restrictive environment. His recommendation was Ralph remain in the nursing facility,

The state mental health office has indicated that due to the nature of the OBRA
legislation, they would be recommending that Ralph did not require active treatment and
should be placed in an alternative setting.

Efforts have been made to select an alternative placement setting for Ralph. He was
evaluated by staff from the group home for mentally ill individuals in Green River. They
reported that he lacked the necessary skills and functional ability to be considered for
their program. They also questioned their ability to prevent his returning to living on
his own with a subsequent fear that he would then become noncompliant with his medications
and deteriorate to the point of requiring active treatment.

While the nursing facility may not be the most ideal placement situation for Ralph, it has
provided him with an opportunity to live in a less restrictive setting than the state
hospital. His lack of motivation to become involved in any program that would require his
active participation creates a major hurdle in placement efforts. The programs provided
for him at the nursing facility offer him something to do with each day without pushing
him into a stressful situation.

At this time, there is no facility in Wyoming that would be able to provide Ralph with the
support necessary for him to maintain at his current functioning level. The nuturing type
of support provided by the nursing facility staff has been instrumental in Ralph's
progress. In a state with limited population, human resources are not always available
unless agencies are willing to become flexible. 1In a state with a larger population base,
there would be enough persons with Ralph's particular care needs to justify to creation of
a separate treatment program. However, where his needs are for nuturing and support, this
has best been provided by the nursing facility staff trained in provided similar care to
the elderly.
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Written Testimony Wyoming State Hospital August 2, 1990

Joanne

Joanne is a fifty-two year old female who entered the nursing facility in 1988 following
treatment at WSH. Prior to her hospitalization, Joanne had been residing in a hotel where
she received some supervision. However, she stopped taking her psychotropic medications
and then started to decompensate. She reported seeing bright colors coming out of the
walls and hearing voices. She stabbed herself in the abdomen to get the bad things that
were inside of her out of her system.

While at WSH, Joanne continued to express a fearfulness about living alone. Attempts were
made to have her transition out of the hospital by residing on a hall with minimal
supervision. She deteriorated and required a returned to a more structured setting.

While hospitalized, Joanne was cooperative with taking her medications and participated in
all of her assigned therapies. When her behavior became sufficiently stable to consider
release, she became upset at any plans that entailed a reduction in the amount of
supervision. For this reason, placement in the nursing facility appeared appropriate.

During her residence in the nursing facility, Joanne has slowly gained in her self
confidence. She has received considerable support and encouragement from the staff and
been allowed an opportunity to progress, At this time she is active in the resident
government, has started to use her typing skills on a limited basis and completed a trip
to Casper to shop in the mall. She was accompanied by staff and other residents on this
trip.

The state mental health office has indicated that due to the nature of the OBRA
legislation, they would be recommending that Joanne did not require active treatment and
should be placed in an alternative setting.

Efforts have been made to select an alternative placement setting for Joanne. She was
evaluated by staff from the group home for mentally ill individuals in Green River. They
reported that was she cooperative, however, she lacked the confidence to utilize public
transportation to their facility. That staff felt that Joanne would find the level of
independence too stressful and would decompensate to the point of requiring active
treatment.

While the nursing facility may not be the most ideal placement situation for Joanne, it
has provided her with an opportunity to live in a less restrictive setting than the state
hospital. Her lack of independent living skills creates a major hurdle in placement
efforts. The programs provided for her at the nursing facility offer her meaningful
activity each day without pushing her into a stressful situation.

At this time, there is no facility in Wyoming that would be able to provide Joanne with
the support necessary for her to maintain at her current functioning level. The nuturing
type of support provided by the nursing facility staff has been instrumental in Joanne's
progress. In a state with limited population, human resources are not always available
unless agencies are willing to become flexible. In a state with a larger population base,
there would be enough persons with Joanne's particular care needs to justify to creation
of a separate treatment program. However, where his needs are for nuturing and support,
this has best been provided by the nursing facility staff trained in provided similar care
to the elderly.
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Written Testimony Wyoming State Hospital August 2, 1990

Duvall

Duvall is a fifty-eight year old who had been in Colorado State Hospital as well as Fort
Logan Mental Health Center prior to his placement in a Colorado nursing facility. He
continued to exhibit some problematic behaviors that staff felt were due to his being in
too large of a facility. Arrangements were made eight years ago for his placement in a
small nursing facility in Wyoming.

His adjustment to this facility has been good. He has certain "chores" that he does each
day, such as checking the current outside temperature and looking to make certain that the
pop is in the machine. He does not like to participate in groups and it has only been
with the support and encouragement of the staff that he is able to leave his room and
interact at all with the other residents. He does visit with those residents sitting at
his meal table and he will attend bingo. However, he will not participate in bingo, but
instead watches and then talks to staff about what went on during the activity. Duvall
does not like to go outside of the facility and insists on staff purchasing everything for
him. He does go to town once each year for his physical examination.

The state mental health office has indicated that due to the nature of the OBRA
legislation, they would be recommending that Duvall did not require active treatment and
should be placed in an alternative setting.

Efforts have been made to select an alternative placement setting for Duvall. He was
evaluated by staff from the group home for mentally ill individuals in Green River. They
reported that he appeared unable to manage living in a more independent setting., They did
not feel that their staff would be able to provide sufficient structure and supervision to
provide for his feelings of safety. It was felt that placement outside of his protected
setting could result in deterioration that could then lead to hospitalization.

While the nursing facility may not be the most ideal placement situation for Duvall, it
has provided him with an opportunity to live in a less restrictive setting than the state
hospital. His lack of independent living skills creates a major hurdle in placement
efforts. Duvall's illness creates considerable fearfulness of the outside. He is unable
to function without becoming agitated if he does not have sufficient structure and
supervision to make him feel safe. The programs provided for him at the nursing facility
offer him meaningful activity each day without pushing him into a stressful situation.

At this time, there is no facility in Wyoming that would be able to provide Duvall with
the support necessary for him to maintain at his current functioning level. The nuturing
type of support provided by the nursing facility staff has been instrumental in Duvall's
progress. In a state with limited population, human resources are not always available
unless agencies are willing to become flexible. In a state with a larger population base,
there would be enough persons with Duvall's particular care needs to justify to creation
of a gseparate treatment program. However, where his needs are for nuturing and support,
this has best been provided by the nursing facility staff trained in provided similar care
to the elderly.
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Junior

Junior is a forty-two year old male who experienced his first WSH admission in 1966 at the
age of eighteen. He remained in the hospital, with the exception of a couple of short
term placement attempts, until 1988. At that time arrangements were made for his
placement at a nursing facility.

While in the nursing facility, Junior is able to attend to his own activities of daily
living with little encouragement from the staff. Prior to and during his hospitalization,
Junior had experienced numerous violent episodes. In the nursing facility, he has been
cooperative to taking his medications and has not experienced any violent episodes. He
does continue to mumble to himself, probable in response to audio hallucinations.

However, he tends to keep his diaglogue at a mumble.

Junior does not possess any independent living skills. He has been able to do some simple
cooking tasks, however, all the planning and shopping was done by staff. In talking about
possibly leaving the nursing facility, his voice became very soft and he quit talking
before indicating any alternative to living in the nursing facility.

The state mental health office has indicated that due to the nature of the OBRA
legislation, they would be recommending that Junior did not require active treatment and
should be placed in an alternative setting.

Efforts have been made to select an alternative placement setting for Junior. He was
evaluated by staff from the group home for mentally i1l individvals in Green River. They
reported that he appeared unable to manage living in a wore independent setting. They did
not feel that their staff would be able to provide sufficient structure and supervision to
provide for his feelings of safety. Due to his lack of independent living skills, long
term institutional living and lack of motivation, it was felt that Junior was not
appropriate for thier facility. There was concern that placement outside of the nursing
facility could result in deterioration that could then lead to hospitalization.

While the nursing facility may not be the most ideal placement situation for Jumior, it
has provided him with an opportunity to live in a less restrictive setting than the state
hospital. His lack of independent living skills creates a major hurdle in placement
efforts. The programs provided for him at the nursing facility offer him meaningful
activity each day without pushing him into a stressful situation that he is not equiped to
handle.

At this time, there is no facility in Wyoming that would be able to provide Junior with
the support necessary for him to maintain at his current functioning level. The nuturing
type of support provided by the nursing facility staff has been instrumental in Junior's
progress. In a state with limited population, human resources are not always available
unless agencies are willing to become flexible. In a state with a larger population base,
there would be enmough persons with Junior's particular care needs to justify to creation
of a separate treatment program. However, where his needs are for nuturing and support,
this has best been provided by the nursing fac111ty staff trained in provided similar care
to the elderly.
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Doctors doubt Medicare
help coming from feds

By WILL ROBINSON
Star-Tribune staff writer

CASPER — Medicare pay-
ments to Wyoming physicians lag
behind payments in much of the
country, and doctors here are skep-
tical that federal attempts to sort
out’the inequities will have any
benefit.

A recently departed internist
and three other Casper doctors
have condemned the system, say-
ing its ultimate effect is to deprive
all Wyoming people of adequate
Reallh care. (See related story on

1

Congress last year made a pass
at addressing Medicare reimburse-
ment problems when, motivated by
astronomical costs of the Medicare
program, it overhauled the pro-
gram's payment system.

Among the provisions in that

legislation was the “resource-based-

relative value scale.” In theory at
least, the scale measured the time,
training and skill required for a
physician to perform a particular
service, allowed for overhead costs
and geographical differences, and
adjusted Medicare payments ac-
cordingly.

The new scale is intended to
keep the income gap between rura)
and urban doctors from growing. It
would temper Medicare's tendency
to reward doctors more for proce-
dures like surgery and diagnostic
tests, and less for “primary care”
— where a doctor is engaged in a
variety of duties, and spends much
time talking with patients, rather
than doing things to them.

DAVID DRIGGERS
Small towns need assistance

But the value scale is to be
phased in over a five-year period,
beginning in 1992, which mean-
while lcaves rural doctors impa-
tiently awaiting the reform — or
heading for urban practices.

Most Wyoming doctors have
made up the shortfall in Medicare
reinibursements by charging pa-
tients more than the fees set by
Medicare. Patients pay this amount
out of their pocket.

But the federal legislation
passed in 1989 will curtail the
practice 1o some extent by gradual-
ly reducing the amount doctors can
charge above and beyond Medi-
care fees.

The Rural Health Improvement
Act now before Congress is in-
tended to fine-tune the 1989 bili.
Among other things, it would elim-
inate the five-year phase-in of the
value scale and provide tax credits
to rural primary care physicians.
The measure is sponsored by Sen.
Bob Packwood of Oregon and co-
sponsored by Wyoming Republi-
cans Al Simpson and Malcolm
Wallop, among others.

But Casper doctors Jim Haden
and David Driggers expressed a
general distrust that fcderal action
would actually address th~ prob-

Corhvued

e ST

(’/zb/;t



Doctors doubtl Medicare

229

help coming from feds

lem. Both said that although the
federal government indeed seems
intent on cutting reimbursements
for urban specialists, the national
budget crunch makes it unlikely
that rural doctors are going to en-
joy significant payment increases
as the legislation is implemented.

“The result is rural areas are go-
ing to lose health care services,
simply because we don’t have
enough voice in Congress,” Haden
said.

Driggers said that designation
of the entire state of Wyoming as a
“Health Manpower Shortage
Area,” where physicians receive
what are essentially hardship area
Medicare pay boosts — might be
one solution. There are more than
1,000 such communities in the
United States now — “{4 or 15 in
Wyoming.” Driggers said, .

However, Driggers said, “The
criteria for developing the areas arc
difficult to apply to Wyoming.
even though the whole state ought
to qualify as a frontier state.™

Those criteria include, in part:

percentage of minorities; percent-

age of “special populations” such .

as homeless, migrant workers, el-
derly, people with AIDS, and sub-
stance abusers; percentage of pop;
ulation below the poverty level;
and the infant mortality rate. None
of these are narticularlv serious in

¢ ST

70 s

vus solutio. Fhete 31c i wan

"1.000 such communities in the

United States now — ™14 or 15 in
Wyoming,” Driggers said. .
However, Driggers said, “The
criteria for developing the areas are
difficult to,apply to Wyoming,
even though the whole state ought
to qualify as a frontier state.”
Those criteria include, in part:
percentage of minorities; percent-

age of “special populations™ such .

as homeless, migrant workers, el-
derly. people with AIDS, and sub-
stance abusers; percentage of pop-
ulation below the poverty level:
and the infant mortality rate. None
of these are particularly serious in
Wyoming, said Larry Meuli, adr
ministrator of the state Division of
Health and Medical Services.
“We don't have the technical ase
sistance in the state to heip the
small communities just to get
through the bureaucracy (in order
to be labeled a Health Manpower
Shortage Area),” Driggers said
“The state needs to provide the¢
technical assistance to these com-
munities to find out whether they
really qualify.” .
“This is a rural hospital probr
lem, a rural health care delivery
problem,” Driggers said. Congress
is well aware of the problem, he
said, “but they pass legislation, and
in the inplementation of the legiss
lation. something gets loe:.”
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YOUR EXPLANATION OF MED{CARE EBENZFITS

READ THIS NOTICS CAREZFULLY AND KZEP IT FOR YOUR RECORDS
THIS 1S NOT A BILL

HEALTH CARE FINANCING ADMINISTRATION Page 1 OF 2
[ May 15, 1990
For more information catl of write
VERDA BILLINGS tZEDICARE PART 8
1820 29TH ST 4510 13TH AVENUE SW.
CODY WY 82414 FARGO. NORTH DAKOTA 58121-0001

PHONE AREA CODE 307-632-9381
CALL TOLL FREE 1-800-442-237%

Participating doctors and suppl iers always accept assignment of Medicare

claims. See back of this notice for an explanation of assignment. Write or

call us for the name of a participating doctor or supplier or for a free list
f particlpating doctors and suppliers.

Your doctor or suppL'E - not accept ass{gnment of “your claim totahng
YL

-{See 118m 4 ‘on bacK
MEDICARE
BILLED APPROVED
DR F H SCHMIDT  SURGERY APR 09-APR 09,1990 §$ 1195.97 S 827.10
~mount approved limited by item 5C on back.
OR F H SCHMIDT SURGERY APR 089-APR 09,1930 §$ 750.00 § 413.55
Lmount approved limited by Item 5C on back.
CR F H SCHMIDT SURGERY APR 09-APR 09,1280 $ 325 00 $ 273.45
tmount approved limited by Item 5C on back.
Total approved amount $ 1514.10

tiedicare payment (80 % of the approved amount)

{You have met $ 75.00 of the $ 75.00 deductible for 1990) .
IMPORTANT: If ?'ou do not a ree with the amounts approved you may ask for a review. To ‘do this you must
write to us before Nov 15, 1990 (See item 1 on the backl

DO YOU HAVE A QUESTION ABOUT THIS NOTICE? if you believe Medicare paid for a service you did not
receive, or there is an error, contact us immediately. Always give us the:

Medicare Claim No. 520-16-8494A Claim Control No. 539012040102000
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YOUR ExPLANATION oF MEBICARE e&na

READ THIS NOTICE CAREEULLY AND KEEP IT FOR YOUR RECORDS
THIS IS NOT A BitL

HEALTH CARE FINANCING ADMINISTRATION Page 2 OF 2
May 15, 1930
For more information cafl or write
VERDA BILLINGS MEDICARE PART B
1820 297H ST 4510 137TH AVENUE SW.
CODY WY 82414 FARGO. NORTH DAKOTA £8121-0001

PHONE AREA CODE 307-€32-9381
CALL TOLL FREE 1-800-442-2371

REMARKS:

Pare paying a total of S G to you on the enclosed check. Please cash
t as soon as possible.

8 A ad”your doctor accepted assignment, ’
your bill would have been reduced S 7, the difference batween the Billed
and Medicare Allowed amount.
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write 10 us betore Nov 1 1990 (See item 1 on the backl

DO YOU HAVE A QUESTION ABOUT THIS NOTICE? If you believe Medicare paid for 2 service you did not
receive, or there is an error, contact us immediately. Always give us the:

IMPORTANT:1f you do not agrea with the_amounts approved you may ask for a review. To do this you must

Medicare Claim No. 520-16-8494A Claim Contro! No. 539012040102000
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