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About the Committee

TheNationa Advisory Committee on Rura Health and Human Services(NACRHHS) isa21-member citizens
panel of nationally recognized rural health expertsthat providesrecommendationson rura issuesto the Secretary
of the Department of Health and Human Services. The Committee was chartered in 1987 to advise the Secretary
of Health and Human Services on waysto address health and human service problemsinrural America

The Committeeischaired by former South CarolinaGovernor David Beadey. The committee’ sprivate sector and
public sector membersreflect wide-ranging, first-hand experiencewith rurd issues- including medicine, nursing,
adminigtration, finance, law, research, business, public hedlth, aging, welfareand human services.

The Committeeiscurrently composed of 21 members, including the chairman, who serve overlapping four-year
terms. Themembersrepresent expertisein thedelivery, financing, research, development, and administration of
hedlth and human servicesinrura aress. Severa membersareinvolvedintraining rura health professionals.
Othersarerepresentatives of state government, provider associations, and other rural interest groups.

Each year, the Committee producesareport for the Secretary on key health and human serviceissuesaffecting
rural communities. Background documentsare prepared for the Committee by contractorsto help inform members
ontheissue. The Committee then producesareport with recommendations onthat issuefor the Secretary by the
end of theyear. In additionto thereport, the Committee may al so produce white paperson select policy issues.
The Committeea so sendslettersto the Secretary after each meeting. Theletters serveasavehiclefor the Com-
mitteeto raise other issueswith the Secretary separate and apart from the report process.

The Committee meetsthreetimesayear. Thefirst meeting isheld in early winter in Washington. The Committee
then meetstwiceinthefield (in Juneand September). The Washington meeting usudly coincideswith the opening
of aCongressional session and servesasastarting point for setting the Committee’ sagendafor the coming year.
Thefield visitsinclude ongoing work on theyearly topi cswith sometime devoted to sitevisitsand presentationsby
the host community.
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Executive Summary

A New Focus

In the last year, the National Advisory Committee on
Rural Health and Human Services has expanded its fo-
cus. Five new members who are expertsin the field of
rural human services have been added and the Commit-
teeisnow charged with advising the Secretary of Health
and Human Services on human service issues in addi-
tionto rural health issues. Asaresult, thisyear’s Com-
mittee report does not focus on one primary issue as it
hasin years past. Instead, the 2004 Report to the Secre-
tary openswith ageneral overview of somekey current
issues and trends affecting health and human service
delivery inrura communities. Thisoverview identifies
several issues that may require further analysis by the
Committeein future years. The chaptersthat follow fo-
cus on three key issues the Committee has chosen to
examine on amore in-depth level. Those issues are:

1) behavioral health and primary care coordination in
rural communities,

2) accessto oral health carein rural communities and;

3) access to human services for the rural elderly.

Each chapter includes asummary analysis of the key
issues in each topic area and a set of recommendations
for the Secretary on how to address problemsidentified
by the Committee.

Report Framework

The Committee chose these three topics for further
study after hearing testimony from arange of healthand
human service experts at its Winter 2003 meeting. The
Committee held two field meetings to learn more about
how these issues affect rural communities. The first of
these meetings was in Uvalde, Texas in June and the
second was in Charleston, West Virginiain September.
During those field visits, the Committee met with local
leaders and visited local caregivers to gather informa-
tion for this report.

Key Findings

* Rural communities would benefit greatly from inte-
grating behavioral health and primary care in
rural settings, but face significant barriersin doing
s0. Those barriersinclude reimbursement that istied
to particular types of service providers, restrictive
State licensure practices that exclude key providers,
institutional resistance toward integration and lack
of integrated training curriculums, to nameafew. The
Committee recommends that the Secretary support
efforts to reach mental health parity in coverage for
Medicare and Medicaid beneficiaries and urges the
Secretary to work with the Congress to encourage
third-party insurers to do the same. The Committee
recommends that the Secretary expand the range of
certified mental health providers under Medicare to
include marriage and family therapists, licensed pro-
fessional counselorsand other behavioral health pro-
vidersthat are licensed in their States to provide be-
havioral health services.

» Accessto oral health care servicesin rural com-
munities is very limited. Enhancements to current
reimbursement methodologies are needed that will
increase access and increase the number of providers
willing to see Medicaid and indigent patients. The
Committee noted that in 2001, 67.1 percent of urban
residents had visited a dentist in the previous year,
while only 58.3 percent of rural Americans had done
so. Rural residents are also less likely than their ur-
ban counterparts to have dental insurance. There are
asosignificantly fewer dentistsinrural America. The
U.S. averagefor dentistsis 52.5 dentists per 100,000
residents. Inrura countiesthereare only an average
of 34.5 dentists per 100,000 people. The Committee
recommends that the Secretary authorize an oral
health bonus within the M edicaid program to encour-
age greater participation by dentists in serving this
population. The Committee recommends funding in-
creases for existing HHS programs that support ei-
ther training or placement of dentists in rural com-
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munities. The Committee also recommends that the
Secretary work with the Congress to create a new
program that provides funding to States for the fluo-
ridation of small community water supplies and pro-
vides ongoing technical assistance and maintenance
for such systems.

The rural elderly face significant challenges in
accessing needed services such as nutrition, trans-
portation and adult day care. The Committee notes
that rural Area Agencieson Aging often lack the nec-
essary infrastructure to provide needed services, and
the populations they serve are often geographically
isolated and have higher rates of poverty and chronic
illness. The Committee recommends that the Secre-
tary develop and administer a demonstration project
that would support innovative transportation projects
for the rural elderly by coordinating with existing
transportation services such as school busesand Head
Start programs. The Committee al so recommendsthat
the Secretary support research to better understand
how existing HHS programs serve the rural elderly.
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Introduction

The Committee’s New Charge

Thisreport reflectsthe first product from this expanded
21-member Committee, which has added a focus on
human service issues. For fifteen years, the National
Advisory Committeeon Rural Health (NACRH) advised
the Secretary solely on the unique nature of health care
delivery in rural America. In 2002 the Secretary, as
part of the Department’s Rural Initiative, expanded the
Committee to also focus on human service issues and
renamed it The National Advisory Committee on Rural
Health and Human Services (NACRHHS) (seetext box
below). Initsreport to the Secretary, the Department’s
Rural Task Force noted the common challenges facing
health and human service providersin rural areas.

The expansion of the Committee’s focus is an im-
portant and critical step to take but also one that poses
some significant challenges. While health care issues
and human service issues are often closely linked and
interrelated, they also represent two very different sec-
tors. The Committee notes that as it accepts this chal-
lenge it is also important to understand that the infra-

structure for health and human services is not equally
supported both within HHS and externally.

Rural America has had a specific point of contact at
the Federa level for tailored health care delivery pro-
grams and policy advocacy through the Office of Rural
Health Policy in HRSA for 16 years. The same, unfor-
tunately, cannot be said for the human service sector.
The programs and the focus tends to be more global,
with rural asone of anumber of distinct subpopulations
within that larger universe. As aresult, data and infor-
mation specifically on rural human service recipients
and programs oftenisnot available. That, inturn, makes
it difficult to understand the impact of Departmental
policies and programs on rural communities. The re-
sulting inequity of support, focus and analysis puts ru-
ral human service issues at a disadvantage, in terms of
both Departmental infrastructure and expertise. The
Committee believesthe Department should takethisinto
account and develop strategies to address it as the
Secretary’s Rural Initiative continues.

Despite these challenges, the expansion of the Com-
mittee is awonderful opportunity. It affords a potential

Amid the changes and challenges of the last year,
the National Advisory Committee on Rural Health
and Human Services is encouraged by the contin-
ued efforts of the Department of Health and Hu-
man Services (HHS) to focus on rural concerns.
Theimpact of the Secretary’sRural Initiative, which
began in 2001, continuesto yield benefitsfor rural
communities. The issuance of the report that
emerged from theinitiative, “One Department Serv-
ing Rural America,” marks the first time the De-
partment has focused intensely on rural issues. In
2002, the Secretary made the Rural Task Force,
which produced the report, permanent.

The Secretary’s Rural Initiative and Related Activities

There were also several activities that began as
adirect result of the Task Force's work. The cre-
ation of the Rural Assistance Center as a one-stop
portal for information on rural issues continues to
beagreat resource. Likewise, the expansion of this
Committee to include a focus on human services
allowsit to examine an even wider range of issues
that affect rural citizens.

Still, the most lasting potential impact of the
Secretary’s Rural Initiative lies not necessarily in
new programs or funding but in changing the fun-
damental way the Department conducts its busi-

continued on next page
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The Secretary’s Rural Initiative
continued from pg. 3

ness. The early results have been promising.
Thanks to the Secretary’s continued interest in
rural issues, the HHS agencies and staff divi-
sions have begun to actively think about rural
concerns. The Centers for Medicare and Med-
icaid Services (CMS) have made perhaps the
greatest strides. The Rural Open Door listening
sessions, which CMS began holding in 2001,
have alowed rura providersto address arange
of regulatory issues that have been affecting
them for years. However, rural providers con-
tinue to experience some frustrations in those
situations in which they fall in between various
rules and agencies. The Committee is hopeful
that CM Swill continue these Open Door forums.

CMS continues to include rural concernsin
the policy-making process by having a senior
administration officia inits Central Office and
a senior administration official in its Regional
Officefocusonrural issues. Both the Substance
Abuse and Mental Health Services Administra-
tion (SAMHSA) and the Administration for
Children and Families (ACF) have made ad-
dressing rural concernsapriority intheir strate-
gic planning activities.

All of these are positive developments. In
prior years, rural concerns were not always a
part of the policy development process. Rather,
these concerns were, at times, an afterthought.
Now, some policymakers across HHS are ask-
ing about the rural implications of policy earlier
inthe stages of policy development and program
implementation. The challenge for HHS liesin
sustaining and expanding that orientation in the
coming years. The Committee believesthisisa
critical need. It will beimportant for this Secre-
tary to continue to make this a priority for the
remainder of histenure and for future Secretar-
ies to continue that emphasis.

new voice for the rural human service sector to express
its concerns to the Secretary and others. There are a
variety of human service programs administered by the
Department primarily through the Administration on
Children and Families (ACF) and the Administration
on Aging (AoA) that arevitally important to rural com-
munities. Beginning with this report, the Committee
hopes to examine key human service issues and pro-
vide recommendations to the Secretary that will help
address rural concerns.

Rural America 2004:
A Demographic Portrait

In the past year, amore current picture of rural America
IS emerging as more data from the 2000 Census is re-
leased. According to the Office of Management and
Budget (OMB), there were 48 million people living in
the 2,052 rural countiesacrossthe country in 2003. This
isan increase of 10 percent since 1990. In general, the
largest increases in population are occurring in coastal
areas. The West has experienced the largest growth
while the Great Plains has experienced the largest de-
cline. 3 The emigration of younger people to urban ar-
eas combined with low immigration rates has resulted
inan older population basein the Great Plains. Popula-
tion loss a'so occurred in low-income rural areas, such
asthe Appal achian coalfields and thelower Mississippi
Valley.#®

Additionally, while rural Americans are predomi-
nately white, thereissignificant ethnic and racial diver-
sity in many rural areas. More than 90 percent of the
African-American rural population resides in the rural
South. Thegrowth of the Hispanic popul ation was con-
centrated largely in the Southwest and increased the most
numerically.

Rural areas continue to face socioeconomic chal-
lenges. Non-metro counties continue to have higher
poverty rates than metro counties. Approximately 14.2
percent of rural residentswere classified as poor in 2001,
comparedto 11.1 percent in urban areas. Still, itisworth
noting that those rates are lower than what they have
been historically, especialy compared to 1983 when the
rates were 18.3 percent in rural areas and 13.8 percent
in urban areas.®
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Clearly, rurd ar-
eas have many chal-
lenges. There is
great variability
across rural
America within al
of these demo-
graphic and socio-
economic realities.
All of these changes
have an impact on
rural communities.
They have an im-
pact on childrenand
familiesand the ser-
vices they receive,
from socia services
to education, espe-
cialy giventhedra-
matic changes of the
No Child Left Be-
hind education leg-
islation passed by
the Congress. The

Nonmetro population change, 1990-2000

Source: Rural America At A Glance, USDA/ERS, RDRR-94-1

High growth
. Loss (14 parceni or highar)
Mederate growih |:| Matro
{0-13 parcent)
-4
= »» Economic Aessarch Sarvica

demographic
changes also affect seniors, both in terms of accessing
senior services such asMealson Wheelsor in obtaining
services as Medicare beneficiaries.

Recent Key Policy Issues

In 2003, rural communities, like most communities in
the country, were affected by a number of concerns
including worsening State budget crises, a slowing
economy, and ongoing worries about bio-terrorism. As
these issues continued to evolve, several key policy is-
sues were debated during the past year that had impor-
tant implications for rural America:

M edicare Reform

The Congress passed and the President signed into
law P.L. 108-173, the Medicare Prescription Drug, Im-
provement, and Modernization Act of 2003 (MMA),
which created anew prescription drug benefit for Medi-
care. Thisbenefit isvitally important to rural Medicare
beneficiarieswho are morelikely than their urban coun-

terparts to lack any kind of prescription drug coverage,
either through supplemental plans or employer-spon-
sored plans.

The implementation of this legidation is a huge un-
dertaking. The new benefit will challenge HHS as it
seeks to increase access to pharmaceutical drugs while
also keeping costs controlled. The Committee believes
that policymakerswill need to monitor theimplementa-
tion of the drug benefit to ensure that it benefits rural
communities. Since the legidation relies on private in-
surers to provide the drug benefit, this will be particu-
larly challenging inthoseisolated rural areaswhere some
insurers have not traditionally offered services.
Policymakers should a so monitor theimpact of thisplan
on rural pharmacists, who play avital roleinrural com-
munities.

The MMA included significant changesin Medicare
payment policies designed to provide greater equity to
rural providers. Thelowering of the labor share portion
of the Medicare Wage Index and the equalization of the
standardized payment within the inpatient prospective
payment system were key provisions for rural provid-
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ers. Theraising of the cap on Medicare disproportion-
ate share payments to 12 percent is also beneficial for
rural communities, but the Committee believes further
action on thisissueis needed. Rural hospitals should be
treated the same as urban hospitals for purposes of this
adjustment. Other changesin the bill related to Critical
AccessHospitals (CAHS) also represent common-sense
changes to Medicare policy. Still, the MMA did not
address all needs. The Committeeis concerned that the
Congress and the Administration did not include cor-
rection to the payment discrepancies that would pro-
vide payment parity between Rural Health Clinics
(RHCs) and Federally Qualified Health Centers
(FQHCs). RHCs currently are paid less for the same
services.

Welfare Reform

The Congress also debated but did not enact welfare
reform during deliberations over the re-authorization of
the Personal Responsibility and Work Opportunities
Reconciliation Act of 1996, the ground-breaking change
in welfare law from 1996. Congress extended current

funding for the program through March 31, 2004, so
thisislikely to be akey issue for the Congress early in
2004. During the 108th Congress, both the Senate and
House passed bills on this issue. However, consider-
ation of Temporary Assistance to Needy Families
(TANF) reauthorization, a key component of the wel-
fare reform re-authorization did not reach the Senate
floor. The TANF payments are critically important to
rural communities to continue progressin moving rural
residents off of welfare and into the workforce.

The Committee will continue to monitor this debate,
which has tremendous implications for rural communi-
ties where caseloads are smaller and job and daycare
opportunitiesmay be scarcer for thoseindividuals mak-
ing the transition from welfare to work. This may make
it moredifficult for rural welfare recipientsto makethe
transition to self sufficiency.

The Uninsured

In 2003, the number of Americanswithout healthin-
surance continued to grow. Whilethisisaproblem across
the nation, it appears to be more acute in rural areas.

According to the

fa o= i
High unemployment is defined as the top quartile of nonmetro counties ranked by the
percentage of the civilian labor force that is unemployed (7.1 to 29.4 percent).

by the percentage of total personal income from TANF (8.23 to 3.67 percent).

Sources: Calculated by ERS using income data from the Bureau of Economic Analysis
and unemployment data from the Bureau of Labor Statistics.

Overlap of high TANF dependence and high unemployment in nonmetro counties, 1998

Note: High TANF dependence is defined as the top quartile of nonmetro counties ranked

Kaiser Commis-
sion on Medicaid
and the Unin-
sured, there are
nearly 41 million
uninsured in
America and one
infiveresidesina
rural area. Rural
residentslivingin
the most remote
areas face higher
rates of uninsur-
ance than urban
residents, 24 per-
cent compared to
18 percent. Med-
icaid, State
Children’s Health
Insurance and
other public pro-
grams insure 16
percent of resi-

High TANF and unemployment
High TANF

High unemployment

Other nonmetreo

Metre
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by County Type, 1998

Private Medicaid/Other Public*
Rural Non-Adjacent 0.60 0.16
Rural Adjacent 0.71 0.10
Urban 0.72 0.11

Source: Kaiser Family Foundation ”

Nonelderly Health Insurance Cover age,

MSAs have at least one urbanized
areaof 50,000 or more population, plus
adjacent counties that have a high de-
gree of social and economicintegration

Uninsured
with the core as measured by commut-
0.24 ing ties. Micropolitan Statistical Areas
0.18 have at |east one urban cluster of at |east
0.18 10,000 but |less than 50,000 popul ation,

plus adjacent counties that have a high

dents of rural counties, while only 11 percent of urban
residents are covered by these programs.” The Commit-
tee will continue to monitor the rural implications of
this situation and urges the Department to do the same.

Emerging Issues in Rural

America

While this year’s report focuses on the issues of inte-
gration of primary care and behavioral health services,
oral health access, and serving the elderly, there are a
number of other emerging issues worth noting. The
Committee seeks to bring these mattersto the attention
of the Secretary and other policymakers. These topics
include new geographic standards used to define rural
and urban areas; obesity and wellness; access to spe-
cialized health and human services; and health care cost
shifting. Each of these topics may merit further atten-
tion by the Committee in future reports. However, they
are also important enough to receive some brief atten-
tion here.

OMB’s New Geographic Standards

This past year marked the introduction of anew way
to classify geographic areas. In June of 2003, the Office
of Management and Budget (OMB) released its updated
statistical areas based on the 2000 Census data. This
included arevised classification for rural and urban ar-
eas that was six years in the making. Prior to this, the
primary geographic delineationswere M etropolitan Sta-
tistical Areas (MSAS), which trandated loosely to ur-
ban areas, and non-Metropolitan Statistical Areas (non-
MSASs), which translated |oosely to rural areas. To this
mix, OM B added the new classification of Micropolitan
Statistical Area.

degree of social and economic integra-
tion with the core as measured by commuting ties. Most
micropolitan counties would previously have been des-
ignated as non-Metropolitan areas. Countiesnot classi-
fied asmetropolitan or micropolitan are considered non-
Core Based Statistical Areas (non-CBSAS).

The Committee supports OMB initseffortsto refine
these designations. It is aso important to note, how-
ever, that OMB throughout this process recognized that
its primary motivation for refining the designations is
to improve statistical analysis. The redlity, however, is
that the OMB geographic standards are used for pur-
poses well beyond statistical analysis. Many HHS pro-
grams use these standards to determine program eligi-
bility. Consequently, how these new geographic stan-
dards are used has important implications for rural ar-
€as.

For example, the current Medicare hospital wagein-
dex is based on the previous MSA/non-MSA classifi-
cation system. Hospitals located in or geographically
reclassified as M SA sreceive payments based on awage
index calculated yearly by CM Sfor their specific MSA.
The wage index is based on how the hourly wages paid
to hospital employees in an MSA compare to other
MSAs. Hospitals located in non-M SAs received pay-
ments based on a single Statewide rural wage index.

In 2004, CM Swill haveto decide how thenew OMB
classification system will impact the wage index calcu-
lations. Micropolitan areas do not fit into either of the
current wage index categories. CMS will need to de-
cide if Micropolitan areas should be considered sepa-
rate areas that would require awage index similar to the
Metropolitan areas, or if they should be included in the
Statewiderural index. In addition to addressing the area
wageindex calculations under the new definitions, CMS
will also haveto addressthe geographic reclassification
system and how the new categorieswill impact currently
reclassified hospital s and those seeking reclassification.
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There are likely other potential impacts across the De-
partment where geographic location is a key determi-
nant of eligibility for categorical programs.

The Committee urges the Department to analyze any
potential changesthoroughly. Initsinitial Federal Reg-
ister announcements regarding the new standards, the
Committee believes OMB clearly indicated that
Micropolitan areas should be viewed and treated as non-
MSAs.

Obesity and Wellness

Obesity and the proportion of Americans who are
overweight have reached epidemic proportions accord-
ing to the Surgeon General.2 The proportion of U.S.
adults who are obese increased from 14 percent to 22
percent between the late 1970s and early 1990s.° Obe-
sity has been associated with many chronic health prob-
lemsincluding heart disease, diabetes, hypertension and
some cancers. Nationally, obesity ratesare higher among
residents of rural areas. Regular physical activity re-
ducestherisk for obesity. However, being inactive dur-
ing leisuretime is aso more common among rural resi-
dents.®®

Rural residents have long been plagued by higher rates
of chronic disease and limitations on activities of daily
living. Acrossthe country, thereisconsiderable evidence
mounting about the link between current lifestyle and
dietary habits and growing rates of obesity and related
diseases.

Thisisan issue that the Secretary has spoken out on
throughout his tenure. In response, the Department be-
gan the Seps to a Healthier US community grant pro-
gram. Administered by the Centersfor Disease Control
and Prevention, this program provides $13.7 millionin
grants to communities for diabetes, obesity and asthma
prevention effortsthat addressthreerelated risk factors:
physical inactivity, poor nutrition and tobacco use. Of
the total funds for this project, $9 million was desig-
nated to fund large cities, $250,000 was designated to
fund one Tribal application, and $4.4 million was des-
ignated to fund programsin small citiesand rural com-
munities.

The funding is to be targeted to at-risk populations
including border populations, Hispanics and Latinos,
Native Americans, African Americans, Asians, immi-
grants, low-income populations, the disabled, youth,

Addressing Obesity in Rural
Communities

If Texasis a bellwether, rural America may be
facing adramatic challenge in addressing prob-
lems with obesity.

During its visit to Uvalde, Texas in June of
2003, the Committee heard testimony from Dr.
Eduardo Sanchez, the Texas Health Commis-
sioner. Dr. Sanchez discussed the issue of obe-
sity and its impact on his state, much of which
is rural. He noted that 60 percent of adults in
Texas are overweight or obese and 40 percent
of fourth graders are overweight or obese.

In some ways, Texas is a microcosm of the
rest of the country. It has both large urban areas,
aswell asvast stretches of isolated territory dot-
ted by small towns. It is also a State with asig-
nificantly mixed ethnic population.

Dr. Sanchez noted that the growing incidence
of obesity poses an increasing burden on the
health care system given its associated risk fac-
tors for diseases such as diabetes, cardiovascu-
lar disease and stroke. He noted that it isa State-
wide problem but one that posed even moredra-
matic challengesin rural areasgiven thelimited
number of providers and a more limited infra-
structure.

Dr. Sanchez told the Committee that he be-
lieves health care must be redefined to include
both public health and medical care. More ef-
fort needs to be put into prevention, he said, or
the health care system will be facing huge costs
down the road.

“I’m quoted saying a lot that the physical
health of Texaswill affect itsfiscal health, and |
would say the physical health of rural America
will affect itsfiscal health,” Dr. Sanchez noted.

senior citizens, uninsured and underinsured people.
Many rural residentsfall into one or more of theseiden-
tified demographics and many small communities suf-
fer from the three targeted health risks at higher rates
than the majority of the country. Clearly, the grants
should allow smaller communities to address these is-
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Crisis Spawns Innovative Model in WV Town

Necessity can be the mother of invention, particu-
larly when it comesto creative health care partner-
ships.

In early 1996, with the Calhoun County Hospi-
tal on the brink of closing, the board of the Minnie
Hamilton Health Center in Grantsville, West Vir-
ginia charged into the unknown by voting to be-
comethefirst Federally Qualified Health Center to
assume operation of a general acute-care hospital.
Had the hospital closed, arearesidents would have
been miles of mountainous terrain away from ba-
sic emergency services. In 1999 the hospital was
converted to Critical Access status.

The Minnie Hamilton Health Center, which the
Committee visited in September, demonstrates the
power of community commitment to local health
care. The Center has made capital improvements
and expanded to offer day care, ambulance trans-
port, mental and oral health services, school-based
health clinics and physical therapy. It also operates
a 24-bed long-term care facility that enables
Calhoun County seniors to remain in their home
community. Altogether, the Center employees 180

individuals, making it the second largest employer
in Calhoun County and an important contributor to
its economic base.

The Committee noted that the Center has also
successfully integrated its health care and human
services delivery. The Center works with the
Calhoun County Committee on Aging (CCCOA).
Health center outreach empl oyees conduct asenior
citizens wellness program that provides health in-
formation and fitness counseling to area seniors.
The Center also used a portion of a Community-
Based Initiatives grant to construct a walking trail
for senior citizens. CCCOA reaches out to elderly
residents of the Center’sLong Term Care Unit and
includesthem in Committee activities such as shop-
ping trips and travel opportunities. Minnie
Hamilton Health Center CEO Barbara Lay views
their close community outreach as nothing more
than atypical aspect of the local culture in this ru-
ral West Virginiacommunity. “Peoplein Calhoun
County have an innate ability to care for one an-
other, and we see that here every day,” Lay said.

sues, and the Department specifically assigned morethan
one third of the entire allocation for this purpose.

The Committee commends the Department for cre-
ating the grant program and for including language de-
signed to ensure some rural participation. Still, the
Committee is concerned about how effective the pro-
gram will be in reaching out to small rural communi-
ties. The grant protocol requires that small cities and
rural communities apply for funding through their State
health department, which will then coordinate the grant
management at the State level. According to the grant
guidance, each State is authorized to choose “two to
four communities of total resident size not to exceed
800,000 persons combined. Each community must be
geographically contiguous and include aminimum popu-
lation of 10,000.” The current Stateswith grant awards
for the small cities and rural communities' component
are Washington, New York, Arizona, and Colorado.
Although the current approach used in the program to
reach rural communities may have appeared to beagood

strategy to encourage coordinated efforts, the smallest
rural communities, particularly remote communitiesin
large States, will likely be excluded dueto the geographi-
cal location and size requirements. The Committee is
hopeful that future iterations of this program will ad-
dress this concern.

Accessto Specialized Health and Social
Services

Every year, terminal diseases like Amyotrophic L at-
eral Sclerosis(alsoknownasALSor Lou Gehrig'sDis-
ease) affect the rural populations of America. While,
proportionally, the numbers of those affected may be
small, the need for specialized servicesis not bound by
geographic boundaries. Theglaring problemistheavail-
ability and accessto diagnostic facilities, care facilities
and servicesfor theterminally ill. Acrossrural America,
the Committee continuesto hear reports of familieswho
must travel hundreds of milesfor diagnosis of theseter-
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minal or life-threatening ilinesses. Because the diagno-
sisprocessisvery complicated, rural facilities often lack
proficiency inidentifying theillnesses. Once adiagno-
sis is accomplished, the family faces the lack of local
services and must depend on specialized services lo-
cated hundreds of miles from their residence.

There has been little research into this issue and the
barriersfaced by rural residentsin accessing these spe-
cialty services. The Committee believes more attention
ismerited and hopesto analyze thisissuein greater de-
tail.

Health Care Cost Shifting and Rural
Communities

Thereare changestaking placewithinthelarger health
care system that bear watching for their potential im-
pact on rural communities. As health care costs con-
tinueto rise, third-party payers, both public and private,
are making effortsto control or slow that growth.

There also has been a consistent increase in health
insurance premium costs that has been felt across the
country. Employers and the insurance companies they
contract with are becoming extremely cost conscious
about which providers they contract with. More of the
premium increases al so are being passed on to consum-
ers. These changes have the potential for altering pay-
ment streams in away that may put rural communities
at a disadvantage.

The Committeeisconcerned about theimpact of these
market changes on the ability of rural providersto sur-
vive. Rural providers are extremely vulnerable to the
projected rapid increase in defined contribution health
plans that intend to makes employees avoid providers
with higher prices. There may be some remote rural or
frontier areas where this may have no real impact, but
for much of rural America, providers are vulnerable to
competition with urban or suburban providers. If price
(or quality concerns) are great enough, it may drive ru-
ral residentsto travel greater distances for care and lo-
cal caregivers may be bypassed. The Committee will
monitor this situation.
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Integrating Behavioral Health And Primary

Care Services In Rural Areas

Introduction

In recent years, health policy experts and health care
providers have begun to encourage closer integration of
behavioral health and primary care services, especially
in rural areas of the U.S. The assumption underlying
this push is that integration will increase access to pri-
mary and behavioral health care and, simultaneously,
increase quality through enhanced coordination of ser-
vices. In rural areas, where behavioral health workers
and primary care givers are often in short supply, inte-
grationisvitally important. Integration of these services
is one of the most effective strategies for maximizing
the use of scarce rural health care resources and im-
proving the quality of care for both behaviora health
and primary care patients.

For the purposes of this discussion, references to
mental health workers generally refer to psychiatrists,
psychologists, social workers and advanced practice
nurses. These are the professions used to designate
mental health shortage areasin the country. This chap-
ter also considerstherolesof marriage and family coun-
selors, individual counselors, substance abuse special-
ists and behavioral health workers.

Proponents of integration cite compelling arguments
related to improving clinical care for behavioral health
patients. The stark redlity is that there are few behav-
ioral mental health providers practicing in most small
rural communities. Consequently, primary care physi-
cians, advance practice nurses, physician assistants and
other non-physician providers often are the first pro-
viders of carefor patientswith mental health problems.
The shortages of behavioral health professionals can
adversely influence the practice styles of primary care
providers. For example, they may be reluctant to en-
gage patients on issues such as depression when there
are no mental health workers who can handle referrals.

Appropriately trained psychologists and other behav-
ioral health professionals can provide consultation to
physicians and nurses and contribute to the assessment

and trestment of mental disorders seen in the course of
primary care. Patients with mental disorders make up
an estimated 20-25 percent of all primary care patients.
Early detection and treatment of mental illness in pri-
mary care settings where behavioral health profession-
als are available can lead to better treatment and pre-
vent more seriousillness or even death. Integrated ser-
vicedelivery also facilitatesthe diagnosis and treatment
of mental illnesses that are closely related to or result
from physical disease. The increasing use of medica-
tions for mental illness also requires close monitoring
and collaboration between behavioral health providers,
who do not have the authority to prescribe psychotropic
medications, and primary care providers who do. Fur-
ther, integration provides opportunities for coordinated
quality improvement initiatives and the adoption of evi-
dence-based practicesin behavioral health and primary
care.

Integration also more effectively utilizesrural health
manpower resources and, consequently, improves ac-
cessto care. Accessisimproved when behavioral health
and mental health workersare available at the same sites
asprimary care givers, or are easily accessible through
appropriate referral arrangements. Integrated systems
also help reduce transportation barriers for rural pa-
tients. Because it is unlikely that there will be a large
growth of behavioral and mental health providers will-
ing to practice in rural communities, appropriate inte-
gration of services could become a necessity.

Integration can reduce or eliminate the powerful so-
cial stigma often associated with mental illnessin rura
areas. Many rura patients are reluctant to be seen in
settingswheretheir privacy might be compromised, such
as a private office or clinic specifically dedicated to
mental health. In most small towns community mem-
bers know the identity of each other’s cars. Patients
reluctant to havetheir car identified at abehavioral health
location may not have the samereluctance to have com-
munity membersseetheminaprimary carefacility. The
power of social stigma cannot be overstated. It causes
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many individuals who need careto either ignore amen-
tal health problem or attempt to addressit as a physica
issue. Stigmaislessadeterrent to appropriate care when
behavioral health professional s see patientsintheir regu-
lar primary care settings.

Access Issues In Rural Areas

The notion that rural Americans enjoy a healthier
lifestyle and a lower incidence of mental disease is an
unfortunate misconception. The Substance Abuse and
Mental Health Services Administration (SAMHSA) re-
ports that one in five Americans suffers from a mental

New Freedom Commission
| dentifies Fragmentation

The President’s New Freedom Commission on
Mental Health issued its report? in July of 2003
and identified asystem of carethat isfragmented
and inadequate.

The findings were part of a 16-month effort
to evaluate and make recommendations to re-
form the current mental health delivery system.
The Commission identified the following spe-
cificmental health disparitiesaffecting rural and
frontier communities:

* |nadequate access to care
* Provider shortages

» Greater social stigma associated with seek-
ing mental health services

 Lack of aconsistent plan to addressrural men-
tal health disparities as well as the need to
establish models of care that address the
unique needs of rural and frontier communi-
ties.

 Lack of aconsistent definition of rural, which
makes targeting funding for rural areas more
difficult

For more information, visit:
http://www.mental healthcommission.gov/

disorder. Rural Americans, who make up morethan one
quarter of the U.S. popul ation, experienceincidence and
prevalence rates of mental illness and substance abuse
that are similar to or greater than urban residents.® Ru-
ral areas also have a higher proportion of people who
areat risk for poor mental health such asthe elderly and
the chronically ill .4

It is not possible to address linking mental and be-
havioral health with primary carein rural areas without
first acknowledging the broader issues of accessto ru-
ral mental health services. Mental health workforce
shortages are among the most formidable health care
challengesthat rural communitiesface. In 2003, 74 per-
cent of 1,196 federally designated Mental Health Pro-
fessional Shortage Areaswerelocated in rural counties.
These areas house a large percentage of the country’s
rural population. Thismeansthat core behavioral health
providersarenot present in many rural and frontier com-
munities. To further illustrate this point, the supply of
psychiatristsis about 14.6 per 100,000 people in urban
areas, compared to 3.9 per 100,000 in rural areas.® Other
mental health workers, like psychologists, social work-
ers, marriage and family counsel ors and substance abuse
specialists, are also in short supply.

Millions of rural Americans are without a regular
source of mental health care, due, in part, to chronic
rural behavioral and mental health provider shortages.
[llustrating this point, a recent study in Maine showed
that rural Medicaid beneficiariesare lesslikely than ur-
ban beneficiaries to have an outpatient mental health
visitinayear’stime.® Further, in Maine and other States,
the rate of rural Medicaid mental health visits has been
linked directly to thelower supply of rural mental health
providers. Many patients come to rely on primary care
providers to meet their mental health needs. When the
local primary care provider is not an option, the local
hospital is the costly and inappropriate alternative.
However, the hospital staff may not be fully trained or
prepared to adequately diagnose and treat mental ill-
nesses.

Provider shortages are the greatest single access bar-
rier torural behaviora health services, but there are other
formidableissues. Lack of transportationisamajor prob-
lem for many rural patients, particularly elderly popu-
lations that lack mobility. Poor or non-existing insur-
ance coverage for behavioral health services is a sig-
nificant deterrent for receiving care. Also, as noted pre-
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Texas Site Visit Highlights
Mental Health Shortages

Access to mental health servicesin rural com-
munities has long been limited and the Com-
mittee saw dramatic evidence of this during a
sitevisit to Uvalde, Texas in June of 2003.

Uvalde and its surrounding three counties (an
arearoughly the size of Connecticut) are served
by one psychiatrist and two psychologists. There
area so acute shortages of substance abuse coun-
selors, social workers, marriage and family
therapistsand pastoral counselors. Uvaldeisnot
unique. Inrura Texasand el sewherein the coun-
try, the availability of behavioral health work-
ersisprofoundly influenced by population den-
sity, with the least densely populated areas fac-
ing enormous challenges in recruiting these
workers.

vioudly, the social stigma often associated with mental
illness prevents many rural citizens from obtaining
needed services. Although these and other accessissues
are generally beyond the scope of this report, they are
partially addressed by strategies aimed at integrating
behavioral health care with primary care services.

Rural Strategies For Integration

Most rural citizens have at | east some accessto primary
care services, but this generalization applies less often
to behavioral health services. Although it is difficult to
generalize across the widely different rural areas of the
country, it is probably safe to characterize the current
environment for rural behavioral health services asone
where:

* Primary care practitioners have the major responsi-
bility for diagnosing and treating common mental ill-
nesses such as depression;

» Behavioral health servicesare highly fragmented due
to manpower shortages,

* There are separate facilities or locations for mental
and physical health;

» Autonomous behavioral health and primary care pro-
viders practice with informal referral relationships;

and

* Primary care and behavioral health providers do not
share joint responsibility for managing the same pa-
tient.

Rural strategies to address these issues range from
diagnosis and treatment by a fully integrated clinical
team of primary care and behavioral health providersto
the use of telehealth technologies for linking rural pri-
mary care providers with distant mental health profes-
sionals. Middle-ground strategies include the co-loca-
tion of behavioral health and primary care services in
physicians offices, clinics, or hospitals, and the devel-
opment of formal referral relationships among primary
care providers and mental health professionals both
within and outside the local community. Dual certifica-
tion of providersin both primary care and mental health
Is another significant strategy for integrating services.
The methods available to achieve integration will vary
depending on the unique needs and resources of each
community. Currently, there is no reliable data on the
prevalence or efficacy of different models for integra-
tion.

Some Stateslike Oregon, Montanaand Arizonahave
devel oped telemedicine systems that link rural primary
care providers with distant mental health specialists.
Telecommunication technologies have been used for
some 40 years to provide limited mental health inter-
ventions, mostly on an experimental basis. Beginning
in the 1990s, however, the use of interactive telecom-
munication technologies flourished. The number of
telemedicine programs in the United States grew from
nine in 1993 to over 100 in 1997, with most providing
mental health services. According to a study by the Of-
ficefor the Advancement of Telehealth (OAT), the seven
most active telemental health projectsin the nation con-
ducted approximately 70 percent of all the telemental
health service contacts, as reported by the 50 most ac-
tive projectsin 1996.7

In eastern Oregon, rural primary care providers use
telemedicine technol ogiesto consult with mental health
professionals at the nearest urban medical center. Some
applicationsinvolve consultations between medical pro-
fessionals; others make use of the technology for direct
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provider-patient encounters. While health profession-
als disagree on the effectiveness of direct provider-pa-
tient encountersusing tel eheal th technol ogies, telehealth
continuesto be an important option for providing train-
ing, consultation, and support to rural primary care pro-
viders in the face of continued shortages of behaviora
health practitioners.

Co-location of rural primary care and mental health
providersisapossibility for eventhe smallest rural com-
munities, assuming the availability of providers. This
could be accomplished simply by placing a psycholo-
gist or mental health nurseinaprimary care physician’s
practice, a Rural Health Clinic (RHC) or rural Critical
Access Hospital (CAH) outpatient department. In some
cases, it may only be necessary for these providers to
visit therural clinic afew daysamonth or once aweek.
In other instances, when justified by volume, the be-
havioral health provider might be available on an equal
basis with the primary care provider. The provision of
mental health and consultation services at primary care
sitescan be more effective than referralsto mental health
centers.

The Committee visited several communitiesin West
Virginiawhere integrated services had been devel oped
through creative collaborations and mergers of provid-
ers aready located in the communities. In one commu-
nity a newly started Community Health Center had
placed limited license psychol ogists on-site through an
arrangement with a nearby Community Mental Health
Center. The psychologistswork down the hall from pri-
mary care providers to help patients with behavioral
health issuesrelated to their physical health. They coun-
sel patients on behavioral modifications related to diet,
exercise and the use of medications, and discuss cul-
tural resistance to care, family support and other issues
with them. At another location the merger of a CAH
and a Community Health Center had created a critical
mass of providers that allowed the development of
school-based behavioral health programs. Both sites
faced difficult regulatory and payment issues, but the
arrangements appeared to work to the benefit of patients
and providers alike.

Behavioral health providers such as substance abuse
counselors, mental health nurses, marriage counselors,
etc. can be more effective and accessible if linked with
primary care providers in these settings. They can also
be shared among primary care providers in other rural

Collaborative Models Tested

Collaborative models between rura psycholo-
gists and family physicians have been formally
tested in rural Texasand Wyoming. The models
demonstrated that proximity, in terms of loca-
tion and accessibility of the physician and psy-
chologist, enhanced the ability of the team to
collaborate in the treatment process. The avail-
ability of the psychologist also improved the
likelihood of referral for patients with mental
problems.®

The co-location of mental health and primary
care services has recently become a significant
new initiative involving Federally Qualified
Health Centers (FQHCs) in rural areas. As part
of the President’s ongoing effort to expand the
number of health centers, HHS officials are en-
couraging applicants to include mental health
in their service delivery.

community settings. The Department of Health and
Human Services can promote integration in rural areas
by identifying models that work and making thisinfor-
mation widely available.

Barriers To Integration Of
Services

While integration is theoretically logical and there are
significant numbers of successful models, the system,
for themost part, remainsfragmented. Inlarge part, that
is because there are significant barriers to the devel op-
ment of integrated primary care and mental health ser-
vicesinrural areas. Foremost among them isthe higher
percentage of rural citizensuninsured and under-insured
for both physical and mental health. Lack of insurance
profoundly affects the supply of health care providers
and keeps many millions of rural Americans from ob-
taining needed care. However, this chapter does not
specifically deal with broad insurance issues. Rather, it
briefly describes some Federal and State policy issues
that also affect the supply of mental health profession-
asin rura areas and impede efforts to integrate pri-
mary care and mental health services.
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Payment Policies

Medicare payment and coverage policies have asig-
nificant influence upon where mental health and behav-
ioral health practitioners chooseto practice. The Medi-
care program is especially important to mental health
payment policy because many States and private insur-
ers choose to follow the Medicare rules for reimburse-
ment. Medicare pays for outpatient, inpatient and par-
tial hospitalization for treatment of mental illness. Cov-
erage for mental health servicesis very similar to cov-
erage for physical illnesses. However, the Part B coin-
surance rate is much higher (50 percent coinsurance)
for mental health services than for physical health ser-
vices (20 percent coinsurance). For rural residents with
low incomes, the high coinsurance rate makes paying
for mental health services nearly impossible. Because
consumersare more sensitiveto pricesfor mental health
servicesthan for physical health,® they arelesslikely to
seek mental health services.

Currently, Medicare pays physicians, psychiatrists,
psychologists, social workers and advanced practice
nurses directly for mental health services. It does not
reimburse marriage and family therapists or licensed
professional counselors. Since commercial insurersand
State Medicaid programs often follow Medicare' s lead,
the effect is to give many Masters' level practitioners
littleincentiveto practiceinrural areas. Further, practi-
tioners who are unable to bill directly for their services
must work under the auspices of a reimbursable pro-
vider, and in rural areas reimbursable providers often
cannot be found.

Providerscurrently excluded by payment policiesar-
guethat direct payment for their services could actually
reduce Medicare costs by reducing emergency room
visits and encouraging more judicious use of menta
health services. However, the Medicare Payment Advi-
sory Commission (MedPAC), inits June 2002 report to
Congress, stated that an increased volume of mental
health services would offset the resulting savings. Oth-
ers have disputed those findings, arguing that the data
and modeling relied on by MedPAC was inconclusive
with respect to added costs. There is no resolution of
thisissue, but rural mental health advocates believe that
provider payment limitations must continue to be ex-
amined for their impact on the recruitment and reten-
tion of mental health professionalsin rural areas.

Current Medicare payment policy also impedes ac-
cess to behaviora health services in RHCs. There are
approximately 3,500 federally certified RHCs in the
country. They are much more numerous in rural areas
than FQHCs or Community Mental Health Centers. In
many small rural communities they may be the only
source of primary care available. While these clinics
are also authorized to provide mental health servicesin
tandem with primary care, few have done so, in part
because of reimbursement limitations. Under Medicare's
cost-based payment system for RHCs, they are able to
recover only about 50 percent of their costs for mental
health services. RHCs are also limited in the types of

Sustainability of Integration Model
Proves Difficult

Dr. David Hughes and his staff at the Cabin
Creek Health Center primary careclinicin Cabin
Creek, West Virginia have set up a model pro-
gram for integrating behavioral health and pri-
mary care at their small clinic in the Southwest
mountains of the state.

The clinic houses not only 10 physicians and
four nurse practitioners but also two Masters-
level mental health specialists. The health pro-
fessionalswork asateam to addressthe primary
care and mental health needs of this small com-
munity. When patientsvisit the clinic, they first
meet with a mental health provider who con-
ducts a general screen to identify any unmet
behavioral health needs. The patient’s primary
care needs are then addressed and follow-up
appointments for either health or behavioral
health are schedul ed.

Whilethe model has been successful, accord-
ing to Dr. Hughes, lack of reimbursement may
makeit unsustainable. Clinic officialsnoted that
Medicaid only reimburses services provided by
select behavioral health providers. Medicare has
similar policies. This burdens the program be-
cause approximately 50 percent of the patients
receiving behavioral health interventions are
uninsured and Medicare and Medicaid are the
primary means of payment.

15
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providersthey can useto deliver mental health services.
Further, RHCs are paid less than FQHCsfor behavioral
health services, even when the services are comparable.
These factors act as powerful deterrents to integrated
care in RHCs, places that have great potentia to pro-
vide such services.

State Licensure and Scope of Practice
Policies

Provider payments are linked to State licensure and
scope of practice policiesthat determine which provid-
ers are paid and which services they are authorized to
provide. A recent study by the Edmund S. Muskie School
of Public Servicein Maine describes the importance of
State licensure laws and scope of practice acts to the
delivery of behavioral health services in rural areas.'’
The study examined licensure laws and administrative
rules for social workers, psychologists, professional
counselors and marriage and family therapists in the
forty Stateswhere at least ten percent of the population
isrural. Several of the study’sfindingsrelate directly to
theissue of primary care and mental health servicesin-

tegration.

The study found that State licensing laws and scope
of practice acts are often inconsistent with Medicare
payment policies. For example, it found that the num-
ber of States permitting social workersto perform diag-
nosis and psychotherapy is not significantly different
from the number of States permitting marriage and fam-
ily therapiststo perform these same services. Yet Medi-
carewill reimburse social workers, but not marriage and
family therapists for these services. This suggests that
Medicare and other payers need to reconsider payment
and coverage policies regarding some non-physician
behavioral health providers. The Federal government
also could play an important role in developing model
scope of practice acts that would address rural issues.

TheMaine study also discussed issuesrelated to pro-
vider supervision requirements for limited license pro-
viders. Many States do not allow certain classifications
of behaviora health providersto train and practice with-
out supervision. Many require supervision to be per-
formed by an advanced member of the same behavioral
health profession in settings that allow face-to-face in-
teraction between the practitioners. These policies are

Summary of State Statutes and Administrative Code
With Respect to Diagnosis and Psychother apy
(N=40 States)

Permitted Permitted as % Prohibited Not addressed in
of States statute or code
that license

Diagnosis

Psychologist 37 92.5 0 3
Social Worker 30 75 0 10
Marriage and Family Therapist * 24 70.6 0 10
Licensed Professional Counselor ** 23 62.2 0 14
Psychother apy

Psychologist 35 87.5 0 5
Socia Worker 31 77.5 0 9
Marriage and Family Therapist 25 735 0 9
Licensed Professional Counselor 16 43.2 0 21
* Total number of states that license MFTsis 34 of the 40 states surveyed.

** Total number of states that license LPCs is 37 of the 40 states surveyed.

Source: Maine Rural Health Research Center.1°
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relevant to psychologists, social workers, marriage and
family therapists and other behavioral heath workers
in the States. Studies have shown that physicians and
other health workerstend to practice closeto wherethey
receive their training. Thus, State laws on supervision
can severely limit recruitment efforts in rural commu-
nities where advance practitioners are not available to
perform the required supervision. A related issue con-
cerning limited license practitioners is the perception
that the quality of careis less when they are used, de-
spite alack of data that supports this perception. Out-
come data and other performance measures are needed
to address this misconception. Thisisespecially impor-
tant to rural areas where limited license providers can
improve accessto care (lack of accessto careisitself a
quality issue) and may be more easily recruited to rural
practice sites.

The Maine study also addressed the controversial is-
sue of prescriptive authority for non-physician mental
health personnel. It highlighted thefact that in 2002 New
Mexico became the first State to grant prescriptive au-
thority to psychologists. The decision wasbased largely
on the scarcity of more highly trained mental health
personnel in rural areas of the State. The law requires
psychologists to undergo extensive training to qualify
for the prescription authority and also requires close
monitoring in itsexecution. Many mental health experts
believe that the lack of prescription authority for quali-
fied psychologists is a deterrent to their willingness to
practice in isolated rural areas and detracts from their
ability to practice effectively inintegrated primary care
settings.

The study did find some exemplary practices in the
States that |essened the adverse effects of licensure and
scope of practicelawsin rural areas. For example, New
Hampshire allows candidates for licensure to be super-
vised by almost any mental health professional, open-
ing more possibilities for qualified supervisionin rural
areas of the State. States such as Colorado, Kansas and
Wyoming allow electronic supervision, acknowledging
its necessity for rural practice sites.

Training

Patientswith mental illnessmake up asignificant pro-
portion of primary care patientsin both urban and rural
areas. Yet most primary care providers are not well

trained in the diagnosis and treatment of mental disor-
ders. Primary care physicians fail to detect psychiatric
disordersonehalf totwo thirds of thetime.** Thegreater
dependence on primary care physicians, together with
chronic shortages of mental health professionals, in-
creases the likelihood that many mental health patients
in rural areas will not receive necessary care. The ne-
cessity of enhancing the mental health training of pri-
mary care physicians is widely recognized.

On the other hand, few mental and behavioral health
professionals are educated and trained to work in pri-
mary care settings. For example, there are very few
graduate programs, internships and fellowships avail-
ablethat focus on primary care psychology. Even fewer
programs are availablethat provide education and train-
ing programs on-site in rural communities. Neverthe-
less, it is clear that patients benefit when primary care
providers and mental health professionals work
collaboratively in the diagnosis and treatment of mental
illnesses.

Improving Access to Integrated
Services

Federal programs supporting behavioral health services
are somewhat fragmented and there are sizable holesin
the rural mental health safety net. For many years gov-
ernment funded Community Mental Health Centerswere
the mental health safety net for millions of Americans.
Until the mid-1980s these centers served all those in
need regardless of ability to pay. When the program was
converted to State block grants, the States shifted their
focus to concentrate on patients with the most severe
mental illnesses and on children. Most other patients
were left unserved. Funding for the program has aso
declined and the clinics were never auniversally avail-
able source of care for rural communities. Further, this
program and other Federal initiatives did not focus spe-
cifically on the issue of linking mental health services
with primary care.

A few smaller Federal programs are attempting to
address the goal of primary care and behavioral health
integration. The Health Resources and Service Admin-
istration (HRSA) has a Primary Care Integration initia-
tive and is developing models for Federally Qualified
Health Centers (FQHCs) that will enhance their ability
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to integrate primary care with behaviora health. About
50 percent of FQHCs are serving rural areas, but their
distribution is somewhat skewed toward areas east of
the Mississippi River. Nonetheless, amajor aim of the
initiative is to provide coordinated primary care and
behavioral health services at the clinics. One important
limitation is that FQHCs may be precluded from hav-
ing direct contractual arrangements with private sector
providers given some of the board requirements under
which health centers operate. Nonethel ess, the number
of FQHCsisprojected to double over the next few years,
and given their commitment to mental health and pri-
mary care integration, this expansion may bring sub-
stantial new benefits and resources to rural communi-
ties. The moveto integrate primary care and behaviora
health carein CHCsisalso supported by HRSA’s ongo-
ing effortswith the Health Disparities Disease Collabo-
rative initiative, which included depression asakey fo-
Ccus area.

The Office of Rura Health Policy in HRSA awards
Rural Health Services Outreach Grants and Rural Net-
work Devel opment Grantsto rural communitiesfor dem-
onstration projects that improve access to care and pro-
mote better systems of care. In FY 2003, 29 of 112
Outreach grantees organizations provided mental or
behavioral health services. HRSA is also supporting
successful applications of mental telehealth servicesthat
link rural primary care givers and their patients with
mental health specialistsat distant urbanlocations. OAT
also funds telemedicine projects that may focus on be-
havioral health care needs. These and other programs
supported by HRSA are highly competitive because of
limited funding, and behavioral heath/primary carein-
tegration is only one of many eligible activities.

Other Federally supported programs are important,
but have aless direct effect on primary care/behavioral
health services integration. For example, the National
Health Service Corps in HRSA places mental health
workers in underserved rura areas of the country, but
mental health, and more specifically, rural mental health,
is split among severa areas of need. The Substance
Abuse and Mental Health Services Administration,
through itsnetwork of State officesand agencies, ispro-
moting integrated models of care, but without asignifi-
cant emphasis on rural areas. Funding for the program
isalso quitelimited. New models of integrated services
are emerging from Medicaid Mental Health Managed

Medicare Change May Offer
Opportunities for Increased
I ntegration

Recommendations from a September 2003 U.S
General Accounting Office (GAO) report? and
a subsequent change in law may make it easier
for small rural hospitals to also offer mental
health services.

Thanks to the Medicare Prescription Drug,
Improvement, and Modernization Act (MMA),
Critical Access Hospitals (CAHSs) can now op-
erate a psychiatric Distinct Part Unit (DPU) of
up to 10 beds without it counting against their
acute-carebed limit. Many rural advocateshave
supported such a provision for years, and they
were buoyed by the recommendations from the
GAO report that suggested increased flexibil-
ity in the law. This report helped persuade leg-
islatorsto use MMA to amend the existing law.

The GAO report examined a number of bar-
riersfor conversionto CAH status. It found that
many rural hospitals otherwise eligiblefor con-
version were prevented from doing so because
of the presence of an inpatient psychiatric or
rehabilitation DPU. Even when conversion
would benefit many hospitals financialy, they
were reluctant to give up what they saw as a
valuable community service. Altogether, the
GAO discovered 25 instances in which hospi-
tals were forced to close a DPU in order to un-
dergo CAH conversion. Thereport cited thisas
potential barrier to accessing psychiatric and re-
habilitative care in rura areas, because, while
25 percent of Medicare beneficiaries are rura
residents, only eight percent of rehabilitativeand
17 percent of psychiatric beds were located in
rural areasin FY 1999.

Some advocates are hopeful this provision
will help ease an important barrier to providing
psychiatric and rehab servicesto rural residents
in their home communities.
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Care programsin the States, but few of these are found
in rural communities.

It should also be noted that some RHCs have been
providing behavioral health services for as long as ten
years. That success has been limited by payment policy
issues, including lack of parity between RHCs and
FQHCsfor reimbursement for behaviora health services
and limitations on the types of providers who can pro-
vide behavioral health servicesin RHCs.

HRSA’sBureau of Health Professions providesgrants
to health professional training schools that support the
training of mental health and primary care profession-
as. The Quentin N. Burdick Rura Program for Inter-
disciplinary Training supports innovative training that
prepares health care providersfor practicein rural com-
munities. The program emphasizes joint training op-
portunitiesfor multiple health professions. In FY 2002,
the program supported 28 projects for a total of $6.5
million. HRSA also supportsother programswithin Title
VIl and VIII of the Public Health Service Act that can
address primary care and behavioral health integration.
This provides an opportunity for amending, expanding
and enhancing these programsto support moreintegrated
models of care.

There are other Federal programs across many dif-
ferent agencies that support increased access to behav-
ioral health services. They are too numerousto mention
in this report. However, Federal programs and policies
alone will not be able to meet the overwhelming needs
of rural communitiesfor increased accessto behaviora
health services. The most difficult issues of behavioral
health/primary care integration in rural areas — those
related to State licensure laws, scope of practice limita-
tions for behavioral health workers, training of behav-
ioral health and primary care workers, contentious pro-
fessional prerogatives among various groups of behav-
ioral health and primary care providers, and other prob-
lems—must be addressed by States, health professional
schools and the health professions. Nevertheless, Fed-
eral programs can help by continuing to provide valu-
able resources and improving the policy environment
for devel oping integrated mental health and primary care
services.

Conclusion

The Committee selected the topic of primary care and
behavioral health integration because it believes that
much greater emphasis must be placed on policy mak-
ers devel oping seamless systems of care that recognize
relationships between mental disorders and physical
health. The Committee also believes that in rural areas
integrated systems will improve access to care and en-
hance quality. During preparation of itsreport, the Com-
mittee visited rural sites where integrated systems are
in various stages of development. The sites are facing
an array of issues related to insurance coverage, Medi-
care regulatory and administrative requirements, Med-
icaid payments, limited scope of practice for non-phy-
sician providers and recruitment of workers in behav-
ioral health. The systems are fragile and heavily depen-
dent on grant support for their continued operation. Yet
each site has been able to cobble together some inte-
grated programs with demonstrable benefits to patients
and providersalike. The Committee concluded from its
visits that policy makers, regulators and payers must
become moreflexiblein order to create an environment
where integrated systems can flourish.

This goal will be more difficult to achieve in rura
and frontier communities for the reasons briefly dis-
cussed in this chapter. Moreover, these communities
are often preoccupied with the need to acquire and sus-
tain a basic level of primary care services. They may
view behavioral health asalesser priority and be poorly
informed about the possibilities and benefits of integrat-
ing the services that are currently available. Overbur-
dened rural providers in both behavioral and physical
health may not be ableto providetheleadership required
to accomplish this change. Again, the challenge for
policy makers is to continually examine the needs of
rural communities and help them devel op strategiesfor
creating integrated systems that can be sustained.

The Department of Health and Human Services has
the largest Federal rolein supporting mental health and
behavioral health servicesand improving accessto care
in rural areas. Behavioral health and primary care are
among its highest priorities. The Committee’s recom-
mendations that follow focus on areasin which the De-
partment can influence the integration of behavioral
health and primary care servicesin rural areas.
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Recommendations

» The Secretary should work with the Congress to
amend Section 1861(s)(2) of the Social Security Act
to authorize State-licensed marriage and family thera-
pists, licensed professional counselors and other be-
havioral health providersto provide behavioral health
services as qualified mental health care service pro-
viders. The Secretary should also work with Con-
gress to authorize Medicare payments for those ser-
vices by amending Section 1833(a)(1) of the Social
Security Act, as needed, to ensure that payment.

» The Secretary should seek to broaden the definition
of originating sites for telehealth services to include
private physician offices under Title XVIII of the
Social Security Act and ensurethat all Medicare-€li-
gible providers can offer mental health services via
telehealth consultation.

» The Secretary, under the auspices of Title XVIII and
Title IX of the Social Security Act, should work to
identify States with model licensure laws and scope
of practice acts for non-physician behavioral health
providers. The Secretary should sharethem with other
States and policymakersin order to facilitate similar
practicesinrural areas of the country. The Secretary
should also work with States and behavioral health
professional associations to increase flexibility in
State requirements for supervision of limited license
behavioral health providers that would alow more
rural training, either in person or through supervi-
sion delivered via telehealth technologies.

» The Secretary should support increased funding for
the Quentin N. Burdick Program for Rural Interdis-
ciplinary Training. The program is authorized under
Title VII, Section 754 of the Public Health Service
Act. Grants awarded through the program can sup-
port innovative models and demonstrations of inter-
disciplinary care in rural areas. The program is
uniquely suited to the support of programsthat foster
the development of integrated primary care and be-
havioral health care delivery systems.

» The Secretary should support increased funding for
the Graduate Psychology Education Program autho-
rized under Title VII, Section 755(b)(1)(J), of the

Public Health Service Act. This program supports
grants to schools accredited by the American Psy-
chological Association to help them plan and operate
programs that foster an integrated approach to health
care service and that train psychologists to work in
underserved areas. The program was not included in
the President’s budget for 2005.

» The Secretary should provide increased support for
scholarshipsand loan repayment for behavioral health
care providersunder Section 331 of the Public Health
Service Act.

* The Secretary should work with the Congress to
amend Title XVI11 and Title X1X of the Social Secu-
rity Act to require parity in payments and the result-
ing co-payments for mental health care services un-
der Medicare and Medicaid.

» The Secretary should work with the Centersfor Medi-
careand Medicaid Servicesin administration of Sec-
tion 1834(qg) of the Social Security Act to clarify that
Critical Access Hospitals can and should have the
flexibility to provide mental health services as dic-
tated by community need within the normal protec-
tionsfor patients.
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Access to Oral Health Care In Rural Areas

Thereisagrowing understanding of thecritical roleoral
health playsin overall well-being. However, oral health
has been described as one of the single greatest unmet
health care needs in the United States'. The many fac-
tors contributing to this problem exist regardless of geo-
graphic classification, but they are often more pro-
nounced in rural areas. A significantly lower propor-
tion of dental health professionals, combined with in-
creased poverty, lower insurance rates, geographic iso-
lation, lack of water fluoridation and numerous other
issues, make rural oral health problems particularly
acute.

Poor oral hedlth is a problem throughout the health
care system and, for too long, dental care has been
viewed as lessimportant or separate from other aspects
of health. However, the Department of Health and Hu-
man Services (HHS) Healthy People 2010 report notes
that “Oral health isan essential and integral component
of health throughout life.”? Despite this knowledge,
American performance on critical measures of oral
health status remainsalarming. The statistics speak for
themselves. Dental caries(tooth decay) isthe most com-
mon form of childhood illness, affecting morethan five
times as many children as asthma®. Similarly, 50 per-
cent of adult Americans suffer from some form of gin-
gival disease, and nearly 35 percent have periodontitis.*
Thirty percent of U.S. adultsover age 65 havelost al of
their teeth.®

While 44 million Americans lack health insurance,
108 million have no form of dental coverage.® Contrib-
uting to the problem is a growing national shortage of
oral health providers. Asof September 2003, therewere
2,235 Dental Health Professional Shortage Areas
(DHPSAS), 74 percent of which were located in non-
metropolitan areas.” The acute shortage of dentists is
expected to worsen in the coming years. In 1983 there
were 5,756 dental school graduates compared to only
4,000in 1990. Thisproblem iscompounded by thelarge
number of dentists slated to retire in the next several
years. To further exacerbate the problem, since 1986
seven dental schoolshave closed, and only two new ones
have opened to replace them.®

The Effects of Unmet Care

Studies consistently show that poor oral health affects
much morethan aperson’ssmile. It resultsinlost school
hours, lower productivity and costly emergency room
visits, and it has been linked to broader and more seri-
ous systemic illnesses. In 2002, the Wisconsin Hospi-
tal Association reported that more than $6 million in
emergency room care was given to 22,000 patientswith
oral health problems.® For many individuals, avisit to
a hospital emergency room is often the first time they
receive any form of dental treatment. Because most oral
diseases are progressive, aggressive early childhood
intervention could easily prevent many of these cases.
However, for many childrenit isalready too late; when
they receive dental care they present with significant
dental disease. The Surgeon General reports that 51
million school hours are lost due to oral health prob-
lems alone.! Bad teeth clearly can lead to social stig-
matization and marginalization, and anecdotal evidence
indicates that they can sometimes lead to diminished
employment opportunities. For those who do work, poor
oral health resultsin lost productivity. Nationally, 164
million work hours are lost a year because of the pain
and discomfort associated with poor dental health.*? It
is becoming increasingly clear that unmet dental needs
are accompanied by a high personal and social cost.
Also apparent is the artificiality of the traditional
separation of oral health from overall physical health.
Recent findingsindicate aclear connection between cer-
tain ora diseases and broader systemic illnesses. Of
these, the link between oral infections and serious heart
conditions is the most supported by experimental evi-
dence.’3* A significant association between dental in-
fection and atherosclerosis and coronary heart disease
isindicated in multiple studiesand periodontitis has been
strongly linked with coronary heart disease.*> Poor oral
health status also has been implicated as a cause of
chronic obstructive pulmonary disease, and periodonti-
tis in pregnant women is being investigated as a risk
factor for premature births and low infant birth weight.
Additionally, dental visits function as the primary tool
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for detecting and initiating early treatment for oral and
pharyngeal cancers, which are responsible for almost
8,000 deaths annually.®

Factors Limiting Access to Care

In order to understand the rural context of dental careit
isimportant to be aware of the various factors limiting
accessto care throughout the United States. These fac-
tors are complex and vary within and between States.
However, there are several fundamental problems that
affect the provision of dental care nationally. Thesein-
clude low public financing, lack of dentists participat-
ing in Medicaid and the State Children’s Health Insur-
ance Program (SCHIP), uneven distribution of practi-
tioners, poor coordination between dental and medical
care, lack of private dental insurance and cultural atti-
tudes toward dental care.

As discussed previously, only a small proportion of
dental servicesarefunded through Medicaid and SCHIP.
All States provide some dental careto low-income chil-
dren, and some reimburse care for poor adults. How-
ever, many dentists will not see Medicaid or SCHIP
patients. A 1998 survey of State Medicaid providers
revealed that only 16 percent of dentists were active
participants in the Medicaid program.’

A 2003 study by the Child Health Insurance Research
Initiative indicated that low-income children in areas
with few Medicaid dental providers had a much higher
rate of unmet dental needs.® The Medicaid reimburse-
ment levels typically offered by States certainly con-
tribute to the low dental participation inthe program. In
2000, only 13 States had reimbursement rates greater
than two thirds of the usual customary rate (UCR)
charged by dentists.® In addition, Medicaid recipients
often are perceived by dentists as being more likely to
miss scheduled appointments and less likely to comply
with dental advice.?® % Dentists also frequently cite the
administrative burden associated with treating Medic-
aid patients as a reason for not participating in the pro-
gram.? Inthe late 1990s era of budget surpluses some
Statesincreased their reimbursement level sto approach
the UCR. When this happened in Georgiathe provider
base increased by 63 percent and Michigan reimbursed
88 percent more dental visits. Still, in 1998 dental care
accounted for only 2.3 percent of all Medicaid expendi-

Private Practice Dentist Plays
Safety-Net Role

Dr. Bruce Cassis, a private practice dentist in
Fayetteville, West Virginia, istheoral health care
safety net in his small town.

Dr. Cassis, who played host to the Commit-
tee during a site visit in September 2003, sees
all patientsin hissmall clinic, regardlessof their
ability to pay or their insurance status. In doing
S0, Dr. Cassis' clinic serves as a reminder that
private dentists can aso be akey part of provid-
ing servicesto theunderserved. Theclinic serves
a town of approximately 3,000 residents and
worksto develop individualized payment plans
for patients who are unable to immediately pay
out of pocket or who lack private insurance. Dr.
Cassis commits at least 10 percent of his prac-
ticeto Medicaid and other low-income patients.

“Everybody who works here lives here, and
alot of times it’s our neighbors getting help,”
said Dr. Cassis. “We're just local people help-
ing local people.”

tures? |t isestimated that $21.35 per child per month
iIsnecessary to provide adequate dental careto children,
but in 1995 Medicaid paid only $4.44 per month per
child on dental services®

Access to care is further limited by a national
maldistribution of dentists. Whether the total dentist
population is adequate to meet U.S. needs remains un-
certain. However, there is a broad consensus that the
distribution of dentists is uneven, often compromising
access to care in rural and central urban areas.® The
dentist supply clearly affects patients’ ability to obtain
care. One study found that Medicaid-enrolled children
are 24 percent more likely to obtain restorative dental
careif they livein the county with the largest number of
dentists in the State, rather than the one containing the
fewest dentists.® One reason dentists cite for their re-
luctanceto treat M edicaid patientsisthat doing so takes
time away from patientswho are ableto pay higher out-
of-pocket or private insurance rates. In areas with few
dentistsit ismuch easier and more lucrative for them to
place such limits.
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Linking Primary Care
with Oral Health

At Community Health Development, Inc., aFed-
erally Qualified Health Center in Uvalde, Texas,
patients are assessed for oral health care needs
at the same time they are seen for primary care.

The community health center in this South-
western Texas town has long employed an inte-
grated care model. Comprehensive, integrated
and multidisciplinary primary care is provided
to each patient. For example, when children
report for adental exam the staff screensimmu-
nization records. |f something isnot up-to-date,
the child will bereferred for immunization dur-
ing the same visit. In the case of diabetes and
other chronic conditions affecting oral health,
providerswork collaboratively to ensurethat all
needs are met. Pre-natal patients are engaged
in an aggressive oral health education and treat-
ment program. Periodic oral health monitoring
istimed with pre-natal physician visits, and ex-
tensive education is provided about the expected
infant’s oral health and development.

Furthermore, whilethis assertion remains controver-
sial, some sources citerestrictive practice lawsfor mid-
level dental professionals as a factor limiting accessto
oral health care for many low-income citizens.?” %2 A
2003 Centersfor Disease Control and Prevention (CDC)
funded study conducted by the George Washington
University Center for Health Services Research and
Policy analyzed States' scope of practicelawsand their
effect on accessto dental services. The study concluded
that laws limiting dental hygienists ability to practice
without direct dental supervision, “operate as a barrier
to the provision of preventive oral health servicesto low-
income children by limiting the number of individuals
who can provide such services.”® Two separate studies
demonstrated that hygienists are able to provide basic
preventive oral care such asfluoride varnishes and den-
tal sealantswith alevel of safety comparableto licensed
dentists.**! However, concerns about the safety of al-
lowing hygienists to independently administer preven-
tive care is sometimes cited as a reason for restricting

their scope of practice.®2

Severa Stateshaverecently initiated alternative prac-
tice models that allow hygienists increased autonomy
to provide basic dental services; Colorado, for example,
has allowed independent hygienists to practice for a
number of years. However, for a variety of reasons,
including lack of Medicaid reimbursement, most of these
models have not significantly increased accessto care.®
Alaska is pursuing a different strategy and has begun
training anew class of dental health aides that will pro-
vide care in the most remote Alaska Native villages.®
lowa, Washington and North Carolina have al devel-
oped models that train primary care physicians to ad-
minister preventive oral health care and dental referrals
to young children in a primary care setting. In rural
areasthat face acute and growing dentist shortages, some
form of aternative provider model may be particularly
useful as a means to extend basic dental care to low-
income residents. The Committee encourages contin-
ued research and demonstrations to evaluate the viabil -
ity and efficacy of models that better integrate primary
care medicine and dentistry, as well as efforts to pro-
vide school and community-based preventive dental
services.

The Status of Oral Health in
Rural America

For the most part, the problems facing rural oral health
reflect those of the entire Nation. Along with therest of
the country, rural residents struggle with low dental in-
surance coverage or reimbursement, alack of public fi-
nancing for dental care, a shortage of dental providers
willing to see Medicaid patients and cultural attitudes
that place less value on receiving dental care than other
formsof medical care. Asthestatisticswill indicatethe
problem is, however, much more acute in rural areas.
Many rural residents, particularly those in the most re-
motelocations, face additional difficultiesaccessing oral
health services. These include:

Geographic isolation

Lack of adequate transportation

Lack of fluoridated community water supplies
Increased poverty and age

Lower dental insurance rates

24
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» Acute provider shortages

* Increased difficulty finding providerswilling to treat
Medicaid patients

A variety of sources indicate that rural Americans
have a poorer oral hedlth status than the overall U.S.
population. In particular, a series of studies published
in 2003 indicate shocking oral health disparitiesinrural
areasthat cut across all age groups (seetext box). 363738

Overdl in 2001, 67.1 percent of urban residents had
visited a dentist in the previous year, while only 58.3
percent of rural Americans had done s0.* One likely
contributing factor is the significantly smaller percent-
age of rural residents with private employer-sponsored
dental plans. Rural residents are more likely to be self-
employed or work in small firms for whom the provi-
sion of dental coverageismuch moredifficult.® Inlarge
and small metropolitan areas the private dental insur-
ance rate is 55.4 percent and 53.5 percent respectively,
while only 39.8 percent of the rural population has a
private dental plan.** An additional factor contributing
to this disparity is the severe shortage of dentists prac-
ticing in rural areas. The U.S. average for dentists is
52.5 dentists per 100,000 residents. In rural counties
there are only 34.5 dentists per 100,000 people.*? As
dental school graduates accumul ate ever-increasing debt
loads, fewer dentistsarewilling to locate in underserved
areas where they typically earn less income. Studies
consistently report that studentswho trainin underserved
areas are much more likely to practice in one, but many
schools still do not rotate their students through clinics
that provide careto underserved populations. Similarly,
minority students are significantly more likely to work
with other minority populations. The shortage of den-
tal professionals providing care to rural Native Ameri-
cansisparticularly acute. However, in 2000 there were
only 112 Native Americans enrolled in U.S. dental
schools; that is one Native American student for every
35,000 Native Americans.®®

Rura areasare certainly not homogenous, andinmore
remote locations the average oral health status is even
worse. This is particularly true for low-income resi-
dentsof remoterural regions. In 2000, the GA O reported
that only 22 percent of individualsin rural counties not
adjacent to metropolitan areas and with incomes below
200 percent of the poverty level had seen a dentist in
the previous year, compared to 29 percent in other ar-

Rural Oral Health Facts

* 41 percent of rural children lack dental insur-
ance compared to 34.7 percent in urban ar-
eaS_SG

* 69.9 percent of rural children and 73.6 per-
cent of urban children visit a dentist during
the course of ayear.¥”

» 51.4 percent of rura children and 61.7 per-
cent of urban children use dental services
regularly.®

» 58.3 percent of rural adults ages 18-64 and
65.8 percent of their urban counterparts saw
adentist in the previous year.*

* 46.5 percent of rural adults ages 18-64 and
55.6 percent of their urban counterparts use
dental services regularly.®

» 31.7 percent of rural adults and 25.2 percent
of urban adults have untreated dental caries.

* Nearly twice asmany rural adults ages 45-64
have lost all of their teeth (16.3 percent vs.
8.8 percent).*’

» 58 percent of the rural elderly (age 65+) had
not seen a dentist in the previous year com-
pared to 47 percent of the urban elderly.®

- 38 percent of rural elderly and 27 percent of
urban elderly had not seen adentistinthe pre-
vious three years.®

» 72 percent of rural and 66 percent of urban
elderly lack dental insurance.®

» 37 percent of rural and 27 percent of urban
elderly are edentulous (have no remaining
teeth).*

eas.* The presence of areasonably large town also ap-
pears to significantly impact provider availability. In
non-metropolitan countieslacking acity with morethan
10,000 people thereis an average of only 29.0 dentists
per 100,000 residents. Rural counties containing cities
with larger towns have 41.3 dentists per 100,000.* Data
is not available on specific oral health outcomesfor re-
mote rural residents, but one would expect them to be
much lower than elsewhere in the country:
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The Policy Response

At best, the Federal policy levers available to influence
rural oral health carearelimited in both scope and fund-
ing. Many of theissuesdiscussed abovefall under State
jurisdiction. For example, scope of practice and licen-
sure laws are controlled at the State level, as well as
Medicaid and SCHIP reimbursement rates. However,
there are a substantial number of Federal programs and
initiatives that directly address rura oral health care
needs. These include:

Indian Health Service
Federally Qualified Health Centers (FQHCs)
- CDC public health funding

Bureau of Health Professions (BHPr) workforce de-
velopment programs

Maternal and Child Health Bureau (MCHB)
Federal Office of Rural Health Policy (ORHP)
Medicaid and SCHIP funding
Federally supported oral health research

- Surgeon General and CDC reports

The Indian Health Service

Thelndian Health Service (IHS) ischarged with pro-
viding health services to the nation’s American Indian
and Alaska Native populations, which tend to be con-
centrated in rural areas. It offers loan repayments for
dentists and hygienists who agree to serve in an IHS
facility. Despite its broad mandate to provide care to
Native American populations, the utilization of IHS
dental services islow. The user rate among Native
Americansisonly 28 percent in contrast to the national
average of approximately 60 percent.*® Furthermore, the
IHS reportsthat dental diseaserates aretwo to 10 times
higher among Native American populations.*” Aselse-
whereinthe United States, part of thelow user rate may
be attributed to poor understanding of the importance
of oral health. However, an inadequate infrastructure
and lack of funding is certainly an important factor.
Currently, 100 IHS dental positions, approximately 25
percent of the total, are unfilled. Recruiting providers

to serve Native American populations is challenging,
particularly whenitisrelatively easy for dentiststo earn
more income in the private sector. Consequently, the
provider shortage is projected to continue well into the
future.®

Federally Qualified Health Centers:
The Rural Dental Safety Net

In many locations, particularly in rural America, the
nation lacks a significant dental safety net. Federally
Qualified Health Centers (FQHCs) are often the only
health care access pointsfor the nation’s poor and unin-
sured. Currently, new start FQHCs arerequired to pro-
vide accessto oral care asaprovision for Federal fund-
ing, and the number of health centers providing dental
services is increasing. In 1998, only dlightly greater
than half of al health centers had active dental pro-
grams.® The most recent Bureau of Primary Health Care
datafrom 2002 indicatesthat 71.9 percent of 843 health
center grantees provide preventive dental services, and
63.6 percent offer restorative care. Other health centers
have agreements to refer clients off-site to receive den-
tal services.®

The FY 2004 budget includes significant funding to
create new start health centers and the overall goal of
the health center initiative isto place 1,200 new or ex-
panded hesalth centers in needy communities through-
out the United States while reaching an additional 6.1
million Americans.®® Since half of the new centers are
to be placed in rura areas, the initiative will undoubt-
edly increase accessto carein many rural communities.
However, new health centers will have to contend with
rural provider shortagesand, particularly in frontier and
remoterural local es, geographic and transportation bar-
riersunique to rural areas. Thus, while the health cen-
ter expansion is a valuable and important tool to im-
prove the provision of rural safety net dental care, it
should not be viewed as the only solution for rural
America. Innovative solutionsfor training and placing
qualified providers in rural areas must be sought out
and existing providers should be encouraged to offer
care to low-income rural residents.

In addition to FQHCs, Rural Health Clinics (RHCs)
areimportant components of the rural health care safety
net. The Rural Health Clinic program was established
by Congressin 1977. Asof September 1999 there were
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3,477 RHCsin 45 States.® Like FQHCs, RHCsreceive
cost-based Medicare and Medicaid reimbursement for
coremedical servicesand are eligible to provide dental
services, although they are not reimbursed at cost for
doing so. The Committee believesthat the Administra-
tion and Congress should look at expanding the RHC
scope of servicesto add oral healthservicesin that ben-
efit package. RHCs are also subject to a cap on their
payments that is lower than what FQHCs are paid for
identical services. Unlike FQHCs, RHCsdo not receive
Federal grant support and often are solo or private prac-
tices. While RHCs are much more numerous than

Mounting Challenges
for Rural Dentists

The experiences of dentist Dr. Dan Brody inthe
small West Virginiatown of Cedar Grove are a
perfect example of the challenges providers of-
ten face in community health settings.

Theformer dental director of Fort Gay Health
Center, Dr. Brody came to the Cedar Grove
Clinic temporarily in September 2003 after its
dental director left tojoin anew start clinic else-
where. Hewas stunned by the magnitude of the
need the community health center was charged
with meeting. Many people traveled for hours
to receive care on a sliding fee payment sched-
ule. When they came, many patients diseases
had progressed beyond hope of repair and much
of his time was spent pulling teeth that simply
could not be saved. The center’s equipment was
decades old and spare parts had to be* cannibal -
ized” from other health centers. Aswith many
other health centers, the dental facilities were
“retrofitted” in less than efficient settings— in
his case, in aformer school principal’s office.

Dr. Brody told the Committee about the dif-
ficulty of obtaining fundsfor health center capi-
tal improvements. The Health Center expan-
sion provides funds for the construction of new
gtart clinics, but not for capital improvements
of existing facilities. However, heremainscom-
mitted to meeting the needs of West Virginia's
medically underserved population.

FQHCsin rural areas, at thistime very few offer denta
services. The Committee believesthat it ispossible for
RHCs to play a more important role in the rural dental
safety net and encourages further exploration of thisis-
sue.

CDC:
Dental Public Health Infrastructure

In many locationsthe dental public health infrastruc-
tureremainsgrossy inadequate. Almost all dental public
health and health promotion activities are conducted by
State and local agencies. Healthy People 2010 objec-
tive 21-17 callsfor all Statesto have afull-time dental
director with a public health background. However, a
1999 survey conducted by the Association of State and
Territorial Dental Directors (ASTDD) revealed that only
31 States had full-time denta directors.* The Centers
for Disease Control and Prevention (CDC) is the larg-
est Federal sponsor of dental public health activitiesand
has initiated a number of programs to improve the in-
frastructure. In 2003, $3 million dollars were awarded
as cooperative agreements between the CDC and 12
States and one U.S. territory to strengthen their oral
health programs.> The CDC isalso encouraging States
to develop a comprehensive dental plan and has col-
laborated with ASTDD to produce and post online data
from the National Oral Health Surveillance System
(NOHSS). TheNOHSS isdesigned to bearesourcefor
public health programs and provides detailed informa-
tion about oral health status and community water fluo-
ridation at a State and national level.>®

Thefluoridation of public water has provento be one
of the simplest and most effective caries-reducing pub-
lic health interventions. While every dollar spent on
water fluoridation has been shown to save $38 in treat-
ment costs,* only 57.6 percent of the U.S. population
currently has access to a fluoridated water supply.>’

Unfortunately, specific data about the proportion of
rural and urban residents with accessto fluoridated wa-
ter systemsis unavailable. However, it can be reason-
ably assumed that fewer rural residents have access to
such systems. For example, cost representsamuch more
significant burden to smaller water systems. In towns
with fewer than 5,000 residents it is three times more
costly to fluoridate community water than towns with
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10,000-20,000 inhabitants, and six times more expen-
sive than communities with greater than 20,000 resi-
dents.*® In addition, small communities often lack the
technical expertise and assistance necessary to main-
tain a fluoridated water supply. Of the approximately
60,000 U.S. water systems, only around 14,000 are fluo-
ridated. The vast mgjority of U.S. water systems are
relatively small, with large systemsthat serve morethan
100,000 people representing only 0.6 percent of the to-
tal, but serving 45 percent of U.S. residents.® These
large systems are much more likely to be fluoridated
than the smaller ones that typically serve rural Ameri-
cans. Additionally, 12.6 percent of the U.S. population
obtains water from the generally unfluoridated private
wells that tend to be located in rural areas.®

Other effective methods for reducing dental caries
include varnishes, dental sealants and fluoride washes.
Data indicate that minority and low-income children
haveamuch lower utilization of dental sealantsand fluo-
ridetreatments. Only three percent of low-income chil-
dren have had sealants applied, while the national aver-
ageis 23 percent.’* Aswith fluoridation, data on rural
and urban differentials in sealant use are currently un-
available. In order to identify any disparities, the Com-
mittee encourages additional investigation of thistopic.

Much of the Federal support for community water
fluoridation and school -based sealants and fluoride wash
programs is provided through the CDC’s Preventive
Health and Health Services (PHHS) Block Grant. This
grant, established by the 1981 Omnibus Budget Recon-
ciliation Act, pooled the community water fluoridation
grant with several other categorical public health grants
to create a single program. Of the over $178 million
funded by the PHHS Block Grant in 2002, nearly $3
million was used by States for oral health and commu-
nity water fluoridation.®? The Committee strongly sup-
portsall effortsto fluoridate rural community water sup-
plies and to increase the utilization of other caries-pre-
vention treatments among rural residents. The Com-
mittee believes that additional research should be con-
ducted to identify the existence and causes of any ur-
ban/rural disparitiesin the provision of preventive den-
tal care.

HRSA Programs

Bureau of Health Professions:
Wor kforce Development and Dental
Education

HRSA's Bureau of Health Professions’ (BHPr) Title
VI programs provide avaluable but admittedly limited
tool for increasing the rural dental workforce. HRSA
data indicate that Title VII programs result in a higher
proportion of primary care health professionals willing
to practice in medically underserved areas.®®* Example
programsinclude funding for general and pediatric den-
tistry residencies, loan repayment programs for oral
health professionals willing to practice in Health Pro-
fessional Shortage Areas, and Area Health Education
Centers that emphasize education and training in a pri-
mary care setting.

The Quentin Burdick Rural Program for Interdisci-
plinary Training is a particularly valuable component
of the rural workforce development strategy. The pro-
gram specifically addresses the need for health provid-
ers able to work together to meet the complex demands
of rural practice. Of the 15 new Quentin Burdick grant-
ees awarded in 2002, six provided rura interdiscipli-
nary training to dentists or dental hygienists.®*® The
Committee feels strongly that dental care should be an
important aspect of any interdisciplinary approach to
rural health care, and attemptsto involve dental profes-
sionals in such programs should be strengthened.

The Health Careers Opportunity Program (HCOP)
also provides some valuable training opportunities.
HCOP funds awide variety of programs including the
recruitment of disadvantaged students into the health
professions and community-based clinical experiences
for dental students.®® Inthe 2001 fiscal year 437 dental
students participated in HCOP programs at six different
dental schools.®® The Centers of Excellence (COE) pro-
gram fulfillsasimilar function, and provides some den-
tal schoolswith funding to recruit minority studentsand
expose others to practice opportunities in underserved,
minority communities. Additionally, AreaHealth Edu-
cation Centers (AHECS) are charged with ensuring an
adequate supply of health professionalsin underserved
communities. AHECs encourage remote rural high
school students to pursue a health professional career
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Oral Health A Key Part of Innova-
tive State Wor kforce Program

When West Virginia official began designing a
statewide health workforce program to address
the State's chronic health workforce shortages,
the particular need for oral health providers
quickly became apparent.

Theworkforce program which emerged, West
Virginia Rural Health Education Partnership
(RHEP), requires health sciences students in
West Virginia (medical, dental, nursing, and
pharmacy) to conduct asix-week rural rotation.
The oral health portions of the program have
helped increase accessto dental services. Many
dental students are able to provide services for
amost no charge, thus providing valuable care
while improving their clinical knowledge.

The program has met with outstanding suc-
cess as arecruiting tool for rural dentists. Five
of the six students who rotated with Dr. Bruce
Cassis (see textbox on page 23) have located in
rural areas, and four of thefive students Dr. Dan
Brody (see textbox on page 27) has hired for
several FQHCs conducted their RHEP rotations
with him. Most importantly, students are given
a feel for the opportunities and leadership ac-
tivities that are unique to rural practice.

“Students get a chance to see how they can
becomeinvolvedinrural communities,” said Dr
Cassis. “The big picture message is they don’t
have to be in a big city to have the lifestyles
they want.”

through science education, mentoring programs, and
career education and also sponsor training opportuni-
tiesfor health professional studentsin rural health clin-
ics and other underserved practices.®’

The National Health Service Corps (NHSC) is one
of the best-known workforce development programs.
Authorized by Title 111, Section 331 of the U.S. Public
Health Service Act, it provides scholarships and loan
repayment to dentists and dental hygienists willing to
practice in the most underserved Dental Health Profes-
siona Shortage Areas (DHPSAS). Asof October 2003,

293 NHSC dentists and 18 hygienists were working in
underserved areas. However, 700 additional communi-
tieshad requested one or more oral health cliniciansand
the need for more NHSC practitionersremainsextremely
high.s®

All of the programs mentioned above are important
tools for combating rural dental workforce shortages.
These shortages are areal and growing problem and it
isimportant that all efforts are taken to increase the ru-
ral practitioner pipeline. The Committee strongly en-
dorses programs that expose future dental practitioners
to rural and underserved populations, as well as efforts
to recruit rural residents into the dental professions.
However, the Committee al so notesthat amount of funds
dedicated to such programs is limited. For example,
HCOP and Burdick received acombined $43.1 million
in FY 2003. The NHSC received $171 million in FY
2003 but only aportion of that goestoward placing dental
health practitioners. Likewise, al of the other Title VII
programs shared $92.1 million with oral health activi-
tiesgetting only asmall portion of that total. Whilethese
are substantial dollar figures, it isimportant to note that
they are spread out across the entire country’s needs
and are rather insignificant when compared to other
forces such as Medicaid reimbursement or scope of prac-
tice that affect the pipeline of oral health practitioners.

MCHB and Title V Funding

The Maternal and Child Health block grant provides
another resource to support oral health activities. This
program gives grants to each State with funds to build
infrastructure and provide popul ation-based health ser-
vices to millions of Americans. In 2000, 29 Statesin-
cluded oral health asapriority areafor the utilization of
Title V funds. These funds are often used to provide
school services. TitleV and other HRSA programs sup-
port nearly 150 school dental programs that reach ap-
proximately 1,000 classrooms.®® In FY 2003 the Bu-
reau awarded approximately $3 million in State Oral
Health Collaborative Systems grants to 45 States and
two U.S. territories.”® These grants place a priority on
increasing access to care for Medicaid and SCHIP €li-
gible children. MCHB’s Special Programs of Regional
and National Significance grantsalso includethe provi-
sion of oral health care and community water fluorida
tion aspart of their mission. Community Integrated Ser-
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vice Systems grants encompass proj ects designed to im-
proverural service systems, which could includeinitia-
tivesthat addressoral health care needs.” Unfortunately,
MCHB does not have dataindicating the amount of Title
V funding that supports dental care in rural communi-
ties.

ORHP:
Rural Health Care Services Outreach
Grants

Rural Health Care Services Outreach Grants, admin-
istered by the Office of Rural Health Policy, fund sev-
eral projects focusing on improving rural dental care.
During FY 2003 five grants with an exclusive denta
focuswereawarded nearly $1 millioninfunding. Seven
other programswith adental component were given over
$1.2 million.”? The Outreach grant program provides
flexible funding for a wide variety of rural health pro-
gramsand is an extremely important funding source for
many rura health initiatives.

CMS:
Medicaid and SCHIP Funding

Medicaid dental coveragefor children has been man-
dated since 1967 as part of the Early and Periodic Screen-
ing, Prevention, Diagnosisand Treatment (EPSDT) ben-
efit. The measure was created as a way to guarantee
that children receive adequate preventive medical care
that will ensure proper development and foster a life-
time of good health and achievement. The EPSDT re-
guirement was refined by the 1989 Omnibus Budget
Reconciliation Act, which required States to establish
participation goals and report the number of children
that receive dental care to the HHS Secretary.” Inthis
way, the Department of Health and Human Services at-
temptsto leverage Statesto provide reimbursement lev-
elsthat are sufficient to ensure adequate access to care
asmandated by the EPSDT requirement. Whilethe pro-
vision of dental care to low-income children is feder-
ally mandated, Medicaid reimbursement for adult den-
tal servicesis not required. Currently, States have in-
creased pressure to eliminate optional Medicaid ben-
efits in order to balance their annual budgets. In FY
2003, eight States were forced to reduce or eliminate

adult dental benefits.” These cuts do not come without
an associated price, however. When Maryland elimi-
nated adult dental reimbursement in 1993 there was a
significant increase in the number of Medicaid eligible
adultsreceiving costly dental carein hospital emergency
departments.”™

Oral Health Research

Itisclear that an informed policy responseto thelow
ora health status in rural areas will require adequate
health servicesresearch information. The NIH National
Institute of Dental and Craniofacial Research and the
Agency for Healthcare Research and Quality sponsor
oral health and oral health services research with direct
relevance to Federal policymaking. In addition, Rural
Health Research Centers, funded by ORHP, have con-
ducted somerural oral health care studies. The National
Center for Health Workforce Analysis, sponsored by
HRSA’s Bureau of Health Professions, and its affiliated
Regional Centers for Health Workforce. Studies aso
provide someimportant research information regarding
the adequacy of the oral health workforce. In light of
the alarming rural oral health disparities highlighted in
this report, the Committee feels strongly that further
research is necessary to identify the factorsresulting in
these disparities.

Publications and Reports

Finally, the potential of the Federal government to in-
fluence policy through the production and dissemina-
tion of reportsand callsto action should not be underes-
timated. The Surgeon General’s 2000 report Oral Health
in America focused attention on the immediate need to
improve access to ora health carein the United States.
The CDC’s Healthy People 2010 reports on the current
American health status and offers measurabl e objectives
for itsimprovement. Healthy People 2010 contains 17
separate objectivesfor strengthening oral health carein
the U.S.

In 2003, U.S. Surgeon Genera Richard Carmonais-
sued a Call to Action that reiterated the findings of the
2000 report and advocated arenewed commitment from
public and private enterprises to continue working to
improve ora health care and to eliminate barriers to
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access. As the movement to improve dental services
gains strength, it will be important for the Federal gov-
ernment to remain committed to this critical issue.

Conclusion

The magnitude of the oral health disparities that exist
among broad segments of the U.S. population can be
difficult to measure, particularly among rural residents.
The Committee has detailed some of the existing dis-
paritiesand highlighted certain policiesthat arein place
to combat them. Writing areport isnot enough, though.
Echoing the Surgeon General’s 2003 Call to Action, the
Committee calls for an aggressive implementation of
an HHS oral health initiative. Modeled after the
Secretary’s Rural Initiative, this effort would bring to-
gether all HHS operational and staff divisionsin order
to work collaboratively to develop a comprehensive
action plan toimprovethe nation’soral health. Inorder
to build support for thisissue, the Committee urges the
Secretary to convene an oral health summit with all key
national organizations and attempt to devel op anational
oral health promotion strategy. The evidence indicating
that the United Stateshasan oral health problemisover-
whelming. It isnow time to draw on current informa-
tionand formulate appropriately funded evidence-based
policiesthat will extend accessto oral health careto all
Americans, regardless of their income, race, or geo-
graphic location.

Recommendations

The Secretary, under Title X1X of the Social Security
Act, should authorize afive to 10 percent increase in
Federal matching fundsfor oral health services. This
increased match would encourage States to expand
dental coverage and provide dental reimbursements
at alevel sufficient to attract additional providersto
the Medicaid program.

The Secretary should work with the Office of Man-
agement and Budget (OMB) and Congress to seek
increased funding for the Quentin N. Burdick Pro-
gram for Rural Interdisciplinary Training, authorized
by Title VII section 754 of the Public Health Service

Act. Priority should be given to Quentin N. Burdick
applicantswhose programsinclude dentists or dental
hygienists. The Secretary should also attempt to ob-
tain more funding for the Health Careers Opportu-
nity Program (HCOP) and Centers for Excellence
(COE) Program, authorized by TitleVII, sections 739
and 736, respectively. The additional funds should
be used to increase the number of dental schools re-
ceiving HCOP and COE grants. Thiswould provide
more support for dental schools that seek to recruit
additional minority and disadvantaged individualsand
to expose students to practice opportunities in
underserved communities.

The Secretary should ensure adequate funding for the
National Health Service Corps under Section 331 of
the Public Health Service Act and should encourage
It to pursueinnovative strategiesthat will attract more
dentists and dental hygieniststo take part in the pro-
gram.

The Secretary should work with OMB to seek addi-
tional funding for the recruitment and | oan repayment
of Indian Health Service dentists and hygienists and
to ensurethat IHS dental facilitiesand equipment are
adequate to meet the demand for services.

The Secretary should work with OMB and the Con-
gress to explore the establishment of a new categori-
cal grant program that would providefunding to States
for the fluoridation of small community water sup-
plies and provide ongoing technical assistance and
maintenance for such systems.

The Secretary should work with Congress and OMB
to establish a Federal-State partnership that is mod-
eled after the State Offices of Rural Health Grant Pro-
gram. This partnership would support the establish-
ment of State Dental Officeswith full-time directors
inal 50 Statesand U.S. territories. Sincethe magjor-
ity of oral health policy issues are under State juris-
diction, it is important to ensure that States have an
adequateinfrastructureto address pressing oral health
issuesand coordinate Statewide oral healthinitiatives.

» The Secretary should direct the National Institute for
Dental and Craniofacial Research and the Agency for
Healthcare Research and Quality to conduct a series
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of studiesonrural ora health disparities. These stud-
ies will provide additional information on the oral
health status of rural residents and will provide criti-
cal information that will be used to guide evidence-
based policymaking.
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Serving the Rural Elderly

This Committee has previously examined some of the
challenges faced by the Medicare program in serving
rural America (“Medicare Reform: A Rural Perspec-
tive,” 2001). This chapter, however, will focus on the
human service side of serving the elderly. As such, it
represents the Committee’s first examination of a hu-
man service issue since the expansion of its charter to
include the integration of human services.

Background

The population of rural America, like elsewhere in the
United States, is becoming older.

Currently, 25 percent! of all elderly (defined by the
Census Bureau as persons 65 years or older) inthe U.S.
liveinrural areas. The aging of the Baby Boom popula-
tionwill significantly increase the percentage of elderly
in the country. In fact, more than 82 percent of the
growth in expenditures for States is attributable to the
care of the aged and disabled.?

From ademographic standpoint, rural elderly are be-
coming more isolated. The rural elderly population is
scattered over 80 percent of the nation’slandmass.® The
proportion of elderly in rura counties (14.7 percent) is
higher than in urban (11.0 percent) areas primarily due
to the trend of young people migrating to larger urban
areas. This out-migration, combined with low immi-
gration rates, has resulted in an older population base,
especialy in the Great Plains and in the more remote
rural counties that are agriculture-dependent.* Popula-
tion loss also occurred in low-income rural areas, such
asthe Appal achian coalfields and the lower Mississippi
Valley.®

When rural young people moveto urban aresas, those
who remain are, naturally, older residents. If, at the same
time, retired people movein, the community effectively
agesmorerapidly.® Retirement communities, primarily
in coastal regions, experienced a rate of total popula-
tion increase of 28.4 percent from 1990 to 2000.” There
was arapid growth of the older population moving to
the rural areas of the West and Mid-Atlantic regions,

mainly for retirement. However, the growth of the ol der
population slowed or stopped in many areasin the Great
Plains, Corn Belt, and lower Mississippi Delta.®

Whileretiree migration doesincrease popul ations and
local tax bases, studiesfind that it does not increase per
capitaincome, nor contribute to increased economic sta-
bility.® Retirees who migrate tend to volunteer, rather
than demand wage-paying jobs. In general, they are
likely to be better educated than the average older per-
son and also more aware of the programs and services
available to them.’® They also tend to give little pres-
sure to their adoptive communities to increase the pro-
vision of elderly services. When members of this popu-
lation age and their needsincrease, because of their lim-
ited ties to the community, they may move back to ur-
ban areas to be closer to their adult children or to health
and social services.™t

These migration trends are important because where
a person lives often has a strong impact on their health
status. For instance, older rural residentsaremorelikely
to have poorer health and certain chronic conditionsthan
their urban counterparts. Possible reasons for this dis-
parity may be that the rural elderly tend to be less edu-
cated and earn lower incomes. Rural areas with ahigh
proportion of elderly but without an influx of retirees

Facts About the Elderly

* The percent of the nation’s population 65
yearsand older was8.9in 1950. By 2000 the
percentage was 12.4.12

* Itisprojected that by 2050 more than 20 per-
cent of the nation’s population will be eld-
erly.®

* Between 1990 and 2000 the elderly popula-
tion nationally grew by 12 percent. Increases
are expected to be greatest in the cohort, “ ol d-
est old” (85+).
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will be disadvantaged from the declining population and
tax base.’® Thishindersthe ability of the community to
provide necessary services, such as health care, hous-
ing and transportation.

The rura elderly face many of the same challenges
astheir urban counterpartsin gaining accessto services
and maintaining independent lives. The demographic
and socio-economic challengesinherent in this popul a-
tion, however, make these challenges much more diffi-
cult to overcome. For instance, the poverty rate, which
rangesfrom 12.8 percent for counties adjacent to ametro
area with populations above 20,000 to 20.6 percent for
nonadjacent, completely rural counties, increasesamong
older personsresiding in areasof greater rurality.’* Rural
elderly are more likely to live in poverty than their ur-
ban counterparts, 12.4 percent compared to 9.1 percent.t’
In addition, 15 percent of people living in rura areas
and only 11.2 percent of those in urban areas receive
Medicaid.®®

Rura elderly are poorer, in part, because rural em-
ployment isgenerally less available and more seasonal.
Inaddition, thewage scaleinrural areasislower.’® The
pattern of lower income among rural elderly is continu-
ing with non-farm elderly, older women and the single
elderly being the most disadvantaged. Only approxi-
mately 20 percent of rural elderly receive income from
continued workforce activity.?

Intermsof lifestyle, therural elderly are morelikely
to own their own homes, but the homes are of lesser
value and in poorer condition than those owned by their
urban peers. They are also more likely to be married
and living with their spouse. Seventy-one percent of
rural elderly were married in 1993, compared to 66 per-
cent of urban elderly. However, by age 75 the likeli-
hood of living alone was higher among rural elderly.

Challenges

Significant challenges face policy makers and ser-
vice providerswho carefor theelderly inrural America
The care, well-being and quality of life of rural eldersis
impaired by suchissuesaslack of nearby younger fam-
ily members, difficulty accessing transportation® and
distancesto servicesin rural communities. Rural areas
lack many social and health servicesthat would be con-
sidered “ standard” in an urban/suburban setting. Other

The Rural Elderly and
Health Status

* Nationwide, there are 1.6 million elderly in
nursing homes.

* In rural areas there are more nursing home
beds per 1,000 people (66.7) than in urban
areas (51.9). Thisisdue, in part, to the pres-
ence of fewer home and community-based
servicesin rura areas.?

» Theelderly represent 12.3 percent of all hos-
pital discharges.

* Elderly patients spend an average of six days
in the hospital.

* More rural elderly (10.1 percent) receive
Medicaid than urban elderly (8.2 percent).

* Older adults make up 10.2 percent of Medic-
aid recipients but account for more than 27
percent of program expenditures.®

» Morethan 34 percent of elderly have limited
ability to perform their normal daily activi-
ties.

» Closeto 40 percent of the elderly report that
they are in excellent or good health. How-
ever, the proportion of rural residents report-
ing fair to poor physical health is almost one
and one half times that of urban residents.

important barriers are lack of knowledge of available
services, continuous poverty, dwindling funding due to
State budget crises, alimited number of senior centers
and a shortage of qualified workers who offer services
to the elderly.

Health insurance eligibility and coverage policies
continue to prove confusing to even the most sophisti-
cated policy makers, let alone any individual rural el-
der. Duetolack of economiesof scaleitissimply more
expensive to provide services to rural areas. Finaly,
while the elderly, through the AARP, have long had a
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strong global political voice, that organization has not
focused onrural issues. In most cases, the rural elderly
are just one of a number of sub-populations with spe-
cia challenges among the larger elderly population and
little attention has been paid to their specific needs.

Infrastructure

The first and most serious difficulty in providing
health and human services for the elderly in rural
Americaistheincreasing fragility of the infrastructure
in terms of both physical plant and personnel. Reim-
bursement and other policies have reduced both the num-
ber of and servicesprovided by hospitalsacrossthe coun-
try. Inthe Committee's past work on Medicare reform,
it has noted that medical schoolsaretraining fewer stu-
dents in general medicine and that specialization of
health care providersisan urban phenomenon. Increas-
ingly, high-tech medicine requires highly trained per-
sonnel who are usually too expensive for asmall rura
hospital. There are aso distinct challenges for human
service workers serving rural elderly. In-home socia
services (adult day care, respite care, meals on wheels,
for example) are much less likely to be available to ru-
ral residents.? Rural areas struggleto find qualified so-

cial workers, caseworkers, gerontologists and program
directors. These professionsarecritical to meet the staff-
ing needs of therural elderly and the programsthat serve
them.

This situation is compounded by the economic state
of many rural communities, which often are unable to
fund adequate services. Government support, both at
the Federal and State levels, is either being reduced or
level-funded for social, health and welfare services.
Loca programs, faced with an aging population, are
asked to serve more constituents.

For any elderly person, the continuity of care and the
consistent availability of services are critical to main-
taining independence. Seniors trust that services will
be there for them from month to month, one year to the
next. The vagaries of the funding streams for services,
combined with the economic realities of rural areasthat
push many workers toward higher paying jobsin urban
locales, create a situation in which aonce-provided ser-
vice may not exist the next time the elderly resident
goesto useit. The spiral continues. Astrust declines,
fewer seniorslook for services, and providershavefewer
clients, which makesjustification for increased, or even
level funding, difficult.

Theisolation of rural communitiesis a constant bar-

When the Roane County Committee on Aging,
which provides senior services in the rural moun-
tain community of Spencer, West Virginia, faced
budget shortfallsin recent years, it turned to a dif-
ferent source of funding — the State |ottery.

L ottery fundsfor senior serviceshave been avail-
able in West Virginia since 1996 through the Leg-
islative Initiatives for the Elderly (LIFE) program.
The money is used by community agenciesto pro-
vide medls, transportation, and other supportive and
protective services, including senior centers. In
2001, the LIFE program served 16,529 persons, an
increase of nearly 5,000 people since the year be-
fore.

The Spencer Senior Center is part of the Roane
County Committee on Aging (RCCOA), which
operates four senior centers and provides a variety

State Steps In to Support Meals Program

of services including transportation, home health
care and daily lunches. Funding is based on pro-
jected services needed, so, if RCCOA serves more
seniors than expected or does a better job of out-
reach, thereisno way to cover theextracosts. This
wasthe case with the nutrition program, which went
from serving 700 meals in October 2002 to 1,600
meals in October 2003 — an increase partly attrib-
utabl e to the extensi ve tel ephone outreach program
also operated by RCCOA. Consequently, the
growth in the nutrition program also resulted in a
$38,000 deficit. Because Federa funding for nu-
trition services have been level for severa years,
paying for less than 20 percent of the expenses to
senior programs, RCCOA has used LIFE funding
to pay for its budget shortfall.

37

2004 NACRHHS Report


http:residents.26

rier torural serviceprovision. Asisdiscussed later, trans-
portation options are extremely limited in rural areas,
with few communities offering any type of public trans-
portation system. Small towns are gradually stripped
of local merchants and service providers as regiona
shopping centers and service complexes are built. 1n-
creasing travel distances are a hardship for the elderly.
Isolation is aso areason that rural areas have trouble
recruiting and retaining professionals in health and hu-
man services.

In addition, thereisan undeniablelink between health
status and human services for the elderly. The goal of
all the servicesdirected toward the elderly istoimprove
the quality of life either through maintaining their inde-
pendent living status or making those living in nursing
homes and assisted living centers as viable and asinde-
pendent as possible. Asthe rural elderly age, however,
the ability to achieve that goal of independence can be
hindered by declining health conditions. Incidences of
Alzheimer’s Disease, Parkinson's Disease and demen-
tia present serious service challenges for all those who
servethe elderly. Often timestheseillnesses and condi-
tions hinder the elderly from obtaining services due to
the diminished capacity of those individuals affected.
For example, apathy is one of the earliest symptoms of
Alzheimer’s Disease and depression. Early dementiais
unlikely to be perceived by the typical patient because
sheor he haslost the capacity for such an abstract thought
asneeding help, let dlonethe ability to obtain it.?” Simi-
larly, many illnesses of the elderly include symptoms of
diminished mental vitality, lessening the ability of the
individual to seek care. It is known that rural elders
receive fewer home health care services and are more
likely to be hospitalized than urban elderly.?®

Transportation

The lack of transportation options increases the iso-
lation of rural elderly. Forty percent of rural residents
live in areas with no public transportation system, 80
percent of rura counties have no public bus service,
and, though the automobile is the only mode of trans-
portation, 57 percent of rural residents do not own a
car.® Thus, rural elderly are dependent on family mem-
bers, friends, and neighbors for transportation. Taxis
arean aternativefor some, morefinancially secure, rura
elderly, but not every town has them.

United We Ride Campaign High-
lights Transportation Needs

Transportation problems have long plagued ru-
ral communities, but some help may be on the
way thanks to the actions of four Federal agen-
cies and a host of other participants.

In December of 2003, the U.S. Department
of Transportation, in cooperation with the De-
partments of Health and Human Services, La-
bor and Education unveiled United We Ride, a
five-part initiativethat focuses on transportation
needs for human services that includes the fol-
lowing:

* A Framework for Action: Thispublication
is a self-assessment tool for States and com-
munities to highlight successful models and
identify next steps to improve coordination
of human service transportation.

» Statel eader ship Awards. These awardswill
recognize a select number of Statesthat have
developed successful models in human ser-
vice transportation coordination.

* National L eader ship Forum: ThisNational
Conferencewill beheld early in 2004 to bring
together Governor-appointed senior |eader-
ship teamsto raise the visibility of the trans-
portation issue and provide technical assis-
tance to policymakers.

» State Coordination Grants: States who
participate in the United We Ride National
Leadership Forum will be eligible to apply
for these grants to address gaps and needs in
human service transportation.

» Help Along the Way: A technical assistance
program to help States and communities in
the development and delivery of coordinated
human services transportation programs.

For more information, go to: http://
www.fta.dot.gov/CCAM/United We Ride.html

38

2004 NACRHHS Report



www.fta.dot.gov/CCAM/United_We_Ride.html
http:elderly.28

In general, government transportation programs are
designed for urban areas. The transportation objectives
inan urban area are vastly different that thosein arural
community. The geographic distances are greater, and
the volume of passengersislessin rura areas, which
makes public transportation systems poor investments
from apurely economic perspective. Thedifficultiesin
accessing transportation and distancesthat must be cov-
ered to services in rural communities are only two of
the redlities that make rural health and human services
delivery challenging.

Some Federa funding for transportation services is
availablethrough the Older American’sAct (OAA) Title
I11B Supportive Services. These funds are used prima-
rily for tripsto meal sites and medical facilities. These
programs vie with case management, daycare, in-home
care, information and assistance, and nutrition services,
all within the same budget.

State budgets are in crisis across the nation resulting
in, among many other things, a steady loss of public
transportation services. The redlity is that many Area
Agency on Aging (AAA) programs and the communi-
ties they serve have to do more with less, which puts a
priority on collaboration. The Committee urgesall Fed-
eral agenciesthat provide servicestotherural elderly to
provide the needed flexibility that allows different ser-
vice providersfrom acrossthe spectrum to work together
to develop innovative approaches to improving trans-
portation. In many cases, thismay mean sharing vehicles
and reaching across programmeatic lines.

Wor kforce

Decreasing numbers of qualified health and human
serviceworkersisanational concern. Inrura areasthe
problem is exacerbated. This Committee reported in
2000 that approximately 10 percent of physicians prac-
ticed in rural areas while about 20 percent of the popu-
lation livesin these areas.®*%!

The workforce challenges are no less daunting on
the human service side. Nationally, elderly programs
facedifficulty attracting and retaining the gerontol ogists,
social workers, administrators and caseworkers needed
to offer high quality services. The challenge is only
magnified in rural communities. Given the coming de-
mographic challenges caused by the aging of the Baby
Boom population, the need to train and deploy the

workforce that can meet the coming demand for ser-
vices is paramount.

The health and human service infrastructures are
much worseinrural areas, making rural recruitment and
retention much more difficult. Lower salaries, out-dated
equipment, scope of practice strains, geographic isola-
tion, limited continuing educational opportunities, and
fewer choices of schools and recreation activities all
make working in a rural community less than inviting
for many health and human service providers.

At thesametime, residentsof rural communitiesvalue
both independence and communal support.®? Care is
usually provided by aspouse or other closerelative, often
because formal healthcare and other services are not
available. Volunteers have provided many needed hu-
man and health-related servicesin the past, but the mod-
ern demands of work and family often leave younger
rural residents with little time for extensive volunteer-
ing.

There has been some Federal recognition of the im-
portant role played by familiesand volunteers, however.
The National Family Caregiver Support Program
(NFCSP), which was authorized by the Older Ameri-
cans Act of 2000, is based largely on other, successful
support programs.

The elderly face another workforce challenge sepa-
rate and apart from service delivery. As the population
ages and life expectancy grows, notions about when and
if people should retire are changing. Already, many se-
niorsareworking much later intheir lives. In part thisis
driven by economics as many seniors are working to
support themselvesfinancially. Inrural areas, the Com-
mittee is concerned that there are more limited opportu-
nitiesto continue working later in life. Asaresult, there
may need to be targeted programs for workforce train-
ing and transportation needed to help seniors who want
to work continue to do so.

The Federal Response

The challenge of providing needed services to this
growing segment of the popul ation isdaunting, but even
more so in rural areas given the lack of infrastructure,
geographic isolation, and higher rates of poverty and
chronic illness. This creates significant challenges for
those programs within the Department of Health and
Human Services (HHS) that seek to serve the elderly.
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Aging and Disability Resource
Center Grant Program

The Aging and Disability Resource Center Grant
Program is part of the President's New Free-
dom Initiative, which aims to overcome barri-
ersto community living for peoplewith disabili-
ties of all ages.

The Aging and Disability Resource Center
Grant Program, a cooperative effort of the Ad-
ministration on Aging (AoA) and the Centers
for Medicare & Medicaid Services (CMS), was
developed to assist Statesin their effortsto cre-
ate asingle, coordinated system of information
and accessfor al persons seeking long-term sup-
port to minimize confusion, enhance individual
choice and support informed decision-making.
Health and Human Services Secretary Tommy
G. Thompson announced the award of twelve
grantsin FY 2003 totaling $9.26 to support State
effortsto devel op Aging and Disability Resource
Centers, including some awards that went to
predominantly rura states. Grantswere awarded
to the following States:

Louisiana
Maine
Maryland
Massachusetts
Minnesota
Montana

New Hampshire
New Jersey
Pennsylvania
Rhode Island
South Carolina
West Virginia

The HHS agencies with the primary responsibility
for these servicesarethe Administration on Aging (A0A)
and the Administration on Children and Families (ACF).
Other agencies such as CM S along with the Health Re-
sources and Services Administration (HRSA), the Sub-
stance Abuse and Mental Health Services Administra-
tion (SAMHSA) and the Centers for Disease Control

(CDC) aso administer programs that provide a wide
range of services to the elderly. Those agencies, how-
ever, focus primarily on health issues. This chapter will
examine the human services provided by those agen-
ciesto the elderly.

The AoA Role

The Administration on Aging was established in 1965
through the enactment of the Older Americans Act
(OAA). The OAA focuses particularly on vulnerable
elderly who are at risk of losing their independence.
There are also 15 programs under the Act in Title I11B
and 111C that focus on nutrition and supportive services
programs. The AOA encourages targeting of program
servicesto minority, low-incomeand rural families. Of
the 32 grants made to States in FY 2003, all but four
specifically cover rura clients. In general, AoA pro-
gramstarget servicesto “older individual swith greatest
economic need and older individuals' social needs, with
particular attention to low-income minority individuals
and older individualsresiding in rural® areas.”*

For the past few years, AOA has noted the challenges
of serving isolated rural elderly in both its budget docu-
ments and its submission for the Government Perfor-
mance and Results Act (GPRA). The GPRA submis-
sionfor FY 2002 showsthat the AoA’s Aging Networks
successfully identified vulnerable elderly individuals,
including the poor, minorities and individuals from ru-
ral areas.

AOA programs include the following:

* AOA's Aging Network consists of 56 State units
on aging and 655 Area Agency on Aging (AAA) pro-
grams. AAAsprovidelocal level program planning and
development of home and community-based long-term
care, in keeping with the OAA. Significant partners
include 335 tribal organizations and thousands of ser-
vice providersacrossthe nation. The AAAsplan, coor-
dinate and offer services such as Meals-on-Wheels,
homemaker assistance and other programs to make in-
dependent living a viable option for older adults who
wish to remain in their home. The services available
through the AAAs fall into five broad categories. in-
formation and access services, community-based ser-
vices, in-home services, housing and elder rights. Many
AAAsrely on volunteers, who play a key support role
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Although AoA'’s programs are satisfying the man-
date of the Older American’s Act, the number of
rural elderly participating is declining. Expertsdo
not seethisasadeclinein need. Rather, many AAAS
face difficulty in getting the word out about avail-
able services and meeting current needs in rura
communities given resource and transportation bar-
riers, which have been discussed in greater detail
in other parts of this chapter.

In FY 1998, 33.5 percent of clients served by
AOA programs were rural elderly. By 2000 the
percentage had dropped to 32.9 and in FY 2001 the
figure dlid to 30.4 percent. This decline could be
attributed to variousfactors. First, funding for pro-
gramscreated in the Older American’sAct hasbeen
level for approximately 10 years. Second, as the
elderly population increases, costs to agencies to
provide the services mandated have increased over
thedecade. Costincreaseshaveresultedinthecre-
ation of waiting lists for services. Other factors
contributing to the decline in participation of rural
elderly in AoA programs are the out-migration of
health maintenance programs throughout rural
America. Finally, some of the apparent decrease
in participation can be attributed to the increasing

Declining Numbersin AoA Programs

accuracy of reporting efforts. Some advocates have
pointed out that thislast phenomenon may continue
given the new emphasis on rural health and human
services by the Secretary.

The Committeeis not sure which factors are ac-
tually responsiblefor declining participationin AcA
programs, but the declinein the numbersof elderly
served in rural areas requires further examination.
Clearly, the Committee believes that the Depart-
ment, States and local AAAsin rural communities
would benefit from a major marketing effort to in-
form seniors about the services that are available
to them. The Department hasinitiated alarge-scale
public education campaign for seniors about Medi-
care. The Committee believes a similar effort to
inform seniors about the human service options
available may help address the problem of declin-
ing numbers cited by the AoA.

The AOA has just completed a five-year strate-
gic plan in which the first goa is to increase the
percentage of OAA clientswho livein rural areas
to 35 percent by FY 2007.* The expectation is
that AoA over time should serve a higher percent-
age of elderly personsin rural areas than the per-
centage in the total population.

in service provision but are not a substitute for profes-
sional staffing.

* In FY 2000 the OAA began the National Family
Caregivers Support Program, which provides
caregivers and grandparents raising grandchildren ad-
ditional funds to support activities related to care giv-
ing. The NFCSP is designed to provide grants to States
to support a continuum of caregiver services. These
needs may include, but are not limited to, information,
assistance, individual counseling, support groups and
training, respite, and supplemental services to family
caregivers of persons age 60 and older and grandpar-
ents and relative caregivers of children not more than
18 yearsof age. Accordingto AoA, States, Tribesand
communities across the country are making significant
progress in implementing the NFCSP and early find-

ings show that initial expectations have been greatly
exceeded.*

* AOA aso administers the Alzheimer’s Disease
Demonstration Grants (ADDG) program. This pro-
gram helps States support effective models of care for
personswith Alzheimer’sdisease. The ADDG program,
which isauthorized by Section 398 of the Public Health
Services (PHS) Act, mandates the provision of the fol-
lowing support services: respite care, home health, per-
sonal care, companion care, day care, legal rights edu-
cation, and information and counseling.

Planners of rural aging programs and support ser-
vices confront unique barriersthat impede accessto ser-
vicesand limit choices of service professionalsand pro-
vider organizations. Often, the rural AAA becomesthe
direct provider and/or sponsoring partner in the devel-
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opment of housing and home and community-based
long-term care systems. Established rural residents,
retirees and nursing home residents transitioning back
into their communities sharein the desirefor affordable
and accessible housing, assisted living and medical care.
AOA programs attempt to prevent institutionalization
and loss of independence for as long as possible. In
focusing on rural elderly, the AoA recognizesthat rural
residents are particularly vulnerable due to limited ac-
cessto care and long distances to services compounded
by limited community resources.

The ACF Role

The ACF is responsible for Federal programs that
promote the economic and social well-being of fami-
lies, children, individuals and communities. As such,
its programs are not specifically focused on the elderly.
However, given the broad focus of the wide array of
ACF programs, these services have an important effect
on the elderly.

The ACF Office of Community Services adminis-
ters the Community Services Block Grant, which sup-
ports Community Action Agencies (CAA). This na-
tionwide network leverages Federal, State and local
funding to provide a wide range of services either
through direct provision or contract relationship. Ac-
tivities of the CAAs include Meals-on-Wheels, elder
care, transportation services and employment guidance
and training. The CAAsarelocally run and design pro-
grams to meet their community’s needs. CAAS serve
approximately 10 million low-income peopleyearly and
leverage nearly $7 billionayear from all sectorsto pro-
vide support, services, facilities and improvements in
low-income communities. In some placesin the U.S.,
the CAA isaso the home of the Area Agency on Aging
(AAA). As aresult, the ACF and AoA programs are
often tightly linked at the local level.

Conclusion

Rural elderly lack many of the same services that their
urban and suburban counterpartstakefor granted. They
often face greater distancesto services, less knowledge
of available services, or absence of servicesall together.
Rural elderly also are more likely to live in poverty, to

lack access to transportation, and to live amid an older
population than elders in other parts of the country.

The Committeeis prepared to assist the Secretary in
exploring ways in which the Federal government can
better serveitsrura elderly. Itisclear that littleisknown
about how the Department’s programs serve this popu-
lation. The Committee believesmore research and analy-
sisisneeded to understand the unique challenges of serv-
ing the rural elderly and to determine if current pro-
grams are meeting those needs.

The Committee also believesone of the primary chal-
lenges facing rural seniors is their not being aware of
available services. Quite frankly, thereis arural infor-
mation gap. The creation in FY 2002 of the Rural As-
sistance Center (RAC) provided a conceptual point of
entry for rural residents to learn about those programs
supported by the Department. The Committee believes
that the RAC may offer an opportunity to educate rural
seniors about the full range of human service options.
However, that alone is not enough to address the rurd
information gap. The Department should work with State
and local communities to increase marketing efforts in
rural communitiesthat will make seniorsaware of avail-
able services.

The Department can also play acritical rolein bring-
ing attention to the most pressing issues facing rural
communities. During its site visits in the past year, the
Committee was made aware that no issue facing rural
seniorswas more pressing than transportation. The Com-
mittee urges the Secretary to work with State and local
leaders to identify options for better coordination of
transportation services in rural communities. For ex-
ample, school buses often sit idle on the weekends and
during parts of the days. The Committee believes this
offersan opportunity for sharing alocal resourceto bet-
ter meet the needs of both school children and rural se-
niors. The buses could beused to bring seniorsto needed
servicesinrural communitiesin those times when they
are not being used by the school system. The Commit-
tee recognizes, however, that thisis an issue that is un-
der the purview of the State and local jurisdictions.
However, the Secretary and the Department could work
in partnership with State and local leadersto seeif there
are programs that are willing share their transportation
resources.

The Committee also believesthat rural communities
may be unique incubators for innovative projects that
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link health and human service providers who serve ru-
ral seniors. Too often, funding streams, regulatory bar-
riersand turf battles get in the way of innovation. How-
ever, given the coming challenge as the Baby Boom
population ages, there is a need to test new ideas and
solutions. Rural communities, where the resources are
the most strained, may bethe best placeto try new ideas.
For example, the Committee has heard from rural Area
Agency on Aging programs that they need more flex-
ibility in determining how many meals can be delivered
through home delivery as opposed to congregate meals.
Given the geographic isolation in rural communities,
there is often a need to rely more heavily on home de-
livered mealsthan in urban areas, but somerural AAAS
noted that there arerestrictions that limit their ability to
do so. The Committee believes the Department would
benefit by looking at these and other regulations to de-
termine if they are appropriate for service delivery to
rural seniors.

Recommendations

» The Secretary should devel op ademonstration project
through Section 301 of the Public Health Service Act
that would explore innovative approaches to provid-
ing transportation to rural elderly and would exam-
ine current Federal and State regulations and oppor-
tunitiesto use existing systems operated through Area
Agency on Aging programs, Head Start and State and
local transportation systems such as school buses.

» The Secretary should support research that examines
how rural seniorsaccesskey services provided under
the Older Americans Act to determine if there are
any service gaps particular to rura communities.

* The Secretary should work with AoA to track expen-
ditures in theNational Family Caregivers Support
Program to determine how much of the funding goes
to rural communities.
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Acronyms Used in this Report

AAA - Area Agency on Aging

ACF - Administration for Children and Families
AHEC - Area Health Education Center

AOA - Administration on Aging

ASTDD - Association of State and Territorial Dentdl
Directors

CAA - Community Action Agencies

CAH - Critical Access Hospital

CDC - Centers for Disease Control

CMS - Centersfor Medicare and Medicaid Services
COE - Centersfor Excellence

DHPSA - Dental Health Professional Shortage Area
DPU - distinct part unit

EPSDT - Early and Periodic Screening, Prevention,
Diagnosis and Treatment

FQHC - Federally Qualified Health Center

GAO - Genera Accounting Office

GPRA - Government Performance and Results Act
HCOP - Health Careers Opportunity Program
HHS - Department of Health and Human Services
HPSA - health professional shortage area

HRSA - Health Resources and Services Administra-
tion

IHS - Indian Health Service
MCHB - Maternal and Child Health Bureau
MedPAC - Medicare Payment Advisory Commission

MMA - Medicare Prescription Drug, |mprovement
Modernization Act

M SA - metropolitan statistical area

NACRHHS - National Advisory Committee on Rural
Health and Human Services (also known as NAC)

NFCSP - National Family Caregivers Support Pro-
gram

NHSC - National Health Service Corps

NIH - National Institutes of Health

NOHSS - National Oral Health Surveillance System
OAA - Older Americans Act

OAT - Office for the Advancement of Telehealth
OMB - Office of Management and Budget

ORHP - Office of Rural Health Policy

PHHS - Preventive Health and Health Services
PHS - Public Health Service

RAC - Rura Assistance Center

RHC - rura health clinic

RHEP - (West Virginia) Rural Health Education
Partnership

SAMHSA - Substance Abuse and Mental Health
Services Administration

SCHI P - State Children’s Health Insurance Program
TANF - Temporary Assistance to Needy Families
UCR - usual customary rate
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