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Introduction to Rural Health Clinics

Rural Health Clinics Act (Public Law 95-210)

· Passed in 1977
· Purpose:  To increase access to primary care services in underserved rural areas through enhanced reimbursement and the use of mid-level practitioners
Rural Health Clinic Certification Requirements
To become certified as a Rural Health Clinic under Medicare and Medicaid, a clinic must:

· Be located in a census-defined non-urbanized area that is also a federally designated primary care Health Professional Shortage Area (HPSA) or Medically Underserved Area (MUA) or a Governor designated shortage area;
· Be engaged primarily in the provision of outpatient primary medical care;

· Employ at least one mid-level practitioner (Physician Assistant, Nurse Practitioner, or Certified Nurse-Midwife) who must be available to provide patient care services in the clinic at least 50 percent of the time that the clinic is open;

· Meet applicable Federal, State, and local requirements and Medicare and Medicaid health and safety requirements;

· Be under the medical direction of a physician (who must be on site at least once every two weeks);

· Provide routine diagnostic services (including clinical laboratory services);

· Maintain health records on all patients;

· Have written policies governing the services the clinic provides;

· Have available drugs, blood, and other supplies necessary to treat emergencies; and

· Have arrangements with other providers and suppliers to ensure that clinic patients have access to inpatient hospital care and to other physician and laboratory services that are not provided in the clinic.
Types of Rural Health Clinics
· Freestanding or Independent (I-RHC) – clinic/primary care practice
· Provider-Based (PB-RHC) – “integral and subordinate” part of a hospital, CAH, skilled nursing facility, or home health agency

Payment for Core Services
· Core services are all services normally covered by Medicare (except for lab and x-ray), plus several additional services, such as encounters with clinical psychologists and licensed clinical social workers, and (in some cases) visiting nurse services and “other” ambulatory care services (see below).

· I-RHC

· Medicare – cost-based rate per visit (allowable cost divided by allowable visits)
· Medicaid – prospective rate based on facility costs
· Cap on average payment per visit, annually adjusted (the cap for calendar year 2004 is $68.65 per visit)
· Productivity standards:  In payment rate calculation, actual visits are used, unless productivity standards are not met, in which case the standards are used as a proxy for actual visits.  The productivity standards are:
· 1 FTE physician = 4,200 visits per year
· 1 FTE mid-level = 2,100 visits per year
· PB-RHC

· Medicare –cost-based rate per visit (allowable cost divided by allowable visits)
· Medicaid – prospective rate based on facility costs
· No payment-per-visit cap for PB-RHCs that are part of a rural hospital with less than 50 beds
· Cap on average payment per visit (same as I-RHC) for other PB-RHCs
“Other” Ambulatory Services
· “Other” ambulatory services covered under the state’s Medicaid Plan, but which are not reimbursed by Medicare (eg., drugs, dentistry, DME)

· Medicaid “other” ambulatory services rate may be a proportional blend of core and “other” ambulatory costs and visits or it may be based on a rate set for each service by the state
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