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Chapter 4
The State Rolein Rural Health

INTRODUCTION

Faced with dwindling Federal resources, States
have assumed more responsibility for defining and
addressing their health care needs. The potential role
for Statesin improving rural health servicesislarge
and diverse (table 4-1). To carry out this role, severa
States have created State offices of rura health, and
many have developed specific legidative and ad-
ministrative initiatives. In some States, sweeping
changes in rural health care policy and ddivery have
developed quickly. In others, policymakers and
planners are only just beginning to address rura
health issues.

This chapter presents an overview of State rural
health activities, discusses these activities, and
profiles selected recent State rural health legislative
initiatives."

OVERVIEW OF STATE RURAL
HEALTH ACTIVITIES: RESULTS
OF AN OTA SURVEY

OTA conducted a survey of Statesin fall 1988 to
identify: 1) those rural health issues States perceive
to be most critical, and 2) specific activities and
programs that States had undertaken during the past
3 years to address these issues. The survey targeted
organizations that were either State-based or State-
supported and that were involved in rural health
planning, development, research, or policy. All 50
States responded to the survey.

The survey defined a State activity as any activity
in which the State was involved directly (through
regular paid staff time or State budget authority) or
indirectly (e.g., through contract to an outside

Table 4-I—Potential State Roles for Improving Rural Health Services

rural health polic

Developin
7 ﬂsh specia oftice, task fore e, or commis —

« Estab
son . )
= Conduct specia studies
Providing technical assistance and information to
rural providers and community groups
= Provide technical assistance to promote
regionalization and integration of services .
» Provide information to providers and community
groups ] )
Assessing and changing State laws and regulations
m Assess inpact of regulatory requirenents for
smal|l and rural hospitals
w Change State licensure laws and regulations to
pronote greater flexibility in the staffing and
configuration of rural nedical facilities
» Change certificate-of-need requirenments or
create special exenptions for rural nedical
facilities
s Change State scope-of-practice laws to permt
greater use of nidlevel practitioners in rural
areas
w Create nore flexibility in the definition of
“continuous service” for emergency medical
facilities
Maintaining Needed services
sEstablish criteria for designating “essential”
rural providers or for intervening in possible
closure of rural hospital

» Provide grant funds to pronote |inkages between
facilities and to stinulate the devel opnent of
new nodel s and approaches

s Create special capital equipment funds to assist
hospitals needing access to lowinterest capital
| oans

Increasing the availability of health professionals

v Establish scholarship programs for rural pro-
viders

» Fund rural preceptorship prograns

v Permit and encourage the cross-training and nul -
tiple certification of allied health profes-
sional s

Increasing payment or financing

= Expand Medicaid eligibility for the poor

mlncrease Medicaid reinbursement to reflect “true
costs” of providing services in rural areas

sStimulate private sector funding through sub-
sidies for health insurance for |owincone rural
wor ker s

s Change reinbursenent to provide nore incentives
for providers practicing in rural areas

slncrease reinbursenent to rural clinics provid-
ing Medicaid-covered anbulatory services

slncrease reinbursement for rural energency
cal services and transportation services

medi -

SOURCE:  D. Hel ns,
care workshop sponsored by the National

1988.

“The Role of the State in Inproving Rural
Cent er

Heal th Care," paper presented at a rural health

for Health Services Research, Rockville, MD, Nov. 29.

10ther State rural health activities are discussed in chs. 7,8, 11, 13, and 15 of this report.
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Table 4-2—List of Respondents to OTA’s 1988 Survey of State Rural Health Activities

Nunber
State respondent s Entities whose activities were reported
Al abanma 1 * Department of Public Health
Al aska 1 * Division of Public Health, Department of Health and Social Services
Ari zona 1 * Rural Health Office, University of Arizona
Arkansas 2 * Section of Health Facilities, Services & Systems, Department of Health
* Arkansas Area Health Education Centers Program
California 2 * Office of State Health Plamming & Development
* Rural and Cessmsmiity Health Division, Department of Health Services
Col or ado 1 * Department of Bealth
Connect i cut 1 * State of Commecticut
Del anar e 1 * Division of Public Health, Department of Health and Social Services
Florida 1 * State of Florida
Ceorgi a 2 * Center for Rural Health, Georgia Southern College
* Primary Health Care Sectiom, Division of Public Health,
Department of Human Resources
Hawai i 1 * Department of Health
| daho 1 * State of Idaho
[I'1inois 1 * State of Illinois
I ndi ana 1 * State of Indiana
| owa 1 * State of Iowa
Kansas 1 * State of Kansas
Kent ucky 1 * State of Kemntucky
Loui si ana 1 * State of Louisiana
Mai ne 1 * State of Maine
Maryl and 2 * Primary Care Cooperative Agreement Unit, Department of Health and
Mental Hygiene
* Maryland Health Resource Plamning Commission
Massachusetts 1 * Department of Public Health
M chi gan 1 * Division of Health Facility Plamming & Policy Developmemt, Bureau of
Health Facilities, Department of Public Health
M nnesot a 1 * Department of Health
M ssi ssi ppi 1 * Office of Primary Care Liaison, Department of Health
M ssouri 2 * Bureau of Primary Care, Division of Local Health & Institutional
Services, Department of Health
* Certificate of Need Program, Department of Health
Mont ana 1 * Bureau of Health Plamming, Department of Health & Environmental Sciences
Nebr aska 1 * State of Nebraska
Nevada 2 +* Nevada Office of Rural Health, University of Nevada
* Division of Health, Department of Human Resources
New Hanpshire 1 * Division of Public Health Services, Department of Health and Human Services
New Jersey 1 * State of New Jersey
New Mexi co 2 * Primary Care Secticm, Public Health Division, Department of Health
and Environment
* New Mexico Health Resources
New Yor k 1 * State of New York
North Carolina 2 * Office of Health Resources Development, Division of Facility Services,
Dr:yaj. tment of Human Resources
* North Carolina Area Health Education Centers Program
North Dakota 2 * Department of Health
* Cemter for Rural Health Services, Policy & Research, University of North Dakota
Chio 1 * Primary Care Section, Office of Health Resources, Department of Health
Okl ahoma 3 * (klahoma Health Plesssimg Commission
* Oklahoma Physician Manpower Yraining Commission
* Department of Health
Oregon 1 * State of Oregon
Pennsyl vani a 2 * Division of Hospitals, Department of Health
* Bureau of Health Financing & Program Development, Department of Health
Rhode Island 1 * State of Rhode Island
South Carolina 1 * Office of Primary Care, Department of Health and Environmental Control
South Dakota 2 * Department of Health
*

Rural Health Program, University of South Dakota School of Medicine
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Table 4-2—List of Respondents to OTA’s 1988 Survey of State Rural Health Activities-Continued

Nunber of

State respondent s Entities whose activities were reported
Tennessee 1 * State of Temmessee
Texas 3 * Department of Health

* Department of Agriculture

* Texas Higher Educatiom Coordinating Board
U ah 1 * State of Utah
Ver mont 1 * State of Vermont
Virginia 1 * State of Virginia
Vshi ngt on 1 * Department of Health
Vest Virginia 1 * Department of Health
W sconsi n 1 : State of Wiscomsin
Woni ng 1 Health Department

8Boldface type indicates the entity for which the respondent reported activities. Normal type indicates the
location of that entity within the State government or other organization.

SOURCE:  Office of Technology Assessment, 1990.

organization). The survey asked central State health
administrative officers in the targeted organizations
about State activities in areas such as technical
assistance, specia rura hedth initiatives, personnel
issues, and research. It did not explicitly attempt to
obtain information about programs not formally
linked to the State, although some respondents used
open-ended questions to describe such programs. A
description of the survey methods, a copy of the
survey instrument, and alist of addresses of survey
respondents are included in appendix D of the report.

General Description of Responding
Organizations

Table 4-2 shows the entities whose activities are
reflected in the survey.

Organizational Base and Authority

Of the 65 responding organizations in 50 States,
57 were State-based, 7 were university-based, and 1
was a private nonprofit organization created through
Governor’s action that later gained |egidative author-
ity. Most of the organizations (62 percent) had been
established through State legidlative authority, with
a substantial minority (35 percent) established
through administrative authority.

Funding

States inconsistently reported financial data,*but
OTA was able to analyze State rural health activity

Table 4-3-Changes in State Rural Health Budgets®,
1987-89

Percent change in rural

heal th budget®, 1987-89 Number of States’

Alordess. ..o 2
20 through =40 . . . . o oo 3
SLthrough 20 . . o o o 3

0 through +20 . . . . . . . . .. ... 13
+21 through +40 . . . . . . . . ..o 4
Heloorogreater ... 8
Total number of States reporting . . . . . . 33

2Respondents were asked to provide figures reflecting

their total budget for rural health activities for
1987, 1988, and 1989. Methods of budget calcul a-
tion varied considerably. For multiple respondent
States, budget figures for all respondents were to-
taled and the percent change was cal cul ated from
the total.

Responses fromonly 33 States were used in this
anal ysi s because sone States were unable to provide
conparison data for 1987.

SOURCE:  Office of Technol ogy Assessnent, 1990.

funding sources for 1989 for 42 States and tota rural
health budget changes nom 1987 to 1989 for 33
States.’Although the majority of States reported
modest increases in their total rural health budgets
from 1987 to 1989, the budgets of nearly one-fourth
of the States (8 of 33) had decreased (table 4-3).
States' dependence on Federal, State, and other
funding sources varied widely. The proportion of
funding derived from Federal sources ranged from O

2See app. D.

3For States with more than one respondent, Weighted percentages were determinedifallrespondents had provided financial data. If all respondents

had not provided data, data from that State were regarded as missing.
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Table 4-4-Funding Sources of Organizations Responding to OTA’s Survey of State Rural Health Activities, 1989

Mean percent of 1989 funding

a, b derived from

Federal sources State sources Ot her sources’

Al States (42)% . . . .. 44 42 12
Regi on: *

Northeast (5) . . . . . . . ... 51 35 15

South (18) . . o o 40 48 12

Mdwest (12) . . . ... o 44 31 17

Wst (10). . . . o 47 49 5
“More rural” States (14). . . . . ... . ... ... 38 55 7
“Less rural” States (28). . . . . ... . ... ... 47 32 14
States with an ORH (11)8.. ... .. ......... 47 42 11
States Wi thout an ORH (31)°. . . . . . . . . . . .. 43 42 12

3of the 42 States providing financial data, 41 provided 1989 budget

estinmates. The 1988 pudget estimate was avera%ﬁ
S were calculated Dyaveraging th,individu

This explains why the rows do not add up to 100.

or each

C'Qther” sources can include private funding, local funding, and fee-for-service revenues. .
dyumbers | - Parentheses denote number of States in each category fO which financial information 'as available

for this analysis.
See app. F for a list of States in each region.

£

ing in nonmetro areas in 1986 (“nore rural” ~over
a list of States. )

States were classified as “nore rural” or “less rural" gepending on the percentage of their population resid-
50 percent; “less rural” “0-50 percent. (See app. D for

gAn “office of rural health” (ORH) was either identified as such by a respondent or was known to be an office

whose primary responsibility was to admnister to the health needs of rural areas of the State.

(See app. D

for a list of ORH States and an explanation of how these States were identified. )

SOURCE: O fice of Technology Assessment, 1990.

percent in one State to 100 percent in 6 States.
Eighteen States (42 percent) derived more than 50
percent of their funding from Federal sources. State
funding likewise ranged from O percent in 8 States
to 100 percent in 5 States. Twenty-five States (59
percent) received more than 50 percent of their
funding from State sources.”

In general, '’ more rural” States received a higher
percentage of funding from State sources and a
lower percentage of funding from Federal sources
than did “less rural” States (table 4-4).°One
explanation may be that “more rural” States are
appropriating more State funds for rural health
activities; aternatively, the Federal Government
may be directing its rural health funding to “less
rural” States. States with an office of rura heath
(ORH) had a higher percentage of funding from

Federal sources than did States without an ORH.°A
possible explanation is that ORH States have a more
centralized focus for rural health efforts and have
been more successful in obtaining Federal funding.

Mean proportions of State and Federal funding
did not differ greatly among regions,’but States in
the South and West reported somewhat greater
dependence on State funding sources than did States
in the Northeast and Midwest. States in the West
reported much lower dependence on “other” fund-
ing sources (e.g., local and private funding and
revenues).

Conversations with several respondents revealed
that, in a number of States, the magjor source of
funding was a Primary Care Cooperative Agreement
with the U.S. Department of Health and Human
Services (see ch. 3). Other Federal funding sources

estimates and 1 provided 1988 budget
d in with those For 1989.

percent ages State within a given source category.

4The proportion of funding from sources other than Federal and State gover nmentranged from O percent in 25 States to over 70 percent in 3 States.

SStates were classified as ¢ ‘more rural’’ or ‘‘less rural’’ depending on the proportion of their population residing in nonmetro areas in 1986 (‘‘more
rural”’ = over 50 percent; ' |€SS rural” = 0 to 50 percent). (See app. D for a list of States.) Seventy-nine percent of the “MOre mral** States providing
financial data received more than 30 PETCent of their funding from State SOUCES, compared with 48 PEFCENt of ““less rural”” States. o

6An ““office of rural health”’ was either identified as such by arespondent or was known to be an office whose primary responsibility was to administer
to the health needs of rural areas °f e State (S€€ aPP- p for 4 Iist of ORH States and an explanation of how these States werg identified.) Eighty-two
percent of ORH States .. ..ived more than 30 percent of . funding from State sources, compared with 50 percent of non-ORH ¢ 0.

TStates were divided into four standard regions: Northeast, South, Midwest, and West. (See app. F for the States included in each region.)
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Table 4-5-Overall Activity Strength®of States Responding to OTA’s Survey of State Rural Health Activities®

“Less active”
(0-15 activities)

“More active”
(31-54 activities)

“*Active”
(16-30 activities)

US total [50]° . . . . . 11 (22%°
Wthin regions:
Northeast [9] . .. ... ... ... ... ... 3 (339
South [16] . .. ..o 3 (19%
Mdwest [12] .. ... .o 3 (25%
Vst [13] ... 2 (15%
“More rural” States [15] . . . . ... 3 (209
“Less rural” States [35] . . . .. ... 8 (239
States with GRH[12] . . ... ... ... . ... .... 0 (0%
States without ORH[38] . . . . . . . ... ... . ... 11 (29%

18 (36% 21 (429
5 (56% 1 (11%
3 (19% 10 (63%
5 (42% 4 (339
5 (38% 6 (46%
6 (40% 6 (40%
12 (34% 15 (43%
5 (42% 7 (58%
13 (34% 14 (37%

Bpctivity strength measures only nunber of reported activities,

tivities.

not level of effort expended in these ac-

Respondents reported activities they had been directly involved in at any tine during the past 3 years. The

end date of this period was |ate 1988 or early 1989,

depending on the State.

CNumbers | . Orackets denote number of States in each category for which data were analyzed.

dyumbers | - Parentheses indicat,the percentage of States within that region or category that '

tive,” “active,” or “nmore active.”
SOURCE:  Office of Technol ogy Assessment, 1990.

included block grant funding to State health depart-
ments, special research or program grants, and
Federal funding to health professions schools.

Rural Health Objectives

Organizational objectives cited by respondents
ranged from the very broad (e.g., providing informa-
tion to increase awareness of rural health issues) to
the very specific (e.g. providing mobile dental
health services). Some of the more frequently
mentioned objectives concerned:

+ improving access to primary health care serv-
ices, either throughout the State (13 States) or
specifically inrural areas (12 States);

« provider recruitment and retention (22 States);

« rural hedth care systems development and
network coordination (21 States);

« technical assistance to health care providers
and communities (12 States);

+ needs of underserved and at-risk populations
(11 States);

« resource identification and procurement (7
States);

« support of emergency medical services activi-
ties such as planning, training, and technical
assistance (estates); and

« development of rural health policy, plans, and
standards (estates).

“less ac-

Rural Health Activities

Specific Activities
The survey asked whether responding organiza-
tions had been directly involved during the past 3

years in specific rural health activities within the
following categories:’

« provider recruitment and placement;

« financial assistance to local organizations,

« technical assistance to rural communities,
health facilities, and health providers;

« rurd health research;

« rural health systems coordination and imple-
mentation;

« education;

+ legidative affairs relating to rural health; and

« rural health-related publications.

The survey form suggested 54 specific activities
within these categories; on the average, respondents
identified 25.5 that were conducted in their State.
Total number of activities ranged from | to 44. The
number of activities reported tended to be greater in
the South and West than in the Northeast and
Midwest (table 4-5). No notable differences were
found between “less rural” and “more rura”
States; however, States with ORHSs tended to engage
in more activities than did other States.

8As noted in app. D, the survey did not attempt to determine the level of effort respondents or their agencies'were devoting to any given activity.
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Table 4-6--State Provider Recruitment and Placement Activity®

Range of nunber Nurber  of
Number of States that recruited providers of placements in States that
Recruited Recruited but States that placed at did not
Tot al & placed di d not placeb | east one provider recruit
Physician (MDO°. . . . . . . . . .. . ... 35 33 2 1- 602 14
Registered nurse . . . . . . . . ... ... .. 16 11 5 1 - 520 33
Nurse practitioner . . . . . . . .. ... ... 19 7 12 1-10 31
Physician assistant . . . . . . . ... . ... 17 7 10 1- 12 33
Mental health professional . . . . . . . 15 8 7 2 - 17 35
Dentist. . . ..o 8 8 0 1-8 42
Pharmacist. . . . . 3 3 0 1- 27 47
Physical therapist. . . . ... .. ... ... 4 4 0 1- 12 46
Paramdic. . . ... 1 1 0 19 - 19 49
Cther providers’. . . . ... .. ... ... .. 10 10 0 1- 194 40

3States were asked t. report the nunber of providers recruited and placed during the Past 3 Years.

date of this period was late 1988 or early 1989, depending on the State.
and placerment activity carried on by the responding State organizations,

bJ?roportion of all such activity in the State.

The end
Nunbers reflect only recruitnent
which nmay only be a small

his indicates the number of States that recruited a particular type of provider but did not place any during

the past 3 years. For exanple,

if a State recruited 9 physicians and only placed 3, it would not be counted

in this colum but rather in the second colum of this table. In this sense, it is an underestimtion of the
nunber of States that had difficulty filling all of the positions for which they were actively recruiting.

®Data NOt available for one State.
d,.. providers recruited include:

therapists, dental hygienists.
SOURCE:  Office of Technol ogy Assessment, 1990.

nutritionists,

Provider Recruitment and Placement—Thirty-
eight of the 50 States (76 percent) reported that they
had engaged in provider recruitment and placement
activities.” Of these, more reported recruitment and
placement of physicians than of other health profes-
sionals (table 4-6). The number of providers placed
varied widely. One State had placed only a single
physician during the past 3 years, while another had
placed 602. A considerable number of States re-
ported unsuccessful attempts to recruit nurse practi-
tioners and physician assistants. States most fre-
quently recruited through the National Health Serv-
ice Corps (NHSC), service-contingent State scholar-
ships, State loan forgiveness/repayment programs,
and placement services (figure 4-1). Nine States
reported using other types of financia incentives
(e.g. recruitment travel assistance) to attract and
place health personnel.

Regional comparisons showed the South to be
particularly active in provider recruitment and place-
ment. More States in the South (63 percent) were
likely to use the NHSC as arecruitment source than

l'icensed practical nurses, occupational therapists, speech

were States in the Northeast (22 percent), West (50
percent), and Midwest (42 percent).” Southern
States were also more than twice as likely as States
in other regions to recruit through State loan
forgiveness/repayment and scholarship programs.
Other recruitment methods used by States included:

« aprogram that provided travel allowances to
prospective physicians for visits to practice
sites (North Carolina),

+ abonus of $20,000 to any physician willing to
locate in a designated shortage area (Okla-
homa),

+ aloan fund to help physicians and communities
establish rural primary care clinics (Arkansas),

« a program to provide equipment and startup
funds for physicians locating in areas eligible
for the State' s loan forgiveness program (New
York),

+ establishment of rural placement offices in
State medical schools (Oklahoma),

« atuition reimbursement program for physicians
locating in communities of 2,500 or fewer

*These numbers ref|ect only recruitment and placement activity carried on by the responding State organizations, which may only be a smait

percentage of all Such activity intestate.

10This may be areflection of the relatively high concentration of potentially qualifying NHSC placement sites in the South compared with other regions

(seech. 11).
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Figure 4-I-State Use of Provider Recruitment and Placement Methods®

Method

National Health
Service Corps

State scholarships in
exchange for serwce
in rural areas

:
State loan forgiveness §

repayment programs \

Other financial
incentives N\

Placement service

Other recruitment
methods

N\\\\\\\\\\\\\\\\\

23

20

30 40 50

Number of States using method

aStates were asked to report methods used to rectuit personnel during the past 3 years. The end date of this period was late 1988 or early 1989, depending

on the State.
SOURCE: Office of Technology Assessment, 1990.

residents (South Dakota),

e payment of malpractice insurance premiums
for obstetricians (Tennessee),

e requirements that State medical residency pro-
grams actively recruit physicians to under-
served areas (Texas),

e newsletters advertising available positions,

e |ow-interest loans in exchange for service in
rura areas, and

¢ alocum tenens'program for nurse practition-
ers and physician assistants.

In telephone conversations and in open-ended re-
sponses, some respondents indicated that reduction
of the Federal NHSC program had had a negative
impact on physician availability in undeserved rural
communities.

Financial Assistance to Local Organizations-Thirty-
five States (70 percent) were offering some form of
financial assistance to local organizations and indi-
viduals. Only 3 were providing loans to local
organizations, while 9 were providing funds on a
matching basis, and 31 were providing direct un-

matched subsidies. Fifteen States were providing
other types of financial assistance. States in the
Northeast and South were more likely to have
provided local financia assistance than were those
in the Midwest and West. Some examples of State
financia assistance include:

e provision of living allowances to nursing and
medical students while they are in clinical
training at rural practice sites (Arizona),

¢ |oan fund to support the development of local
services and improve access to services (Ar-
kansas),

e a Mortgage Loan Insurance Program to help
health facilities finance capital expenditures at
reasonable cost (California),

e matching funds for local transport systems for
newborn infants (Delaware),

e rural medical school demonstration projects
(Florida), and

o funds for recruitment and retention of primary
care providers in community health centers
(Tennessee).

1This is a program that provides personnel to cover for practitioners during vacation, educational, or other leave periods.
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Table 4-7—State Involvement in Rural Health Technical Assistance Activities®

Activity

States reporting
i nvol vement  (N=50)

Technical assi stance to rural communities:

RUSAMUAMUED designations. . . .. ... ...
Statewide rural health needs assessment. . . . . .
Ocher needs assessments. . . .. . ... . ... . ...
Community board training. . . . ... ... .. ... ...
Grant application assistance. . . . . ... .......
Programplanning. . . . . ... .. ...
Resource identification. . . . ... ... ... ... ...
Cther types of technical assistance. . . . . .. ..

........................ 41 (82%
..................... 29 (58%
......................... 34 (68%
........................ 24 (48%
....................... 39 (78%
.......................... 37 (74%
........................ 45 (90%
...................... 16 (32%

Techni cal assistance to rural health facilities/providers:

Facility devel opment/construction consul tation
Grant application assistance. . . . . ... ... ....
Menagement assistance . . . .. ... ...
Cther types of technical assistance. . . . . .. ..

.................. 26 .(52%
....................... 40 (80%
......................... 31 (62%
...................... 18 (36%

2Re spondents

reported activities they had been directly involved in at any tine during the Past °*years. .

end date of this period was late 1988 or early 1989, depending on the State.
HMSA = Health Manpower Shortage Area; Mya = Medically Underserved Area; MUP = Medical |y Underserved Popul a-
tion. These are Federal designations used for the allocation of Federal health resources, and they require

substantial involvement of State and local officials in the designation process (see ch. 11).
®Includes assessnents of needs of particular areas, Population, gand health facilities and services.

SOURCE:  Ofice of Technology Assessment, 1990.

Technical Assistance—States were very active in
providing technical assistance to rura communities,
health facilities, and health providers (table 4-7).
Out of 12 listed on the survey, the mean number of
technical assistance activities reported by States was
7.6. Only one State reported no involvement in such
activities. The types of technical assistance most
frequently provided by States were resource identifi-
cation, Federal shortage area designation application
assistance, “grant application assistance, and pro-
gram planning assistance. Other technical assistance
activities included:

e accreditation workshops for rural health facili-
ties,

e technica assistance to rural facilities for certificate-
of-need (CON) and licensure application,

¢ physician recruitment assistance,

e health provider contract negotiation,

e rural socioeconomic assessments and rura
survey assistance,

e assistance to small hospitals restructuring their
service and governing structures,

.market research and education,

. analysis of trends in rura hospital utilization
and financing, and

. expansion of Rural Health Clinic certification.

Research—Nearly three-fourths of all States
reported that they had conducted research on the
health status of rural populations or on rural health
personnel. Over one-half had conducted research on
rural health services utilization, rural health systems
coordination, or insurance coverage in the rural
population (figure 4-2).”

Rural Health Systems Coordination and Imple-
mentation--Most States had undertaken activitiesto
promote the coordination of rural health services and
facilities through the development of networks and
systems of facilities and providers (figure 4-3).0Only
three States (6 percent) reported no such involve-
ment. Participants in State-promoted health system
“alliances” “included, but were not limited to:
hospitals, primary care providers, health depart-
ments, mental health centers, health professions
education institutions, State primary care associa-

12Federal shortage area designations inciude Heal th Manpower Sbortage Areas and Medically Underserved Areas/Populations. See ch. 11 for

discussion of Federal and State shortage area designations.

13Responses [€f|€Ct research efforts on a variety of levels—primary and secondary, formal and informal.

14The term “‘alliance’’ was not defined in the queﬁionnai I'€. It may include arangements ranging from mergers to shared purchase or staffi ng
arrangements to informal referral networks between medical and other human service providers in rural and urban areas.
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Figure 4-2-State Involvement in Rural Health Research Activities®
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Number of States that conducted research on topics

aRespondents reported activities they had been directly involved in at anytime during the past 3 years. The end date of this period was late 1988 or early 1989,

depending on the State.

bother rural health-related topics included: border health utilization patterns (Az); allied health personnel in rural hospitals (FL); €mer gency medical services

(GA); perinatal care access (GA); family planning (GA); access to pharmacy services (GA); knowledge and practices in underserved populations regarding
acquired immunodeficiency syndrome (GA); geriatric care (Hi); long-term care (MD); travel time between rural hospitals (MD); frontier health services (NM,
SD); Federal and State-funded primary care-centers (TN); site-specific epidemiologic studies (TX); transportation systems in shortage areas (WA).

CValid responses were received from all 50 States.
SOURCE: Office of Technology Assessment, 1990.

tions, nursing homes, laboratories, and pharmacies.
Over one-half of States had promoted alliances
between hospitals and other health providers, while
nearly four-fifths of States had promoted alliances
that involved only nonhospital providers.

Nine States reported involvement in other types of
rural health systems coordination and implementa-
tion activities, including:

+ the development of adolescent health services
and prehospital emergency medical services
(Hawaii);

. the lowa Rural Work Group, which provided a
forum for discussion of a variety of rural
concerns among representatives of Federa and
State agencies,

« defining “rational service areas’ for primary
care to assist in State and local planning efforts
(Nevada);

+ development of multicounty health districts to
help consolidate and integrate health resources

in contiguous counties (Texas); and

« grant programs to encourage formation of
alliances between health service facilities (New
York).

Educational Activities-Forty-five States were
conducting rural health-related educational activi-
ties, with five States reporting no such activities.
Over two-thirds were involved in health professions
education for rural providers, and well over one-half
were involved in providing continuing education for
rural health professionals. Over one-half had organ-
ized Statewide rura health conferences (figure 4-4).

Legidslative Affairs--Forty-four States reported
involvement in legislative affairs. Thirty-four had
developed task forces or committees to address rural
health issues. Thirty-nine of the responding organi-
zations had worked with State legislatures and/or
legislative committees on rural health issues. Six
reported other types of involvement in legislative
affairs related to rura health. States in the Northeast
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Figure 4-3-Stated Involvement in Rural Health Systems Coordination and
Implementation Activities®
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3Respondents reported activities they had been directly involved in at any time during the past 3 years. The end date of this period Was late 1988 or garly 1989,

dependina on the State.

e term “alliance” was not defined for respondents, and may include a variety of formal and informal arrangements.

Cvalid responses were received from all 50 States.
SOURCE: Office of Technology Assessment, 1990.

were considerably less likely to report involvement
in legidative affairs (56 percent) than were States in
the South (100 percent), Midwest (92 percent), and
West (92 percent).

Publications-Rural health-related publications
had been produced by respondents in 40 States.”
The most common were policy recommendations
(21 States), newspaper articles (20), research reports
(18), newdletters (18), and information packets (17).
Other publications included annual reports and
evaluation reports.

Priority Areas for Rural Health Activities-The
survey asked respondents to choose three top
priority areas from among the nine broader activity
categories. As figure 4-5 shows, States most fre-
quently ranked rural health systems coordination and
implementation, provider recruitment/placement, and
technical assistance as high priorities.

See table 4-8 for the distribution of selected rural
health activities by State.

Comparative Characteristics of Active States

No notable differences in overall activity strength
emerged between “more rural” and “less rural”
States (see table 4-5). Concerning specific activity
categories (table 4-9), ‘‘more rural’ States were
dightly less likely to have engaged in NHSC
recruitment activity, financial assistance to loca
organizations, and rural health systems coordination
and implementation activities, but they were dightly
more likely to indicate involvement in legislative
affairs than were “less rural” States.

States with identifiable offices of rural health
were more likely to be “active’ or “very active”
than were non-ORH States (see table 4-5). ORH
States were slightly more likely to have engaged in
general provider recruitment and placement activi-
ties, NHSC activity, and educational activities, and

15Nine States reported N0 puUblications, and one State did not provide information regarding publications.
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Figure 4-4-State Involvement in Rural Health Educational Activities®
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WS ESsea 20

Statewide rural § ;
7
health conference &
\ _
N
Other educational \
activities \ 21
T T T T
0 10 20 30 40 50

States reporting involvement

@Respondents reported activities they had been directly involved in at anytime during the past 3 years. The end date of this periodwas late 1988 orearly 1989,

depending on the State.

bOther rural%leahh-re!ated educational activities repot-ted by States include: statewide emergency medical services conferences; developing i nstituti onal
alliances; local board training; management assistance workshops for rural providers; assistance in Area Health Education Center planning and liaison

activities; and grant writing seminars.
CValid responses were received from all 50 States.

SOURCE: Office of Technology Assessment, 1990.

they were much more likely to have conducted
research activities or to have developed special task
forces or committees to address rural health issues.
ORH States were less likely, however, to have
service-contingent State loan forgiveness/repayment
or scholarship programs.

Ranking of Selected Rural Health Issues

OTA asked respondents to rank six general heath
care delivery issues for the extent to which they
posed problems for rural areas (table 4-10). Health
personnel problems were the most pervasive. They
were more likely than any other issue to be ranked
highly, regardless of region, degree of rurality, or
presence of an ORH. Payment issues were also
frequently ranked among the top three problems.
Every issue was considered most important (ranked
first) by at least one State. States in the Northeast and
South more frequently ranked meeting the needs of
special populations highly, while States in the
Midwest and West more frequently stressed pay-
ment issues. Quality of care emerged as a major

concern more frequently in the Northeast than in
other regions, whereas Southern States were more
likely to emphasize services issues.

While “less rural” States were much more likely
to rank medica liability insurance costs/availability
highly, “more rural” States were more likely to
identify payment issues and meeting the needs of
special populations as major problems. ORH States
were more likely to stress medical liability insurance
costd/availability and less likely to identify quality
of care as a mgjor problem than were non-ORH
States.

States' activities were not consistently linked to
their perceptions of key issues (table 4-11). In
general, States that ranked a given issue among the
top three were either dlightly more likely than or
equally as likely as other States to be involved in
related activities. Activities that did not fit this
pattern included use of NHSC as a recruitment
method, State scholarship program, medical and
other health professions education, continuing edu-
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Figure 4-5-State Priorities for Rural Health Activities®’
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8For multiple respondent States, results are based on the response of a single respondent in each State identified as most knowledgeable about and central

to State rural health activities. Data were missing for one State.

hese categories correspond to activity categories on the survey instrument. Some respondents may have answered this question based on their current
priorities rather than on priorities that guided their activities during the previous 3 years.

SOURCE: Office of Technology Assessment, 1990.

cation for rural health professionals, and targeting of
uninsured populations in rural health programs and
activities. In these cases, States that had not ranked
the related issue in the top three were more likely
than other States to be involved in the activity.

Current and Future State Activities in
Rural Health

The survey asked respondents to briefly describe
three current activities or programs in their State that
had been effective in addressing rural health is-
sues.” Examples ranged from creating an ORH to
providing services to rural people with acquired
immunodeficiency syndrome (AIDS). Some of the
more frequently cited effective activities included:

. Provider recruitment and retention activities
(both educational and financial incentives),

. technical assistance activities,
. Medicaid expansion or reform, and
. primary care systems and facility development.

Finally, the survey asked respondents to describe
activities they would most like to see in their State
to address rural health issues in the future. Among
the wide variety of activities described, those most
frequently mentioned included:

« improving the availability of primary care
services in rura aress;
« creation of a State ORH;

+ development of rural health policy, plans, and
standards;

. facility planning and development;

« improvement of health insurance coverage;

« Medicaid expansion/reform;

« provider recruitment and placement (loan re-
payment/forgiveness program, scholarship pro-

gram, development of rural-oriented curricula
in health professional schools); and

« building stronger statewide rural health coali-
tions or consortia.

160n]y one respondent indicated no current rural health activities.
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Table 4-8-Selected State Rural Health Activities From OTA’s Survey of State Rural Health Activities®

Provider
recruitment/retention Technical assistance
] L
2 - = 3 g 28
g <=8 < s S g 2 Se
38 &5 & i s £ £ 8§ § E, 3%
PRl 83 .3 55 5 35, g21 % 8% &
K 2 A £ @ 6 2 k-] o ? r
BRI BRI R BRI
2 8s 6 2 =2 g 3E £573 g spE & 2 hol ] X
s8 f55 § Eﬁ §2 58 2 2% gt T8 § $8v E5 & 3§ 5%
State 3992 $5c & C£8& 28 08 & =8 v UB8 o« OBI Oa O & >38
Alabama........ X X X X X X X X X X X X X X
Alaska.......... X X X X X X X X X X X
Arzona......... X X X X X X X X X X X X X
Arkansas ....... X X X X X X X X X X X X X X X X
California ....... 0 0 0 X X X X X X X X X X X
....... X (o] X X X X X X X X
Connecticut ..... X X X X X X X X X X *
Delaware ....... O 0 0 X X X X X
Florida ......... X X X X X X X X X X X X X
Georgla......... X X X X X X X X X X
Hawaii ......... X X X X X X X X X X X X X
idaho .......... X X X X X X X X X X
Hinois .......... X X X X X X X X X
Indiana ......... X X X X X X X X X X X X
lowa ........... (o] (o] 0 X X X X X 0 X X X X
Kansas ......... e} o 0 X X X X X X X X
Kentucky ....... X X X X X X X X X X X X X X
Lovislana ....... X X X X X X X X X X X X
Maine .......... X X X X X X X X X X X X X X
Maryland ....... X X X X X X X X X X X X X X
Massachusetts . . . X X X X X X X X X X
Michigan .. ...... (o] X X X X X X X X
Minnesota ...... 0 0 0 X X X X X X X X X X X
Mississippi ...... X X X X X X X X
Missouri ........ X X X X X X X X X X X X X
Montana ........ X X X X
Nebraska ....... X X X X X X X X X X
Nevada ........ X X X X X X X X X X X X
New Hampshire .. X X
Now Jorsey .. .... 0 0 0 X X X X X X 0 0 X X
New Mexico . . ... X X X X X X X X X X X X X X X
New York ....... X X X X X X X X X X X X X X X
North Carolina . X X X X X X X X X X X X X X X X
North Dakota . X X X X X X X X X X X X X
Ohio ........... X (o} X X X X X
Okiahoma ....... X X X X X X X X X X X X X X X
Oregon ...... X X X X X X X X X X X X X X
Pennsylvania . . X X X X X
Rhode Island X (o] X X X X
South Carolina X X X X X X X X
South Dakota 0 X X X X X X X X X X X X
Tennessee ...... X X X X X X X X X X X X X X X
Texas .......... X X X X X X X X X X X X X X X
Utah........... X X X X X X X X X X X X
Vermont ........ 0 0 0 X X X X X X X X
Virginia ......... X X X X X X X X X X
Washington ..... X X X X X X X X X X X X X X X X
West Virginia X X X X X X X X X X X X X
Wisconsin ....... X X X X X X X X X X X
Wyoming ....... 0 0 0 0 o (o] 0

orgamzatlons from the State indicated thatthey had been directly involved in this particular activity during the past 3 years (approximate range
of years 198f§th rough 1988).

O= Responding organizations indicated that, although they had not been directly involved in this activity during the past 3 years, other organizations in the

State may have been involved.

.= Noted in reviewer's comments-doss not reflect original survey response.

aggg table 4-2 for alist of the organizational entities whose activities were reported in this survey. See app. D for a copy of the survey instrument.
Respondents reported activities they had been directly involved in at any time during the past 3 years. The end date of this period was iate 1988 or early 1989,
depending on the State.

SOURCE: Office of Technology Assessment, 1990.
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Table 4-9-Selected Rural Health Activities: Comparison of “More Rural” and “Less Rural” States and
States With and Without Identifiable Offices of Rural Health (ORHSs)

Percent of States involved in activity:

“more rural” * “less rural "2 ORHP non—-ORH
(NE15 ) (NE35 ) (N=12 ) (NE38 )
Provider recruitment/placement. . . . . . . . . . .. . . ... 73.3 77.1 91.7 71.1
National Health Service Corps . . . . . . . . . . . . . .. 40.0 48. 6 58.3 42.1
State |oan forgiveness/repayment program . . . . 33.3 31.4 25.0 34.2
Service-contingent State scholarships. . . . . . . . 33.3 28.6 16.7 34.2
Fi nanci al assistance to l|ocal organizations. . . 60.0 74.3 75.0 68. 4
Technical assistance. . . . . .. ... ... .. ... ... 100. 0 97.1 100.0 97.4
Research. . . ..o 80.0 85.7 100.0 78.9
Research on health persomnel. . . . . . . . ... ... ... 73.3 73.5 91.7 68.4
Rural health Systems coordination and
implementation . . . .. ... 86.7 97.1 100.0 92.1
Blucation. . . ... 86.7 91. 4 100.0 86.8
Legislative affairs. . . .. .. ... .. .. 93.3 85.7 91.7 86. 8
Devel opnent of task force/committee
to address rural health issues. . . . ., . . . . . . . .| 68. 67.6 83.3 63. 2

‘States were classified as “more rural” or “less ruraldepending on the percentage of their population resid-

ing in nonmetro areas in 1986 (“more rural” = over 50 percent; “less rural” = 0-50 percent.

a list of States. )

(See app. D for

ban "office of rural health" was either identified as such by a respondent or was known to be an office whose

primry responsibility was to adm nister to the health needs of rural areas of the State.

(See app. D for a

list of ORH States and an explanation of how these States were identified. )

SOURCE:  Office of Technol ogy Assessnent, 1990,

A CLOSER LOOK AT STATE
RURAL HEALTH ACTIVITIES

State Offices of Rural Health

A number of States have attempted to give their
rural health efforts a more central focus by creating
a formal ORH to coordinate, advocate, plan, admin-
istrate, and evaluate various rural health activities at
the State level. ORHs maybe located within the
State government, within a separate State-funded
organization (e.g., a university), or in an organiza-
tion that is entirely independent of the State govern-
ment. In OTA’s survey, most “ORH States’ have
State-based ORHs.” The survey found “OHR
States’’ to be more active than othersin rural health
activities. There are several possible explanations
for this finding. First, the existence of a centralized
entity whose primary purpose is to address rural
health care issues may enhance the State’s level of
effort. Second, States that place a higher priority on
rural health issues may be more active and more

likely to have established a State ORH. Third, States
with ORHs may have been in abetter position than
other States to respond to questions regarding
specific rural health activities and problems in the
survey. ORH States reported larger proportions of
State funding (table 4-3), suggesting that more
targeted State funding is available in States that have
taken steps to centralize efforts.

The 19 ORHs identified by OTA in 1990, based
both on OTA’s survey and on a survey conducted in
1988 by the National Rural Heath Association
(NRHA) (426), were located in State agencies,
universities, Area Health Education Centers (AHECS),
and other organizations (table 4-12)." At least six
offices had been established since 1986, and an
additional six States were interested in or planning
to establish ORHs. The range and extent of ORH
functions varies greatly and may include health
personnel recruitment and retention, health person-
nel and consumer education, technical assistance
and consultation, research and evaluation, informa-

1Sec app. D for thedefitionof’ offlce ofrural health'' used in the survey.
18The number of ORHs 1D table 4-12 differs from the number identified in OTA’s 1988 Survey of State Rural Health ACHVIti€S because not all 19
ORHs were in existence in 1988 andsome were not identified &S apPPropriate respondents.
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Table 4-10-State Ranking of Six Major Rural Health Care Delivery Issues, 1989°

Nunber of States™giving the issue a ranking of:

I'ssue (1) (2) (3) (4) (5) (6) (7
A Health provider issues (e.g., shortages,

recruitment/retention) . ... 22 13 10 4 1 0 0
B. Meeting the needs of special populations . . . . . . . . .. 10 10 8 14 5 3 0
C. Payment issues (e.g., Medicare, insurance

coverage of rural populations). . . . . . . . ... ... ... 10 14 7 13 6 0 0
D. Medical liability insurance costs/

availability, . .. 4 7 6 5 9 18 1

E. Services issues (e.g., hospital closures/
restructuring, systems planning and

dvelOpment). . . o o 3 5 15 5 14 8 0
FoQuality of care. . o oo oo 2 1 5 9 13 20
G Qher BSSUBS. . o v 0 0 0 0 0 1 2

Nunber and percent of all States ranking issue anong the top 3:
(A (B) (c) (D) (B) (F)

US wa[50] % . . . ... 45 (90% 28 (56% 31 (629 17 (34% 23 (46% 8 (15%

Northeast [9) . . . ... ... .. 9 (lo00% 6 (67% 3 (33% 2 (22% 4 (44% 3 (339

South [26] . . ... ... 12 (75% 11 (699 9 (56% 5 (31% 9 (56% 2 (13%

Mdwest [121. .. ... ... ... 11 (92% 5 (429 9 (75% 5 (429 5 (42% 1 (8%

West [13].. . ... 13 (100% 6 (469 10 (779 5 (38% 5 (38% 2 (15%
“More rural” States [15]. . . . . 13 (87% 10 (67% 12 (80% 2 (13% 6 (409 2 (13%
“Less rural” States [35]. . . . . 32 (919 18 (51% 19 (549 15 (43% 17 (49% 6 (17%
States w an ORH [12)". . . . . . .. 11 (929 7 (58% 8 (67% 6 (50% 5 (42% 1 (8%
States wo an ORH [38]" . . . . .. 34 (909 21 (55% 23 (61% 11 (29% 18 (47% 7 (18%

aDt.of ranking may D€ late 1988 or early 1989, depending on ‘he State.
bya1ig Fesponses were received fromall 50 States.

For multiple respondent States, results are based on the response of a single respondent in each State who
was identified as nost know edgeabl e about and central to State rural health activities.

“A blank line was provided on which respondents could list an additional “general issue” and incorporate it
into the ranking scale accordingly. The three “other” issues listed by respondents were: alternative

delivery nodels; availability of obstetrics services; unspecified.
eNumbers |« Drackets denote number of States within each region or category.

‘States were classified as “more rural” or “less rural” depending on the percentage of their population
residing in nonnetro areas in 1986 (“nmore rural” “over 50 percent; "less rural" 0-50 Percent. (See app.
Dfor alist of States. )

gAn “office of rural health” (ORH) was either identified as such by a respondent or was known to be an office
whose primary responsibility was to admnister to the health needs of rural areas of the State. (Seeapp. D
for a list of ORH States and an explanation of how these States were identified. )

SOURCE:  Office of Technol ogy Assessnent, 1990.

tion dissemination, advocacy, health systems devel- these levels. Respondents also felt that the Federal
opment and integration, and direct service (426). office could assist in the development of new State
ORHSs by helping State governments identify poten-
State ORHs may also be of value in coordinating tial resources and other State models. Examples of
and implementing Federa rural health initiatives. In two States that have recently created ORHs are
the 1988 NRHA survey of State ORHs, respondents presented in box 4-A.
saw the Federal Office of Rural Health Policy as
playing a central role in dissemination of informa-

tion regarding funding sources for rural health Selected Examples of State L egisiative and

programs and activities, while State ORHs were Administrative Activity
seen as playing a critical role in determining State The creation of special task forces or committees
and regional rural health needs and guiding a more is a common step towards a comprehensive exami-

rational allocation and coordination of resources at nation of State rural health issues. Thirty-four States
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Table 4-12-States With Offices of Rural Health, 1990

States with Offices of Rural Health:
State Location of ORH
Arizona Uni versity
Ar kansas State agency
California State agency
Connecticut ° State agency
Georgi a State agency & university
Illinois® State agency
| owa* State agency
Kansas® State agency
Nebr aska’ Skate agency
Nevada Uni versity
New Mexico Not-for-profit organization
North Carolina State agency
North Dakota Uni versity
Oregon State agency
Sout h Dakot a‘ State agency & university
Texas Uni versity
U ah State agency
Washi ngt on Area Health Education Center
W sconsin Uni versity

States interested in or planning to establish

Ofices of Rural Health: other within the University of South Dakota School
Al abana M nnesot a of Medicine (627). The Office was created by a
Al aska M ssi ssi ppi * memorandum of agreement between the medical
M chi gan Mont ana school and the Department of Health, and it receives
aEstablished since 1986. fundmg througl} a .State‘ legislative appropriation.
‘GFfice of rural and urban health. Addl_txpnal fundmg is gained throggh the School of
CEstablished since 1988, Medicine. Activities of the ORH include:
da 1990 bill (S.B.2398) pending in the M ssissippi e recruitment and retention of rural health pro-
State Legislature would create an office of rural feccionale: P
health within the State Department of Health. There SYUSIVERES, .
is an existing Rural Health Research Program in the ¢ technical assistance to help rural providers
University of Mssissippi School of Pharmaceutital establish and maintain rural practices, and to
Sciences, but it is not involved in rural health help rural facilities apply for Rural Health
li | ing. i . . . .
pottcy or _p anni ng Clinic certification under Medicare and Medi-
SOURCE: O fice of Technology Assessnent, 1990. Based caid:
on data from National Rural Health Associ- >
ation, “Report of the Task Force on Offices * health care needs assessments for rural areas;
of Rural Health and State Rural Health and
Associ ations, National Rural Health Asso- ¢ dissemination of rural health information to
ciation, Kansas Gty, MO Aug. 12, 1988, ap medical students and medical residents (627).

updat ed by OTA.

reported that they had developed task forces, most
commonly through administrative action of the
Governor’'s office. Table 4-13 provides some exam-
ples of State task forces and committees and their
responsibilities. The experiences of New York and
Texas, described below, illustrate the role of task
forces in catalyzing legislative and administrative
action on rural health issues.

NewY ork

Both the State legislature and the State Depart-
ment of Health have recently examined rural health
care issues in New York. In spring 1987, the

Box 4-A—Recently Created State Offices of
Rural Health: Two Examples

Iowa—Created in 1989, the Iowa Office of Rural
Health is located within the Department of Public
Health (302). It is required by law to submit a report
and recommendations to the State legislature on the
impact of current Medicare reimbursement policy
on rural hospitals and other providers; to provide
assistance to rural communities to improve reim-
bursement through participation in the Rural Health
Clinics program (see ch. 3) and establishment of
skilled nursing facility beds; and to coordinate
research on health status and morbidity. It was also
required to make recommendations to the legisla-
ture by February 1990 on the development of a new
alternative licensure category for rural medical
facilities (302).

South Dakota—The South Dakota Office of
Rural Health, established in 1988, has two offices:
one within the State Department of Health, and the

Legislative Commission on Rural Resources held a
symposium to assess the rura health care system and
to design a framework to ensure access to rural
health for the next 20 years. The symposium
identified three major areas needing legislative and
administrative attention:

+ need for regulatory flexibility (e.g., granting
rural hospitals a waiver from the CON process),

+ need for reimbursement and financing mecha-
nisms that more accurately reflect costs and
improve access to capital, and
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Table 4-13—Four Examples of State Task Forces and Committees Created To Address Rural Health Issues

State Nane of task force/comittee Authority Responsibilities
New York Task Force on Rural Health Administrative . Exanine rural health care issues and prob-
Strat egi es (1987) | ens statew de
= Develop strategies and recomendations for
administrative or legislative action
Washi ngt on Washington Rural Health Legi sl ative = Review existing laws and regul ations
Care Commi ssion (1988) governing rural health services and
identify barriers they create to efficient
and effective delivery
« Review issues that affect the current
delivery of rural health care
= Establish operational standards for a nodel
alternative rural health facility and
review the inpact of existing governnent
paynent policies on such facilities
Al abama Al abama Rural Health Legi sl ative = Study and recommend to the legislature ways
Task Force (1989) to address the problem of declining
availability of obstetrical services in
rural areas of the State
= Recommend ways to inprove the financial
health of rural hospitals delivering
obstetrical care through better
managenent practices, nodified scopes of
services, and other mechanisns
Texas Special Task Force on Rural Legi sl ative = Define minimally acceptable |evels of
Health Care Delivery (1987) medi cal care for the State's rural areas,
focusing on specific issues in energency
medical transportation, hospital care,
energency and outpatient care, and
ancillary services
SOURCE: O fice of Technology Assessnent, 1990. Data from New York State Departnent of Health, Toward

Inmproving Rural Health Care: A Report

of the Task Force on Rural

Health Strategies (A bany, NY: New

York State Department of Health,
Care Delivery, Final Report and Recommendations

Novenber 1987);

State of Texas, Special Task Force on Rural Health

to the Governor (Austin, TX State of Texas, Feb-

ruary 1989); J. Coleman, West
Washington Rural Health Care Conmission, A

Al abama Heal th Servi ces,

Eutaw, AL, personal communication, July 1989;

Report to the lLegislature on Rural Health Care in the

State of Washington (QOynpia, WA: Washington Rur

. heed for coordination and community planning
among State and local rural programs.

Other recommendations included increased State-
level technical assistance to local providersin grant
writing and services coordination.

A subsequent legislative commission found that
many of New York’s rural hospitals and nursing
homes suffered from inadequate access to financing
for major projects. The Commission recommended
that information resources be enhanced, the CON
review process for capital purchases be modified,
and State-level capital financing prograrns be made
more accessible to rural providers (439,440).

A State Department of Health task force created
specifically to examine State rural health care issues
and problems issued a report in 1987. Its recommen-
dations included:

al Health Care Commission, January 1989).

. improving migrant health services,

. promoting rural health networks,

. improving the supply and distribution of health
personnel, and

. establishing a rural health council (437).

The findings and recommendations of these
groups led to direct legislative and administrative
action, including the establishment of two new
statewide rural health entities. The Rural Health
Council, which includes providers, consumers and
elected officials who act as advisers, now oversees
State-funded rural health programs and offers ideas
on possible new initiatives. The Office of Rura
Affairs works with State agencies to monitor new
legislative programs affecting rural areas (391). The
State has recently authorized appropriations for:

. small grants to providers in underserved areas
who coordinate with other facilities to combine
needed services and procedures;
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« grants to rura hospitals for service diversifica-
tion, expansion, conversion, or the develop-
ment of various affiliations and alliances;

+ a development program that helps rural provid-
ers plan and implement projects to improve
existing primary care services or develop other
essential services such as emergency medical
care, rehabilitation, and long-term care;

« aprogram to expand primary care services in
underserved rural areas and to make primary
care accessible to medically indigent popula-
tions; and

« aswing-bed demonstration program for rural
community hospitals (438).

Texas

In 1987, the Texas Legidature created a specia
task force to define minimally acceptable levels of
rural medical care. Work groups addressed specific
issues of emergency medical transportation, hospital
care, emergency and outpatient care, and ancillary
services. The task force's final report (issued in
February 1989) described a crisis in the State’s rural
health delivery system, citing several hospital clo-
sures, a curtailment of obstetric services, and short-
ages of health personnel. The report’s recommenda-
tions addressed trauma care, Medicaid reimburse-
ment, capital finance programs for rural hospitals,
and hospital diversification. The report also recom-
mended creating a statewide center for rural health
initiatives to promote integration of rural health
programs and services into an overall system of care
(574).

In 1989, the State legislature authorized the
creation of a Center for Rural Health Initiatives
within the State Department of Health to coordinate
and develop rural health services in the State. The
legidlation also:

+ established a Medicaid swing-bed program;

« adlowed full implementation of the Federal
Rural Health Clinics Act (Public Law 95-210)
in the State;

« directed expansion of rural medical student and
residency training programs,

« required hospitals to implement patient transfer
agreements to prevent ‘‘reverse dumping’ of
indigent patients; and

« indemnified physicians at least 10 percent of
whose patients were on Federal or State medi-
cal assistance and mandated a malpractice

insurance premium discount for such physi-
cians (597).

Other State Initiatives

Initiatives in other States include a wide variety of
programs aimed at coordinating and augmenting
rural health care services. For example, some States
are considering creating new health facility catego-
ries to enable small, struggling rural hospitals to
restructure and narrow their scope of services (see
ch. 8). Other examples are:

+ In Arkansas, the State legislature recently
appropriated new funds ($225,000) to an exist-
ing rural medical clinic loan fund for small
communities that lack adequate medical serv-
ices (54).

« In Illinois, the Department of Public Health
recently issued a report on participation in the
Rural Health Clinics program (see ch. 3). The
report provided background on this program,
identified areas where clinics would qualify for
participation, discussed clinic certification pro-
cedures and reimbursement, examined the im-
pact of certification, and outlined a plan for
disseminating information on the program to
rural providers (286).

+ Inlowa, provisions of an extensive law passed
in 1989 include:

--creation of State Office of Rural Health (see
box 4-A);

—technical assistance by the Department of
Public Health to help coordinate develop-
ment of outreach centers for pregnant women
and infants and children;

—upilot programs in rural hospitals to provide
primary and preventive health services to the
medically indigent;

---expansion of agricultural health and safety
programs;

-expansion of mental health outreach serv-
ices, homemaker/health aide programs, and
public health nursing programs; and

—authorization of the use of an existing tax
levy for rural hospital operation and mainte-
nance (302).

+ In Tennessee, the Community Health Agency
Act of 1989 authorized and appropriated $6
million for eight rural and four urban commu-
nity health planning agencies. Each planning
agency must define and help develop a regional
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system of coordinated primary care services
accessible to al arearesidents (594).

SUMMARY AND CONCLUSIONS

States have both a high level of involvement in
rural health activities and a significant degree of
dependence on Federal funding for those activities
(table 4-3). The level of effort States are devoting to
rural health issues varies dramatically and does not
necessarily correspond with States' degree of rural-
ness or perceived level of need. Differences between
““more rural’ and “less rural” States emerged
ﬁrimarily in the States Perceptions of major rural

ealth care problems (table 4-10) rather than in their
level of rural health-related activity. While some
States boast a variety of successful initiatives and
programs, other States—and, notably, some States
in which a large proportion of the population is
rural-have not mobilized to address their particular
rural health problems. These States might especially
benefit from Federal guidance, encouragement, and
continued support.

Because the OTA survey did not attempt to
describe the degree to which reported activities were
felt to have been successful by the States, or the
sources of funding for specific activities, it is
impossible to distinguish clearly between the Fed-
eral and the State roles. A study conducted by the
Federal Bureau of Health Professions in 1986 found
that State support for health professions distribution
programs increased significantly during the first half
of the 1980s (685).” However, OTA’s survey found
that States still rely heavily on Federal funds to
support a variety of existing rural health activities.

Most States identified provider recruitment and
placement issues as high priorities, but most did not
have programs (e.g., service-contingent loan forgive-
ness/repayment and scholarship programs) com-
monly believed to be most effective in addressing
these issues. Because scholarships and loans are
costly, such programs would probably require sig-

nificant capital if they were to have a pronounced
and prolonged impact.

When asked what activities or programs they
would like to see in the future to address rural health
issues, respondents to this survey often suggested an
active Federal role. Activities such as the creation of
State ORHSs; development of rural health policies,
plans, and standards; improvement of health insur-
ance coverage; Medicaid expansion or reform; rural
health systems coordination and network develop-
ment; loan repayment or forgiveness and scholarship
programs; and availability of rural-oriented health
professions education were frequently mentioned. A
Federd role is possible, if not implicit, in al of these
initiatives.

Recent State legidlative activity on rural health
issues has ranged from energetic to nonexistent.
Active States can provide valuable models for less
active States, and certain State Programs ' could serve
as models for broader Federal initiatives. OTA’s
survey of State rural health activities reveals some
significant regional and State differences that may
be useful in targeting Federal resources.

State ORHSs provide focal points for State rural
health activities and programs and can improve the
development and coordination of local, State, and
Federal efforts. The degree to which State agencies
can effectively direct such offices, however, will
vary depending on financial and organizational
factors. The distribution and organization of current
State ORHSs suggests that any Federal support for the
creation or operation of State ORHs should be
flexible with regard to location of the ORH within
the State. Some States currently without ORHs
might consider alternatives to the State agency-
based model (e.g., university-based ORHSs like those
in Arizona and North Dakota). South Dakota and
Georgia are examples of States whose ORHs are
based both within a State agency and a university.

19This study, as well as State efforts in health personnel recruitment and retention, are discussed in greater detail in ch. 13.



