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Introduction

With the high visibility of Pennsylvaniais large urban centers,
Philadelphia and Pittsburgh, many would not consider Pennsylvania
to bealargdy frural sate.60 However, anyone who hashad the
pleasure of extensve travel in the commonwealth would not doubt
tha fact for aminute. Pennsylvania® 59,300 farms accupy nearly
7. 7million acres. Rura Pennsylvana possesses abundant naural
resairces, beautiful scenery, astrong work ethic, and proud
communities. This document outli nes the health care challenges
and opportunities citizens of this large and important part of
Pennsylvana face and offers questions for policymakers to use as
the foundation for thoughtful discussion in the development of
meaningful and informed olicy.

Twenty-sevenpercent of the state® population live in areastha are
designaed asrural and, except for Philadelphia, every county in
Pennsylvana hasareasclassfiedasrural. Forty-eight (48) of
Pennsylvania®® 67 counties are consdderedto berural basedon
population density and four counties are 100 percent rural. These
digtinctions bring with them some significant challenges that must
first berecognizedand acknowledged and then addressedthrough
visonary leadership and collaboration.

The following issue briefs characterize some of those wnique
challenges across the health care continuum in the ddivery of
quality health care sevicesin rural areasof the commonwealth.
While some of the issues are larger than others, all are significant.
All impact the health and well-being of a significant portion of
Pennsylvaniats population aswel asthe future of vulnerable local

econamies.

Like the previousissues of this status report which werepresented
in 1997, 1999, 2005, and 2010the information presented here is not
intendedto paint ableak picture of rural Pennsylvana. Instead, this

ARur al o
not mean less in
terms of access
to high quality
health care
services across

the continuum.

shoul



document is intendedto raise avarenes and begin discussions
among those who can make a difference in the availabil ity of
quality health carein rural areasof Pennsylvaniathrough policy,
regulation, legidation, activism or involvement.

The economic, cultural, social, geographic and demographic
characteristics of rural communities are sufficiently different from
those of urban and suburban communities to require special
consideration in both state planning and legislation. Rural areas,
by definition, are characterized by sparse populations and
geographic barriers and must also contend with significant health
professional shortages to address populations that are ggnerall
older, sicker, and poorer. Because of these factors, rural provider:
and rural health care delivery systems have less ability to reduce
fixed and variable costs and absorb or spread losses and have a
greater reliance @égnand thus, vulnerability @ governrment

programs such as Medicare and Medicaid.

Many positive things are hgppening despite the challenges, but
much more neeads to occur to ensure acess to quality health
savicesfor al rural Pennsylvanans. fiRuralo should not mean
Aesdin termsof acess to quality health care sevices across the

continuum.



An Overview of Rural Pennsylvania

Note: There are many different de
used at the federal and state levefar the purposes of this
report, the definition of Arur
Center for Rural Pennsylvamiwhich defines any county asal

if the county has a population density of less than the statewide
density of 284 persons per square land mile. Any county that has
population density of 284 or more per square land mile is
considered to be urban. All data, regardless of their origave

been analyzed using this definition.

Rural Pennsylvania is quite large and its characteristics are quite RUEY ElEEE

diverse. In 2015, it was estimated that¢cbmmonwealth had have fewer

over 3.4 million rural residentsExcept for Philadelphia and financial resources
Delaware countiesyery county in Pennsylvania has areas to address critical

classified asruralForty-e i ght of Pennsyl van gduycational and
classified as rural based on population densitye demographic, G
geographic, economiand quality of life issues unique to rural

areas can have agificant impact on the health status of rural TEELE:
PennsylvaniansFor example, mountainous terrain and winding

roads create issues for rural health systelReady access to

referral facilities and ambulance transportation is critical, but

become especiallsignificant when ice and snow make driving

hazardous.Travel time to all types of health care providers is

generally longer in rural areaslnlike the public transit systems

that serve most urban areas, public transportation is either sporadi

or nonexistent in rural Pennsylvania.

Generally speaking, rural Pennsylvania is homogenbias:

whites makeugper cent of the stateos
who are Hispanic or Latino comprise less tBarercent of the

rural population. According to the.8. Census Bureau, 20 percent

of the stateds rur al popul at i c



percentage of senior citizens age 65 and older in rural areas is

about 18ercent.

Changes in the rural population can be seen more clearly if the
population $ grouped by generational cohoBaby boomers

(anyone born between 19464) make up close to 28 percent of

the rural populationThis generation is the economic dynamo of
most communitiesPeople in this age bracket are primarily the
ones buyindhomes and having childrem. hey al so ar e

largest tax paying group.

The average household income in rural Pennsylvania was $60,98¢

while in urban couties, the average was $76,428. Just because
Data from thdJ.S. Bureau of Economic Analysis show that in rural poverty
2014, the per capita personal income in rural Pennsylvania was is more scenic,

$39,000; in urban areas ther capita personal inconnas does not make it

$50,873. Since 1970the per capita income gap in rural
any less

difficult.

Pennsylvania has doubled (aféetjusting for inflation) and each
year the gap has widenetdower incomes mean that rural areas
have fewer financial resources to address critical educational and

infrastructure needs.

Poverty also is more prevalent in rural areas than in urban areas.
According to the U.S. Census Bureau, in 2014, more than 14
percent of Pennsylvaniads rur e
poverty level.In urban areas, 13 percent fell below this threshold.
According to data from the 2044 American Community Survey,
33 percent of rural Pennsylvanians had incomes less than 200
percent of the poverty levah urban areas, 30 percent had

incomes in this range. Just because rural poverty is more scenic,

does not make it any less difficult.

The growing proportion of eldgrrural Pennsylvanians prompts a
discussion on the ewehanging demands on the rural health
system to provide services to a changing populatidre

economic base of rural Pennsylvania is such that resources may o
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may not be available in the same prdjom as elsewhere in the
state. Disparities in educational status, employmentd income

may require the development of specialized approaches to health
improvement.The rapid population growth in some rural
communities may have an impact on availaaevices as well as
creating a mix of established residents and new arrivals with
varying expectations on local health and human service delivery If you work

systems.Additional review ofstate ageng data, such asom the

: : In rural
Department of AgingDepartment off ransportationand others,

revealed a higher instance of elder abuse and neglect, alcohol Pennsylvania,
related automobile deaths, poor dental access feiroame chances are
residents, and access to mental health services as important that your

differences in the health status of rumaflairban residents. company

Al t hough prior to the nationos employsfewer
employment had increased in rural areas, wages and salaries rose than 10 workers.
very little. Between 2010 and 2015, the number of jobs in the

stat eds rincreasded® peraent whildhe ramimber of jobs

. . : . _ Il n Pennsyl van
in urban counties increasegédrcent. During this period,

however, rural wages increasg@ercent, while urban wages rural counties,
increasedt percent (after adjusting for inflation). 277,800 adults

The impact of a struggling economy on manufacturing and do not have a

industryis evident in rural Pennsylvania. According to data from  high school
the Pennsylvania Department of Labor and Industry, during 2015, diploma or
the rural unemployment rate was 5.6 percent and the urban rate equijvalent.
was 5.0 percent. In addition, during this period, eight rural

counties had unemployment rates above 10 percent.

The rural workforce has a different makeup than the rest of the
state. Lower percentages of workers have professional and
management jobs and a higher percentage are employed in the
service industry A much higter percentage is employed in
manufacturing and industry positiong 201014, almost ondnalf

of rural Pennsylvanians were employed in manufacturing (14



percent), wholesale or retail (15 percent) or health care and social

services (16 percent).

If you work in rural Pennsylvania, chances are that your company

employs fewer than 10 worker&n analysis oftheU.S. Census

Bureaubs 2014 County Business

that nearly 73 percent blusines®stablishments in rural counties

employfewer than 10 workersln many rural counties, the largest

employers tend to be health care providers and eduahtion

institutions. Only 14 percent of rurddusines®stablishments Access to

employ 20 or more workers. health care

Il n Pennsylvani aés ras8blabultsdonont i IS limited
have a high school diploma or equivaleiihis represents nearly in many

12 percent of the 2.4 million rural residents who are 25 years old o rural areas.

older. Likewise,just 20 percent of rural residents have a

b a ¢ h edegoee @ kigherln urbanareas the figure is 31

. : : Choosin Arur
percent. Additionally in urban aredle number of adults without 9

a high school diploma is 688,98&hich represents 11 percent. should not
Moreover, with a more comprehensive network of community mean choosing
colleges and universities, more than 24 petof urban adults il ess o
have an associateds degmrer@d or in terms of
areas23percent of adults haven a s s degrée@gome S

access to

college experience. _
qguality health care.

Access to medical care is limited in many rural arda2013

data fromthéJ.S.Dg ar t ment of Heal th an
Health Resource and Service Administration showed rural
Pennsylvania had roughly one physician for every 586 residents, a
compared to one for every 267 residents in uamsylvania
According to tlesedatg 44 pecent of physiciang rural areas and

34 percenbf physicians irurban areaare primary care

Analysis of behavioral survey data suggests that rural residents ar:
less healthy than their urban counterpa&scording to the

Behavioral Risk Factor Surveillance SystBRFSS) surveys,
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fewer rural residents regularly exercise, a third are overweight, anc
nearly 60 percent are at risk for having a sedentary lifeshyle.
general, the results show that rural adults are in pbrgsical

condition and have more health risks than urban adults.

Traditional market forces have not been very effective in making
health care both available and affordable to rural residents.
According to2014data from the U.S. Census Bureau, an estimated
10.4 percent of rural adults under 65 years old lacked health
insurance, as compared to 10.2 percent of similarly aged urban
adults. Among children (under 18 years of ag@e uninsured

rates were 5.6 percent for rural areas and 5.0 percent for urban

areas.

Despite these challenges, rural Pennsylvania remains a beautiful
and varied landscape, populated by residents committed to small
town life. People who live there choose to do so because they
enjoy the strong sense of community, the sense of sedhsty,
slower pace, the open spaces anchthayother benefits of the
ruralway oflife.Choosing Arural, 0 howe:

choosing Al es sitbqualityhdalthcares of a



The Role of Health Care in
Economic Development

Most rural development and health care experts agree with the
hypothesis that a rural area needs a quality health care sector if it |
to expand and prosper. Businesses need a dependable, productiv
labor force that is healthy and has access to readiijafe health
care services. A quality health care sector can be very important i
helping communities attract and retain4oieating businesses.
Employees and management may offer strong resistance to
relocate if they are asked to move into a comnyumith

substandard services.

Data show the importance of the health care industry to rural areas
The hospital is one of the largest employers in a rural community.
Each health care doll ar gener ¢
rural community. Evsrfive jobs in health care generate four jobs
in the local economy. In general, because rural health care is
usually provided at a lower cost, rural health care dollars spent in

rural communities will go further.

Health care is big business. In 2015, riinel health care and

social assistance industry employed more than 218,000 workers o
more than 17 percent of the rural workfor¢d¢ospitals and

medical centers make up over difth of the top employers in the
stateds 48 r ur al fromthe Pehnsydania [ r
Health Care Cost Containment Council showed that rural hospitals
received more than $7.1 billion in net patient revenues or roughly
$19.5 million per day. That year, the average rural county
generated more than $103 million from hle@are. Unfortunately,
more than 50 percent of these health care dollars leave rural areas

to be spent in metropolitan markets.

Pennsyl vaniads rural resident ¢
health care because there are not enough services |dgaity, t

health insurance penalizes them unless certain physicians or

8
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medical centers

are among the

top five employers
in more than 77
percentof t he

48 rural counties.

It is incumbent on
rural providers and
rural communities

to work together to
build local economies
that support and are
supported by local

health care.
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hospitals are used, the individual believes that bigger is better or
the person needs the specialized services provided by
subspecialists at tertiary care institutions. This exodus ofrhealt
care dollars means that there is less money to reinvest in local,

rural health care systems.

Federally Qualified Community Health Centers (FQHCSs) are key
economic drivers in their local communitiebhey provide $370
million to local economies and provide more than 2,600tfné
equivalent jobs in theommonwealth.The average independent
Rural Health Clinic (RHC) may provide over 12 local jobs and

over $Inillion in wages, salarieand benefit@nnually.

It is incumbent on rural providers and rural communities to work
together to build local economies that support and are supported kt
local health care. Closure of a local hospital significantly affects a
communityos abi |l ibtisipess. dt oftertatso a c t
results in Abrain drain, 0 wher
trained individual® of t en a rural communi

resourcé leave.

The sustainability of rural hospitals and rural health care is
threatened for many reasonsluding new and expensive
technology, limited opportunities for economies of scale, limited
numbers of local primary care physicians, discriminatory payment
schedules, the ewancreasing costs of regulatory compliance and
accreditation, and the increasiogsts of a highly educated work

force.



Questions to ask and issues to address as we look to

promote economic vitality in rural areas include:

1 What can be done to increase the percentage of health care

delivered locally in rural communities?

1 Whatcan be done to improve access to training and education

in rural communities?

1 What does it take to attract investment to sustain locally

available access to high quality health care?

1 How can quality be ensured while allowing flexibility in how

regulationsare met and care is delivered?

10



Areas of Medical Underservice in
Rural Pennsylvania

In the past 30 years the United States has experienced a significan

increase in the number bé&alth professionals such as physicians,
certified registered nurse practitionesad physician assistants.
Despite this trend, many rural and inner city areas have been and
continue to be medically underserverthe federal government has
instituted avariety of programs to address this situatiés. part of
that response, and to provide structure to these programs, the
federal government has developed definitions of areas of medical
underservice.Two such definitions are usethe Health
ProfessionbeShortage Area (HPSA) and the Medically
Underserved Area or Population (MUA and MUP) designations.

The initial purpose of the HPSA was to delineate practice sites for
participants in the National Health Service Corps (NHSC) but it is
now used for a numbeif programs.Criteria for HPSA

designation require that a rational health care service delivery area
exhibit 1) a lack of provider access in surrounding service areas
and 2) less than one primary care physician per 3,500 residents or,
in special circumsinces, less than one primary care physician per
3,000 residentsDesignations are granted f8years and are not
permanent.Benefits of designation include NHSC patrticipation,
improved Medicare reimbursement, Rural Health Clinic eligibility,
eligibility for the Pennsylvania Primary Care Provider Loan

Repayment Programand enhanced federal grant eligibility.

Like the HPSA designation, the MUA designation is used for a
variety of programs, but unlike the HPSA designation, the MUA
designation considers #® factors in addition to the ratio of
populationto-primary care physician. The additional factors are:
1) the percent of population over age Bpthe infant mortality

rate and 3) the percentage of population below the poverty level.

11

22 percent of the
stateds popul
reside in a federally
designated shortage
aread either a Primary
Care Health
Professional
Shortage Area
(HPSA) or a Medically
Underserved Area or
Population (MUA or
MUP).



All four factors are weighted and combined using a predetermined

formula to compute an index of medical underservice.

Fourteen percent of Pennsyl van
designated as a HPSA and 14 pe
reside in areas designdtas a MUA. Twenty-two (22) percent of
the statebds population |live in
a MUA. Residents of an area of underservice are more likely to be
rural, of minority status, poorly educated, living in poveatydto

have limited access to transportation.

The following Pennsylvaniaaunty maps provide geographic

locations é MUAS, andprofessiorspecific HPSAs

Medically Underserved Areas (MUAS)
by County, 2015

]
T = | gl " |

- ¢
% # . A - “

[ muas

Map prepared by the Center for Rural Pennsylvania
Data source: HRSA
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Health Professional Shortage Areas (HPSA):
Primary Care by County, 2015

a
[ ] HPsAPrimary Care Areas

Map prepared by the Center for Rural Pennsylvania
Data source: HRSA

Health Professional Shortage Areas (HPSA):
Dental Care by County, 2015

D HPSA--Dental Care

Map prepared by the Center for Rural Pennsyivania
Data source: HRSA
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Health Professional Shortage Areas (HPSA):
Mental Health by County, 2015

[ HPsa Mental Heaitn

Map prepared by the Center for Rural Pennsyivania
Data source: HRSA

Questions to ask and issues to address in ensuring
access to health care services in designated medically

underserved areas of the commonwealth include:

1 What additional kinds of programs could be developed, using
federal shortage designatisas eligibility criteria, to enhance
access to health care in underserved areas of the

commonwalth?

1 How can we preserve and enhance the programs administered

by thePennsylvania Department of HedittlBureau of Health
Planning that have proveto beeffective in enhancing access
to health care in designated shortage af@ésr example, the
Pennsylvaia Primary Care Practitioner Loan Forgiveness

Programandthe 31 Visa program?

14



Recruitment and Retention of
Primary Care Practitioners in
Rural Pennsylvania

Primary care provides initial access to the health care delivery
system. Through primaigare, the majority of physical, mental,
emotional, and social health care needs are integrated as well as
health promotion and disease prevention services. Traditionally,
primary care includes those physicians who practice general/

family, internal, obstgics and gynecology or pediatric medicine.

There is a shortage as well as a maldistribution of primary care
practitioners in Pennsylvani a.
care clinicians practice in the five mostppated counties in the
state:Allegheny, Bucks, Delaware, Montgomery, and

Philadelphia. According to 2013 data from the U.S. Department of
H esand $ehvice’ Adsnmiatnatore 40,875

physicians are practicing patient care in Pennsylvania and 14,620

Heal t hds

are engaged in primanae. The data indicate that rural
Pennsylvania has 74.5 primary care physicians per 100,000
residents, while in urban areas, there are 129.1 primary care

physicians per 100,000 residents.

Thirty percent of physicians practicing in rural counties ardieip
leaving direct patient care in Pennsylvania in less haaars,
compared to 26 percent of physicians practicing in urban counties.
As of 2014, 51 percent of practicing physicians in Pennsylvania

are age 50 or older, indicating that many may soareret

Several interelated factors pose challenges to physician
recruitment and retention and to access to the services that they
provide. These factors include professional isolation, reduced
options for practice coverage, challenges with technolody an
trained personnel, barriers to continuing medical education, and
spousal and family considerations. Although state medical liability

issues, which severely impacted physician recruitment and

15
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129 physicians for
every 100,000

residents.



retention in the early 1990s, have greatly improved, Pennsylva 0 ¢
liability climate continues to be challenging. Affordable
malpractice insurance coverage strongly influences where a
physician may decide to practice and may discourage physicians
from choosing training and practice sites in Pennsylvania. This is
especially disturbing when we consider the fact that most
physicians choose to practice within arBde radius of where they
completed their residency training.

Primary care access and provider shortages in the state have beei
well documented. In factased on 2015 estimates, portions of 65
of the statebds 67 counties, bc
Health Professional Shortage Areas (HPSAs), Medically
Underserved Areas (MUAS) or both. According to federal 2010
data, HPSAs are home to 26 peragfrihe rural population, or
913,000 rural residents, while more than 1.1 million, or 32 percent
of rural residents, live in MUAs. These far exceed the number of
urban residents who live in HPSAs or MUAS, at 1.7 percent and

16 percent, respectively.

While progress has been made in
critical physician shortage, the issue of equitable access to primar
care continues to persisthe Pennsylvania Department of Health,
through its Bureau of Health Planning, coordinates program
focused on the recruitment and retention of primary care
practitioners and oral health providers. These include the
provision of technical assistance in obtaining shortage area
designation, communitpased grants to increase access to primary
care, J1 visa waivers for primary care physicians, a primary care
loan repayment program, and support for a primary care career
center administered by the Pennsylvania Association of
Community Health CenterdMany of these programs extend

beyond primary care physans to include certified registered

16



nurse practitioners, nurse midwives, physician assistants, and

dentists.

Recruitment and retention of primary care providers poses a great
challenge to theommonwealth and must be addressed through the
collaboratve efforts of health care providers, educators, business
leaders, managed care organizations, community leaders, state

officials, legislators, and others.

Questions to ask and issues to address in ensuring that
Pennsylvania has an adequate primary care practitioner

base to meet the needs of its residents include:

1 How can we preserve and enhance the programs administered
by the Pennsylvania Depart me
Planning that have proven effective in enhancing access to
health care irdesignated shortage area$or example, the
Pennsylvania Primary Care Practitioner Loan Forgiveness

Program and the-1 Visa program?

1 How can Pennsylvania improve its competitiveness with other

states in recruiting and retaining primary care practitioners?

1 What changes can be made to medical education to enhance
theselection of candidates with an interest in serving
underserved areas and underserved populations of the

commonwealth?

T How can the stateds | oan rep

be competitive ith the programs in neighboring states?

T What steps need to be taken

malpractice issues?

17



Use of Advanced Practice Providers
to Enhance Primary Care Access in
Rural Areas of the Commonwealth

Advanced Practice ProvidersRs) in Pennsylvania include
Physician Assistants (PAs), Certified Registered Nurse
Practitioners (CRNPs) and Certified Nurse Midwives (CMNS).
PAs and CRNPs have beerexistence for over six decades. The
profession of nurse midwifery (CNMs) has an even longer history
in the provision of health care to women. The role these
professionals play in improving patient access to quality medical
care has been recognized thrbogt the country Primary care

PAs and CRNPsan bean important component of collaborative
primary care practicdue to their salary structure, patient visit
protocols, andibility costs. APPs are highly competent
practitioners with patient satisfacti levels equal to those of

physicians Research demonstrates that PAs and CRNPs can

perform 8590 percent of the services that a primary care physician

provides.

Despite these proven attributes, recognition by policy makers and
inclusion as primary hedltcare practitioners in legislation,
regulation, and policy in Pennsylvania has not always
demonstrated the important contribusahey make, particularly

in underserved areas of the commonwealth.

PAs, CRNPs,and CNMs are avital asset to rural health systems
and many rural communities are increasingly exploring their use for
primary health care sevices. For example, in communities where
the population baseistoo small to support a full-time physician, a
PA or CRNP, working in a collaborative relationship with the
physician,is often amore feasibe option to help prevent burnout

and increase productivity.

PAsand CRNPs are educaedin primary care, health promotion,

and dsease prevention. Responsibilitiesnclude obtainindhealth

18
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histories, performing physical exams, diagnosng and making
decisons for appropriate management and treatment of common

ill neses and injuries, management ofchronic health problems,
writing prescriptionsordering and interpreting lab tests and x-rays,
and providing preventive savicesand educaion. PAsand CRNPs
practice in public and private health centers, hospital clinics and
emergency rooms, physcian® offices, migrant health centers, public
housing clinics mohile clinics administrative settingsnd

educational institutions.

CNMs are kil led health care professionals who provide primary
health care to women. Thisincludes assesment, treatment, and, if
required, referral to aspeciaist. Servicesnclude preconcepion
counsding, care during pregnancy and childbirth, routine
gynecological sevices, and care of peri-and post-meropausal
woman. CNMs may co-manage, with physicians, the care of
women with high-risk pregnancies. CNMs may ddliver babiesin
hospitals, birth centers, or in the home for women with low-risk

pregnancies.

PAs, CRNPs,and CNMs meet required alucaional criteriafor their
profession and are licensedto prectice by their respective licensng
board in Pennsylvania. PAsand CNMs by the State Board of
Medcine and CRNPs by the State Board of Nursing. PAsare
licensedto practice medcine with physician supervision, which
includes a witten agreement for practice responsibilities. CRNPs
and CNMs practice autononoudy but must have a witten
collaborative agreement with physicians including availabil ity for
consultation and emergencies, referrals, drug protocols, and other

mutually agreedupon assistance.

Pennsylvaniaisthe fourth and fifth largest employer of PAs and
CRNPs in the United States, respectively. In 2013, there were 48
PAs for every 100,000 people living in rural Pennsylvania

counties, which is slightly higher than the ratio in urban counties.

19



In contrast, theatio of CRNPs per 100,000 rural residents in
2014 was33 while the ratian urban counties was 59.
Traditionally, both ofthese professionalare more likdy to work in
rural and other undersevedareasthan other primary care
providers. Researchers predict that by 2020 there will be a 58
percent increase in primary care PAs and a 30 percent increase i
primary careCRNPs. Renoving the barriers to the most effective
and efficient use of these professionals could have a significant
impact on improving primary care acessin rural areasof the
commonwealth. Same barriers are attitudinald many individuals
and communities are unaware of, or misunderstand, the cagabil ities
of APPs Likewise, physicians may not bewel informed about the
educaion, competencies, and licensure of PAs, CRNPs,and CNMs.

Two other barrierstha effectively prohibit AAPsfrom practicing
and, subsequently, from providing sevices to clients include state
regulations thatcontrol the scope of practice and policies by third-
party payers tha limit or exclude reimbursement for primary care
savices. However, sme success can beclaimedon the regulatory
front with the passage of thBrescription for Pennsylvania reforms
in 2007 Additionally, in 2016,the Pennsylvani@eneral
Assembly considered legislatiom allow CRNPs with3 years and
3,600 hours of physician collaboration practice to obtain full

practice authority.

CNMs continue to advocate fostate regulations tha will give them
authority to write prescriptions and to directly admit laboring
women into hospitals. Additionally, PAsand (RNPs are
reimbursed at 85ercentof the physician fee schedudg Medcare
andnegptiation for incluson asproviders of care, aswdl as
reasonable levels of reimbursement in managed care organi zations
and other commeraal health insurance companies, continuesto be

problematic and at the option of the individual insuring company.
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It is esential to expand the inclusion of PAs, CRNPs, and CNMsin
the continued development of an effective primary care
infrastructure tha ersures acess to quality health care for al
populations, especially those in rural undersevedareas. Renoval
of legidation, regulations, policies and institutional barriers to
practice will result in the aeation of more job opportunities. While
some of these barriers were removedwith the passaye of recent
legidation, others remain to beaddressed.

Questions to ask and issues to address for fully
integrating Advance Practice Providers in primary care

in rural areas:

1 What state statutes, regulations, and policies limit the use of

these professionals as primary care clinicians?

1 What process is necessary to create job opportunities in health
centers, hospitals, and other settings to iaseepatient access

to Advanced Practice Providers?

1 What incentives can be provided to physicians practicing in
communities that cannot support two physicians to encourage
collaboration with Advanced Practice Providers to increase

patient access and prodixgty?
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Primary Care Practices in
Rural Pennsylvania

There are four major types of primary care practices serving rural
Pennsylvania: private physician practices, free clinics, Rural
Health Clinics (RH®G) and Federally Qualified Community Health
Centers (FQHCs). Each of these providers plays an important role
in expanding access to primary care to avoid more costly
emergency and hospital care, but there are significant differences
in these models of caveéhich are important to be aware of when

makingpolicy decisions. _
Pennsylvania has 74

Rural Health Clinic
sites and 274 Federally
Qualified Health

Private physician practices for the most partserve individuals

with insurance such as private insurance or Medicaree

clinics, as their name implies, do not charge for servicesy The
generally rely on volunteer clinicians and benefactors like the local
community hospital to support the cost of care providedral Centers. These
Health Clinics (RHCs) are rural primary care practices certified to  primary care sites,
receive special Medicare and Medicaid reimbursemRrCs can in addition to free
be forprofit or notfor-profit, public orprivate entities. RHCs

clinics, are the

must be located in federaljesignated health professional

Asafety neto
shortage areas and must empl o)

exampleanurse practitioner, nurse midwife or physicassistant) providers in the
who are available to provide services at least 50 percent of the tim commonwealth.
the RHC is open angrovidingservices In 2016 there were 74

RHCs in Pennsylvania.

Federally Qualified Health Centers FQHCs) are fullservice
primary care centers aefined by Section 330 of the Public
Health Service Act.The provider most different from the others is
the FQHC because it is subject to the requirements détleeal
Health Center Program, which means an FQHC, unlike the other
primary care providersnust adhere to a set of fedechhical,

managerial, and administrative mandates.
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FQHCs are supported in meeting these requirements through
several benefits, including an annual grant and like the RHC,
special Medicare and Medicaid reimbursemedntaddition,
FQHC clinicians arefor purposes of medical liability only,
considered federal employees and are therefore covered for

medical malpractice by the Federal Tort Claims Act (FTCA).

FQHCs are located in both rural and urban areas of Pennsylvania
There are currently FQHC sitec
counties providing health care to medically underserved rural and
urban regions of theo mmo nwe al t h. Pennsyl
200 FQHC sites serve more than 700,000 people annually througk

more han 2.5 million visits each year.

Private practices, free clinics, RH@sd FQHCs are important
components of an effective reformed health care system. They
help reduce the crowding in hospital emergency departments and
are the safety net of the ailing®) health system. Which model(s)
of care is best for an individual rural community varies depending
on the population, clinicaksources, unmet needs, other health
care resources that are available across the contjrangther
factors. The model i9est determined after a thorough assessment

of the alternatives.
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Questions to ask and issues to address relative to

models of primary care in rural areas:

1 Free clinics provide care to many who would not have access
to it otherwise but have shortcomings such as: sustainability,
limited hours, limited oversight, lack of resourdes
implementation of electronic health records to promote
information exchangediween providers, no quality assurance
or data collection requirementdsthis a model Pennsylvania

should financially support?

f  How can community assessments be supported to help
individual communities evaluate the options and determine the

best model ofare for that community?
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Rural Hospitals and Rural Health
Care Across the Continuum

Hospitals are key providers of health care in rural areas. Rural
hospitals provide inpatient and outpatient services vital to the
health and welbeing ofresidents in isolated communities. In

crisis situations, the time it takes to reach a hospital can mean the

- _ Rural hospitals act
difference between life and death.

as anchors for a

The role of rural hospitals extends beyond emergency assistance.
broad range of

Local hospitals provide general acute careises close to home

: : : : : health and human
and family. Primary care providers are more likely to locate in a
community that has easy access to a hospital. These hospitals als S€rvices in the
attract nurses and other health care specialists and serve as anchc communities they
for a broad range of healthdihuman services in the communities serve.

they serve.

Rural hospitals also serve as the anchor for access to care across
the health care continuum, a continuum which includes ambulatory
care services, rehabilitation, home care, &g care, behavioral
health,hospice, and other services. In many rural counties, these
services are available because the local hospital has developed
them in response to local need.

Hospitals are major contributors to the local economy and in many
rural communities serve as ookthe largest employers. Hospitals
also are important consumers of local goods and services. In
addition, the availability of quality local health care is an important

factor in attracting new businesses to the area.

Although rural hospitals serve as joraproviders of health care

and employment, they are under increased financial stress.
Between January 2010 and January 2016, 66 rural hospitals acros
the nation closed, including two in Pennsylvania. Closures of rural
hospitals are increasing at ateaspace than ever before. In 2015,

the National Rural Health Association reported that the number of
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rural hospital closures in 2014 was more than in the previous 15

years combined.

To help improve financial performance, certain small rural
hospitalsar e abl e to be designated
(CAH). A CAH is a hospital that has met certain requirements and
has been certified by the Centers for Medicare and Medicaid
Services (CMS). Requirements for CAH certification include
having no mee than 25 inpatient beds; maintaining an annual
average length of stay of no more than 96 hours for acutganpa
care; offering 24hour, Zday-aweek emergency care; and being
located in a rural area (at least 35 miles away from any other
hospital or @H). The smaller hospital size and short length of
stay allow CAHSs to focus on providing care for acutpatient
conditions and outpatient care, while referring complex conditions
to larger hospitals. Certification allows CAHs to receive-cost
based renbursement from Medicare, instead of standard fixed
rates. This reimbursement enhances the financial performance of
small rural hospitals that were financially challenged prior to CAH
conversion. This type of reimbursement also ensures that rural
populatons have access to essential preventive and acute health

care services.

As of 2016, fourteen rural hospitals in Pennsylvania have been
designated as CAHs. As members of the Pennsylvania Critical
Access Hospital Consortium, the hospitals collaborateshacke

best practices to improve quality outcomes, strengthen workforce,
improve rural emergency and trauma systems, and enhance

population health improvement in their communities.

The hospital is the anchor of the rural health care delivery system.
A new paradigm is needed to ensure that small rural hospitals
remain financially viable and can continue to serve the needs of
their communities. 't 1s in t

to receive the support necessary for them to provide thth lvaae

26



services that are not met through public health, community health
centers, or the private practice of medicine. The question is not
whether governmershouldbe involved, buhowit should be
involved. The marketplace needs adjustments andassgsfrom

the public sector to sustain health care access in rural areas.

In rural areas, the loss of any provider across the continuum is felt
more profoundly. Diminishing access to any element of the health
care continuum can have a devastating ihpaother

components of the health care system. Historically, changes to
payment or delivery policy for one element of the continuum have
frequently been made with | itt
consequenceso to the r eadeofof t
interdependency of each element of the rural health care system
and to the economy, it is essential that policy decisions not be
made without a critical analysis of what the overall impact will be

on the health ofural Pennsylvanians

Questions to ask and issues to address in ensuring
access to health care services across the continuum

include:

1 Should the state determine which hospitals are necessary for

geographic or economic access? If so, how?

1 Could a state capital funding program teveloped for these
safety net facilities for renovation, expansion of outpatient
space, needed equipment, and to develop technology linkages

with larger institutions and health systems?

1 Isit possible to base financial assistance to small rural
hospitalson their ability to address the health care needs of the
communities they serve and outcomes and quality of care

delivered?
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1 Should supplemental funding for technical assistance
(financial, technology, human resous@nd other) be

developed to promote the viability of rural hospitals?

1 How might payment and regulatory policy in one area of the

continuum impact other areas of the continuum?

1 Should Pennsylvania, when evaluating proposed policy,
regulation, and legislabn, routinely analyze the potentially
disproportionate impact of the proposals on rural areas,
particularly because of the significant interdependence of all
elements of the health care continuum and all areas of the
rural economy on one another? Thatshould a rural impact

analysis be required on proposed legislation and regulation?
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Emergency Services in Rural
Pennsylvania

Access to effective emergency services in rural Pennsylvania
requires collaboration between two systénpsehospital
emergency medical services (EMS) and hospital emergency
departmets. Both systems are currently undensiderable stress,

in large part due to workforce shortages.

Most rural EMS units rely on volunteer attendants and their low
volume and profit potential lead to an inability to attract and retain
private sector EMS services. Many rural hospitals, likewise, have
difficulty attracting physicians to staff their emergency
departments. Inconsistent volumes of patients make it difficult for
rural hospitals to attract boacgrtified emergency medicine
physicians, resulting in a reliance on primary care physicians to
staff the emergncy departmentDiscontinuing emergency services
or closing a hospital emergency department does not solve the
problem for a rural community; it just shifts the burden to another

community or service.

Injury-related mortality is 40 percent higher foraluresidents.

This higher mortality rate is due, in large part, to motor vehicle
crashes. Inrural areas, these are more likely to be fatal due to
delays in discovery of the crash and longer transport times. The
average transport time in Pennsylvaniadgatient injured in a
rural county to arrival to a trauma center is 113 minutes. This is
beyondthe6ni nut e A Gol den

mortality is at its lowest.

To help alleviate this issue, the Pennsylvania Trauma Systems
Foundatiorfollowed the lead of other rural states in the country in
creating standards of trauma center accreditation for Level IV

Trauma Centers. Level IV Trauma Center accreditation enhances

care of injured patients within the emergency department through a

hospt al 6s i mpl ementati on of cl i
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trauma patients and strict policies on timeliness of care from the
time of arrival to treatment ani necessary, to transport to a higher
level trauma center. This, coupled with rigorous pertoroe
improvement efforts and a strong mentoring partnership with a

hi gher | evel trauma center, en
rur al regions. Pennsyl vani ads
to nontrauma centers by offering the Rural Trauma Team
Development Course to hospital staffgite. This course, taught

by trauma surgeons and nurses, teaches principles of trauma care
that support rapid diagnosis and transport to a trauma center.
Multiple studies done on the effectiveness of the course stavwn
significant drops in intefacility transfer times after the course was

conducted.

Currently there are two accredited Level IV Trauma Centers in
Pennsylvania antll hospitals are pursuing Level IV accreditation.
Three of the pursuing hospitals &#tical Access Hospita)svhich

arelocated n Pennsyl vaniads most ru

The following map shows the locations of the accredited trauma
centers in Pennsylvania, as of March 2016, noted by red roman
numerals and those pursuing accreditation derimtegbld, yellow,
and white boxes. Gaps in trauma center access are most clearly

noted in the rural counties in the nedéntral part of the state.
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Hospitals Pursuing Trauma Center
Accreditation
_ ]

{ Meyersdale

D Urban : Rural
Total Number of Trauma Centers: 38

Adult Level | = 10 Adult Level Il = 15 Gold Pursuing L4 accreditation (12)
Pediatric Level 1 =3 Combined Adult 1/Peds Il =2 White
Combined Adult I/Peds | = 1 Level lll =2

Level IV=5 Updated October 7, 2016

Pursuing L2 accreditation (3)

Source: Penngyania Trauma Systems Foundati@016 Map bythe Center for
Rural Pennsylvania.

Support of Critical Access Hospitals in becoming Level IV Trauma
Centers is occurring through funds disseminated through the
Medicare Rural Hospital Flexibility Program administered by the
Pennsylvania Office of Rural Health. Even with the funding,
Critical Access Hospitals find it difficult to achieve accreditation
due to financial challenges and workforce issues. More resources
are required to ensure that the level of rural emergency services is

consistent with those provided in urban areas.

Potertial solutions to enhance care in rural areas include the
enhanced use of telemedicine and electronic medical records. Oth
solutions from a workforce perspective inclutleuse of Physician
Assistants, Nurse Practitioners, and Community Paramedics who
could be instrumental in enhancing care in medically underserved

rural areas.

While emergency service issues are formidable, many of the
difficulties can be alleviated with a commitment from both state and
local government to provide additional resoureesovative

legislation, and systemwide planning. Adequate pfeospital care
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in rural communities requires the development of integrated and
cooperative systems of care. It requires a fair exceptions process t
provide flexibility to local communities imeeting the intent of
regulation and law. It requires sufficient reimbursement to support
EMS system development and health professional recruitment,
retention, and education. Finally, it requires awareness,
acknowledgment, and attention to the inhedBffiérences between

service delivery issues in metropolitan versus rural areas.

Questions to ask and issues to discuss in developing
initiatives to Iimprove the sta

services delivery system include:

1 How can access to quality engency services for rural

residents of Pennsylvania be ensured?

1 How can EMS policies be developed that support enhancing the
quality of care given, yet allow for flexibility in rural areas in

meeting the intent of regulations?

1 How can current regulationgegarding norphysician provider
practice be changed to facilitate emergency services without

compromising patient care?

1 How can we be sure that statewide policy recognizes the
inherent differences between urban and rural areas of the

commonwealth?

1 How canwe encourage improved outcomes and enhanced
guality while recognizing and supporting the large volunteer

component of our rural EMS delivery system?

1 How can we leverage technology to both improve care and

reduce costs for rural emergency services?
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Perinatal Care in Rural Pennsylvania

The future of any community depends on the health andbseig

of all of its citizens, especially children. Providiggality prenatal
and postdelivery care to mothers and ongoing care to infants and
children should be an intrinsic goal of any community. Efforts
need to be directed toward addressing the issues of low birth
weight babies, lack of early prenatal care, births to single teens,
infant mortality, child deaths, health insurance for childeard
immunizations.Since Medical Assistance funds one of every three
births each year in Pennsylvania and is the most important source
of financing for cost of care for premature infants, changésa

program to help address this growing crisis are needed.

Pennsyl vaniads rural areas ha\
than urban areas of the state. From 2010 to 2014, Pennsylvania
had 423,410 total births, with 19.6 percent of those births
ocaurringintheco mmo nwe al t h 6 s Raughlyéa | C ol
percent of all state births were to mothers 19 years of age and
younger with 41.6percentof all births to unmarried mothers.
Additionally, from 20122014 41 percentof birthsin rural areas

were b mothers receivingyomen, Infants, and ChildrelkMIC)
servicecompared to 3percentn urban countieswith over 70
percentof the mothers receiving prenatal care in the first trimester
for both rural and urban arealsess tharl percentof mothers in

rural counties did not receive prenatal cangh approximately2

perceninot receiving prenatal care in urban counties.

From 2012 to 2014, Pennsylvania mothers delivered 34,142 low
birth weight babieg¢less than 500 gram}§ down from 58,011 low
birth weight babies born from 2068013. Seven percent of low
birth weight deliveries were in rural counti@sth 8 percent
occurring in urban counties. Over @ércentof mothers repoed
initiating breastfeeding after Ibirfrom 20122014.
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Since Medical Assistance funds one of every three births each yee
in Pennsylvania and is the most important source of financing for
thecost of care for premature infants, changes in the program to
help address this growing crisis are needeak. examplein some
regions Federally Qualified Health Centers (FQHCs) have stepped
up to meet community need by expanding their services to offer
deliveries, but payment policy is impacting this alternative as well.
FQHCsthatdeliver babies are finding that thaye losing money

and are reevaluating whether they can continue to offer the service

which is not required within the FQHC scope of services.

The Department dfluman Servicekas made strides to adjust
payment to encourage more clinicians to prowbsetrical
services with development of the Healthy Beginnings Plus
program however, a reassessment of barriethtseservices is
indicated.

Questions that need to be asked when examining

perinatal care in Pennsylvania include:

I How can access to materrahd child health services for rural

Pennsylvanians be ensured?

1 What payment policy changes could be made to support
increased access to perinatal services in rural areas of the

commonwealth?

1 How do we ensure that rural families are educated about the
needfor regular, preventive medical care, including prenatal

care?

9 Should hospital regulatory changes be considered to expand

nurse midwife privileges?
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1 What incentives could be offered to attrantiretain more
clinicians who provid@bstetrical and gynedogical services

in underserved areas of tktemmonwealth?

1 What payment policy changes might encourage ra@idCs
to offer delivery as providers who work for FQHCs already
have the incentive dfie Federal Tort Claims Act (FTCA)

medical malpractice coveragor their clinicians?
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The Rural Elderly

In addition to having one of the largest rural populations in the nation,
Pennsylvania has the added distinction of rankirthin the percent
of elderly residentsationwide

Rural elderly face the same challenges of age as their urban
counterparts, but these challenges are often compounded by greater
isolation that exists in rural living. Lack of public transportation
trarslates into a greater reliance on others for access to basic supplies
and services. Data from 202014 slow that over 350,000 adults age
65 and olderor 63percentin rural Pennsylvania counties had a
difficulty that made completing activities of daily living arduous.
Roughly 17percentwere deaf ohada serious difficulty hearing.2
percentwere blind or had difficulty seeing, even when wearing
glasses22 perenthad ambulatory issues such as walking or climbing
stairs and 7.4percenthad difficulty bathing or dressing.

A shortage of health professionals translates into undiagnosed and
untreated conditionslnadequate financial resources translate into
delays in care until expensive emergency care becomes a necessity.
And geographic isolation often translates into malnutrition, loneliness
and depression. For many rural elderly, we can also add pooehty

list of challenges. Often, rural poverty goesaticed and disguises

itself in the cloak of the scenic rural countryside.

Any of these challenges can compromise the ability of the rural elderly
to maintain their independence and remain in their own homes. In
Pennsylvaniagfrom 20102014 approximatey 23 percentor 134,079

rural residents age 65 or older had cognitive difficulties or difficulties
with independent living.These difficulties ranged from difficulty with
remembering, concentrating or making decisions to having difficulty
doing errandssuch as visiting a doct office or shoppinglf the

need for care and support arises, rural areas often lack many of the
alternativessuch as adult day care, personal care hpameslow

income group housin@ffered by their urban counterparts.
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Unfortunately, even if these alternatives are available, nursing home
placement is often inevitable for te&lerlypoor because of the lack of

government subsidy for options like personal care or assisted living.

According to 2015 U.S. Census Buressiimatesthere were

approximately 647,500 rural residents 65 years old or older. These senic
citizens comprise 19 percent of
residents. In urban Pennsylvania, senior citizens comprise 16 percent of

the population.

Between 2010 and 2015, the number of rural and urban senior citizens
increasedy 11 percent. This increase is due to the aging of the Baby

Boomers (persons born between 1946 and 1964).

According to population projections developed by the Pennsylvania Stat
Data Center, over the next 25 years (2015 to 2@H@)number of rural
senior citizens is projected to incredse39 percent. In urban areas

there is projected to be a 54 percent increase.

In 2040, it is projected that one-four (25 percentjural Pennsylvanians
will be 65 years old or older. In urban Pennsylvaniis projected that

22 percent of the population will be 65 years old or older.

The first mapon Page 38hows the projected populatiohthose agé5
years and olden Pennsylvara by 2040 and the second shows the

percent change ithatpopulation from 2012040.
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Percent of County Population 65 Years Old
and Older, 2040 (Projected)
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PercentChange in Persons 65 Years Old
and Older, 2015 to 2040 (Projected)
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The question that confronts rural advocates is how to address the health

care needs of a burgeoning elderly population. This is critical not just for
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rural Pennsylvania, but also for the state and nation as a waeare
already beginningtoseeadegno ap hi ¢ revol ution
is expected to reach tidal wave proportions within a handful of
generations. A radical transformation of the health care delivery system
is needed to meet the challenges of an aging populaioyone who

doubts tls should look at the impact of the growing elderly population on

rural Pennsylvania.

Rural health care providers are struggling financially, largely because
they serve a disproportionately elderly population and rely heavily on
Medicare and Medical Assetce. In addition, many of the struggles of
rural providers to meet their staffing needs are a reflection of
demographics that include a growing elderly population coupled with a
declining younger population base. This results in an inverted pyramid o
low resources and low populations struggling to meet the significant and
escalating needs of a growing elderly population.

Questions to ask and issues to address in meeting the needs

of rural elderly:

1 Inwhat ways could the options available to rural eldeequiring

supportive care be enhanced?

1 How can the needs of a growing elderly population be adequately

addressed with declining resources?

! What innovations to the organization and delivery of care should be

considered?
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