MEDICARE PAYMENT ADVISORY COMMISSION

PUBLIC MEETING

The Horizon Ballroom
Ronald Reagan Building
International Trade Center
1300 Pennsylvania Avenue, N.W.
Washington, D.C.

Wednesday, February 23, 2011
9:30 a.m.

COMMISSIONERS PRESENT:

GLENN M. HACKBARTH, JD, Chair
ROBERT BERENSON, MD, FACP, Vice Chair
SCOTT ARMSTRONG, MBA

KATHERINE BAICKER, PhD

MITRA BEHROOZI, JD

KAREN R. BORMAN, MD

PETER W. BUTLER, MHSA

RONALD D. CASTELLANOS, MD

THOMAS M. DEAN, MD

JENNIE CHIN HANSEN, RN, MSN, FAAN
NANCY M. KANE, DBA

HERB B. KUHN

GEORGE N. MILLER, JR., MHSA

MARY NAYLOR, PhD, RN, FAAN

BRUCE STUART, PhD

CORI UCCELLO, FSA, MAAA, MPP



AGENDA PAGE

Access to health services by rural Medicare
beneficiaries
- Jeff Stensland, Adaeze Akamigbo 3

Federally—-qualified health centers
- Kate Bloniarz 74

Public Comment 117

Reforming Medicare’s fee-for-service benefit design
— Scott Harrison, Joan Sokolovsky, Julie Lee 118

The Sustainable Growth Rate system: policy
considerations for adjustments and alternatives
- Cristina Boccuti, Kevin Hayes, Kate Bloniarz 197

Improving payment accuracy and appropriate use of
ancillary services

— Ariel Winter 272

Public comment 350



10

11

12

13

14

15

16

17

18

19

20

21

22

3

PROCEEDTINGS [9:30 a.m.]

MR. HACKBARTH: Good morning. Welcome to those of

you in the audience. We have now turned the page, having

completed the work on our March report, which will be

published March 15th. And now we are beginning work or

continuing work for our June report, plus some sessions that

are geared not just for the June report but for longer-term

issues, like our report to Congress on rural issues, which

is due next year, next spring as I recall.

In fact, our first session is on access to health

services for rural Medicare beneficiaries. Adaeze or Jeff,

who is going to start?

DR. STENSLAND: Well, good morning. Today we're

going to discuss access to care in rural communities. This

is part of a broad congressionally mandated study of rural

health care. Before we start, I'd like to thank Matlin

Gilman and our fellow analysts who contributed much of the

work that you'll see today.

As part of the health care reform bill passed last

year, we're required to examine access to care, quality of

care, rural adjustments to Medicare payment rates, and the

adequacy of rural payments. Today we'll be discussing
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access. The other mandated topics will be discussed in

future public meetings. The rural report, as Glenn

mentioned, is due in June of 2012.

We started our discussion of rural access last

November with our findings from rural focus groups. Focus

groups allow us to directly listen to a set of

beneficiaries, but it's a small set of beneficiaries. So

this month we examine access by looking at claims for 100

percent of Medicare beneficiaries and loocking at three large

surveys of beneficiary satisfaction with their access to

care.

One theme for today is the great diversity across

rural areas of the country. One aspect we're going to pay

particular attention to is how rural an area is. Therefore,

we divide counties into four different types. The first

types of counties are urban counties. This includes the

suburbs in all of certain states, such as New Jersey. The

second type of county are rural micropolitan counties.

These are rural counties where there's a town of 10,000

people. The third type of county is rural counties without

a city of 10,000 but that are adjacent to a metropolitan

area. And the fourth are the most rural counties. These
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are places that are not adjacent to urban areas and they

don't have a city of 10,000 people; they have a limited

population base to support medical services; and there are

no metropolitan areas adjacent to the county where people

would go for care.

Finally, we realize that areas with the lowest

population density may face particular challenges, so we

also examined frontier counties. These are counties with

less than six people per square mile. Almost all of them

are in Western States, such as Montana, the Dakotas,

Nebraska, some parts of western Texas.

This slide examines physician supply and its role

in motivating concerns over rural access to care. Rural

areas have lower population densities and often simply will

not be able to attract certain specialties. In addition,

even recruiting primary care doctors to rural communities

can be difficult. 1It's been a challenge for decades. The

result is that rural areas usually have fewer physicians per

capita. In the first two rows of this slide, we show that

there's a wide range of physician supply in rural and urban

areas.

Next, moving to the middle four rows of this
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slide, we see that, on average, urban areas have 1.1 primary
care doctors for every 1,000 residents and 1.6 specialists
for every 1,000 residents. Rural areas, in contrast, have
half this number, and if we go all the way to the bottom of
the slide to frontier areas, those sparsely populated
counties, they have less than half the number of physicians
per capita as urban areas.

While we don't show it on this slide, the number
of mid-level professionals per capita is about equal in
rural and urban areas.

Now, given that rural areas have fewer physicians,
the key question is: Do rural beneficiaries drive to urban
areas for enough care so they get equal volumes of care
compared to urban beneficiaries? And the second question
is: Are they satisfied with their access to care given that
they often have longer transportation times to the doctor?

Are we missing a slide?

DR. AKAMIGRO: [Off microphone].

DR. STENSLAND: Yes. This slide shows the level
of physician visits and admissions per beneficiary in rural
and urban areas. Let's start with the first column and the

first two rows.
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In the upper left-hand side, it shows that both

rural and urban areas have physician visits ranging from

seven per year to 13 or 14 per year. Now look at the second

column. It has inpatient admissions. Again, we see that

the urban and rural ranges are exactly the same, from 0.2

admissions per beneficiary to 0.5 admissions per beneficiary

depending on the area.

Next, look below that line to the different

categories of rural, and what we see is that the average

number of visits and the number of admissions per capita is

very similar, no matter what type of rural area you are in.

The interesting point is that while there's

regional wvariation across urban and rural areas, the rural

average and the urban average of physician visits and

admissions is almost exactly the same all across the

different types of rural counties, even frontier counties.

In this slide we look at overall service use,

which is a composite index of service use that comes from

our work on regional variation. It includes inpatient,

ambulatory, and post—-acute care. It is risk adjusted using

variables from Medicare HCC models, such as patient

diagnoses and whether the patient is dual eligible.
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The first point of this slide is to show that,
overall, rural and urban service use is similar. Look at
the middle of the slide. Urban use, on average, is 100.5
percent of the national average. Rural use, on average, 1is
98.4 percent of the national average. The rural/urban
difference is small.

The second point is that regional differences are
large. At the top of the graphic, we see that urban Monroe,
Louisiana and rural Louisiana have similar levels of service
use. Likewise, at the bottom of the graphic, rural Hawaii
and Honolulu have similar levels of service use.

Note we're not saying what the right level of
service use should be. It may be the level of service use
in Louisiana or in Hawaii. But we are saying that the
volume of services in any given region is often similar
amongst the rural and urban beneficiaries in the region.

Next we break down service use into three
components: inpatient, ambulatory, and post—-acute. The
first point on this slide is that the mean use of inpatient,
ambulatory, and post—-acute care are all similar in rural and
urban areas. The first circle shows that inpatient use is

102 percent of the national average in rural areas. The
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second and third circles show that ambulatory and post—-acute
care use 1is 95 percent of the national average in rural
areas.

Of course, these are just averages, and across
rural areas and across urban areas, there's a wide range of
use, as we see in the second row.

I've highlighted the two differences we see in the
range of service use between urban and rural areas. What we
have is a higher upperbound on service use in urban areas
due to two outliers. Those outliers are McAllen, Texas, and
Miami.

The first circle you see under urban ambulatory
care use here shows that ambulatory care use has a high in
urban areas of 1.5 times the national average. This is the
result of Miami, Florida. If we exclude South Florida from
the distribution of ambulatory service use, the rural and
urban ranges of service use would be similar.

Under the post-acute care column, we see one urban
area has 3.2 times the national average use of post-acute
care. This is McAllen, Texas. If you remove McAllen,
Texas, from the distribution, the rural and urban

distributions of post—-acute care service use would be guite
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similar.

The takeaway point from this distribution of
service use in rural and urban areas is that they are
similar; however, there are no rural areas that have service
use volumes to match Miami or McAllen, Texas.

Finally, I want to highlight two regions for you.
The point is to illustrate that service use in a rural area
is often similar to the service use in the neighboring urban
area. Here I illustrate the point by first looking at post-
acute care. We see a low use area of Wisconsin. The post-
acute care in Madison, Wisconsin, is 77 percent of the
national average. And the level of post—-acute care in rural
Wisconsin is 67 percent of the national average, fairly
similar.

In contrast, we can look at Oklahoma. Here we
show post—-acute use in rural Oklahoma is exactly the same
level as post—-acute care use in Oklahoma City. In both
cases, post—acute care use is 147 percent of the national
average.

So the lessons from this slide are: first, that
average service use is similar in rural and urban areas;

second, the range of service use is similar in urban and
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rural areas if we exclude Miami and McAllen; third, rural

service use can be high or low and is generally similar to

the level of service use in neighboring urban counties.

Now we shift to looking at service use of

prescription drugs, and there's a concern that rural

individuals may have to travel further to get their

prescriptions filled, and the question is: Does this result

in them having fewer prescriptions filled? And the answer

is no. Rural prescription drug use is similar to urban

levels. As I said before, we're not saying what the right

level of prescription drug use is. We're only saying that

rural service use is similar to urban service use.

Next, Adaeze will discuss the degree to which

rural beneficiaries are satisfied with their access to care.

DR. AKAMIGBO: As Jeff just explained, utilization

rates across a whole host of different service areas tend to

be similar between rural and urban areas, but we see

pronounced regional differences. Beneficiaries' perceptions

of access to care and their individual characteristics are

equally important as they might explain any variation we

find in claims data. To assess beneficiaries' access to

care from their perspective, we used data from the Medicare
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Consumer Assessment of Healthcare Providers and Systems, or

CAHPS; the MedPAC annual beneficiary survey; and, finally,

the Medicare Current Beneficiary Survey 2008, also called

the MCBS.

Before we delve into beneficiaries' responses

about their access to care, we examined their broad measures

of social and health status, key factors that might explain

any variation in access. The actual rates are in your

papers, but we've put this table up to sum up the result.

Beneficiaries were asked to rate their personal

health from excellent to poor. Overall, about a quarter

rated their health as fair or poor. A larger share of

micropolitan and rural adjacent beneficiaries rated their

health in this worst category.

Beneficiaries were also asked if they had any

limitations with daily activities such as bathing,

transferring, or feeding. More beneficiaries in

micropolitan counties had limitations while a smaller

proportion in rural adjacent and non-adjacent counties

report having any ADLs.

HCC risk scores, however, reflect a pattern.

Rural beneficiaries have lower risk scores, which improves
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as we get more rural. This suggests that they are in better
health than urban beneficiaries, on average, based on their
medical records. This could also reflect rural/urban
differences in the coding of diagnoses on claims which is
where risk scores are derived from.

The takeaway point here is that looking at health
status presents a mixed picture. When we look at self-rated
health, rural areas appear to be worse off, but they appear
to be doing well when we look at ADLs and risk scores.
Basically, we don't see a pattern of excess burden of poor
health with residents in any group of rural or metropolitan
counties.

On this slide we explored any rates of
supplemental insurance that might explain variation in
access. From the MCBS, we were able to determine the
proportion of beneficiaries who had Medicare-only insurance,
dual eligibles, Medigap coverage, and employer—-sponsored
insurance.

First, we find that rural areas are comparable to
metropolitan areas in the rates of beneficiaries who have
Medicare fee-for-service as their only insurance. This

holds except for beneficiaries in rural adjacent counties
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where the rate is much higher at 16.2 percent.

On the second row, these are beneficiaries who

dually qualify for Medicare and Medicaid. There is no

pattern here, but micropolitan and rural non-adjacent

counties are closer to the share of metropolitan

beneficiaries who are dually eligible. However, almost a

quarter of rural adjacent beneficiaries are Medicaid

14

eligible, which is the highest proportion among the groups.

Third and fourth rows: Employer-sponsored

insurance coverage is generally higher in metropolitan

counties while rural areas tend to have higher rates of

Medigap coverage. Again, however, rural adjacent counties

tend to be the anomaly in this case, with 28 percent of

beneficiaries with Medigap, which is much lower than other

rural areas.

You may be wondering where respondents in rural

adjacent counties come from. They mostly come from West

Virginia, Alabama, Tennessee, Texas, and Kentucky where the

rural populations tend to be poorer and have lower levels of

education.

Given the mixed picture of beneficiaries' health

needs and insurance levels, we now look at their



10

11

12

13

14

15

16

17

18

19

20

21

22

15

satisfaction with access to care.

Results from MedPAC's 2010 survey reflect
urban/rural differences in unwanted delay in getting an
appointment for routine care. Seventy two percent of rural
beneficiaries and 76 percent of urban beneficiaries said
they never had to wait longer than necessary to get an
appointment for routine care. There is a statistically
significant difference, with fewer rural beneficiaries
responding that they never waited longer than needed.

A large majority of beneficiaries also report
never waiting too long to obtain an appointment for illness
or injury —-- or emergency situations. An equal 83 percent
of both urban and rural beneficiaries say they never wait
longer than necessary. There is no meaningful difference
between the two groups across the response categories.

Given that beneficiaries are able to make the
necessary appointments, in the CAHPS survey they were asked
how often they were seen within 15 minutes of their
appointment time.

The yellow bars show that almost 60 percent in
each group indicated that they usually or always see their

doctor within 15 minutes.
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A separate question asked if beneficiaries
received immediate care once it was needed due to illness or
injury. About 90 percent, as shown in blue, indicated that
they received immediate access in such situations. Again,
satisfaction with these two measures are comparable across
the four metropolitan and rural groups. There seems to be
adequate capacity to ensure that most beneficiaries are not
subjected to long wait times in order to receive care.

Using the MCBS, we explored satisfaction rates
with yet other dimensions of access. Among the guestions
beneficiaries were asked to evaluate were: the relative
ease of getting to the doctor from their home; the quality
of the communication from their doctors regarding their
health care. This question addresses whether the health
information being communicated is truly accessible to the
patient.

Rates of satisfaction with access from place of
residence and communication with physician tend to be very
high —-- over 90 percent —-- regardless of where beneficiaries
live.

In the 2008 MCBS, about 7 percent of rural and 3

percent of urban beneficiaries drive at least one hour to
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access health care services. This is gquite similar to

MedPAC findings in 2001. This suggests that individuals who

drive long distances to obtain care tend to live in sparsely

populated counties. Residents in these areas tend to drive

for most of their non-health-related services.

MCBS respondents were asked if they had

experienced any trouble accessing medical care, and 4

percent said yes.

We wanted to know whether rural residents were

overrepresented in this category. That's the 4 percent who

had experienced some trouble. It turns out that, overall,

about 4 percent of each of the rural and urban categories

reported having some trouble. No group is overrepresented.

Focusing on cost and transportation as potential

barriers. a few more people indicated that their problems

stemmed from the cost of health care than transportation.

However, nearly the exact same proportion from each group

report troubles with access due to transportation and cost.

So about 1.3 percent of all beneficiaries report

access problems from cost, and 0.6 percent report problems

due to transportation.

The longer driving times by rural beneficiaries
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appear not to lead to higher rates of dissatisfaction with
care.

DR. STENSLAND: Just to summarize what we have
found:

First, it is well known that recruitment is
difficult in rural areas, and certain specialties such as
dermatology or thoracic surgery are just unlikely to be
located in small towns. Even primary care physician
recruitment is a challenge. The result is fewer doctors per
capita in rural areas.

Despite there being fewer doctors in rural areas,
rural beneficiaries receive a similar volume of services.
On average, they end up traveling further for care.

While travel times are longer on average, rural
beneficiaries have roughly equal satisfaction with their
access to care compared to urban beneficiaries.

Now, we did not try to determine the appropriate
level of services and only state that rural beneficiaries
tend to receive similar volumes of services as their
neighboring urban beneficiaries.

It may be surprising that rural areas receive

roughly equal volumes of care and have roughly equal
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satisfaction. This may in part reflect the longstanding
local, state, and federal efforts to improve access to care
in rural areas.

Now we open it up for discussion.

MR. HACKBARTH: Okay, thank you. Any clarifying
questions?

MR. GEORGE MILLER: Yes, please. First of all,
thank you for this report. It certainly was helpful.

I've got a question on Slides 7 and 8, and my
gquestion has to do with both slides. Do you know where the
service was given? I understand the graph, but if a rural
person had their service given in an urban area, are you
counting that? Or are you saying that the service was given
in a rural area for rural populations?

DR. STENSLAND: No, this is just based on where
the person lives, so it will include the care that the rural
person gets locally and the care the rural person gets in
the urban area.

MR. GEORGE MILLER: Or, conversely, it could be
they lived in a rural area but got all their service in an
urban area?

DR. STENSLAND: Correct.
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MR. GEORGE MILLER: So there could be some —-

okay. You answered the question. I will draw my own

conclusions.

DR. BAICKER: I thought the within area versus

between was really interesting.

MR. GEORGE MILLER: Right.

DR. BAICKER: And my understanding is that the

rates are not risk adjusted, which I think is an informative

thing to look at. You mentioned that the --

DR. STENSLAND: These are risk —-- this one here is

risk adjusted.

DR. BAICKER: This one. But all the overall usage

ones?

DR. STENSLAND: This overall usage is risk

adjusted.

DR. BAICKER: But like the earlier slide that

broke down ranges for -—-

DR. STENSLAND: Oh, just the counts of wvisits 1is

not risk adjusted. We wanted to do it both ways.

DR. BAICKER: Okay, so the others are.

DR. STENSLAND: And so whether you risk adjust or

whether you don't, you get the same story.
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DR. BAICKER: Great. That's what I wanted to
know. I assumed the differences were small with the risk
adjusters, but it's good to know that it's not that they're
actually getting a lot more care because they're healthier
in rural areas, relatively.

DR. NAYLOR: So Slide 17. I apologize for my
voice. The first bullet has to do with the summary that
fewer doctors per capita continues to be a challenge. And
actually this somewhat connects to the next session, but we
have a higher proportion of federally qualified health
centers. About three-quarters of them are in rural areas,
and you mentioned mid-level providers about equal access.
But my question is: For the Medicare beneficiaries, are we
capturing —-- you know, given the satisfaction is relatively
equal and ADL performance relatively equal between urban and
rural, are we capturing the contributions of all team
members in addressing access to primary and preventive
services? You know, there seems to be a little disconnect
in terms of the first bullet and the rest of the statement.

DR. STENSLAND: It would include visits to all
different types of providers, whether it's mid-level

professional or a physician in an FQHC, in a rural health
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clinic, in a physician's office. Those visits would all be
included in the volume and reflect in the satisfaction with
access also.

DR. NAYLOR: Okay. I'm looking probably at the
wrong slide. It's your summary slide. So it just says
fewer doctors per capita continued to be a challenge, and
I'm just wondering if it will be equally important to
capture access to other primary care providers to make a
full -- you know, to fully understand why we then may have
equal satisfaction, et cetera.

DR. STENSLAND: Okay. Yeah, maybe I can clarify
that. So there's your PAs and your nurse practitioners, and
they're roughly equally distributed in rural and urban
areas. So there's no excess number, really, of nurse
practitioners or physician assistants in rural areas
relative to the population. So they wouldn't be making up
for this shortage of physicians in rural areas. It's not
that there's not a need for physicians in rural areas
because we have so many nurse practitioners and physician
assistants. That's not the case.

DR. NAYLOR: One clarifying. Is that counting

visits? Is that how you get to it?
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DR. STENSLAND: [off microphone, nodding head

yes. ]

MR. HACKBARTH: Before we leave Mary, I just want

to ask a question about the language we use to describe

different types of providers. Jeff, you used the term "mid-

level," which I understood to refer specifically to advanced

practice nurses and PAs. Is that how you're using that

term?

DR. STENSLAND: That's how I used it. I'm open to

new terms other than "mid-level professional." If we want

another term, that's fine.

MR. HACKBARTH: Yeah. Mary, maybe you can help us

with the appropriate term.

DR. NAYLOR: I just think it's appropriate to call

them what they are, so physicians, nurse practitioners,

certified nurse midwives, and sometimes to classify them as

physicians and non-physician health professionals.

MR. HACKBARTH: Okay. And then there is another

category that's broader than those that —-- other licensed

health professionals. Is that right? So that's the

broadest category, and then the advanced practice nurses,

PAs, and certified nurse midwives are sort of a sub-
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category.

DR. NAYLOR: That's correct. Yes, and I'm happy

to provide the language, and that would be great. If we

could use it throughout, that would be terrific. That would

be great.

MR. HACKBARTH: That would be helpful. Thanks.

MR. BUTLER: So the data and the narrative suggest

that the utilization is equal because the rural resident

travels to the urban area to seek care. Could some of the

reverse be true; that is, the providers that have an address

in an urban area spending clinic time —-- once a week —-—- out

in the rural area so that the travel's not occurring, but

you're capturing the data as if it were provided in the

urban area?

DR. STENSLAND: That's correct.

MR. BUTLER: It could be, but you have no idea the

size —-

DR. STENSLAND: Well, there's definitely —-- we

don't have data on the share of specialty clinic visits that

are going on out in rural areas, so we don't know how much

of the transportation —-- is the doctor going out to the

rural area versus the patient going in to see the doctor in
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the urban area? From just my experience talking to people,

I think there's a lot more of the patient going into the

urban area than there is the doctor going out to the rural

area. And it's just, you know, the market value of their

time I think drives a lot of that.

DR. KANE: I guess it would also be interesting to

know if telemedicine was having an impact as well on access

in rural areas. But my question was on page 11 on the

beneficiaries' self-reported, self-rated health. When

people say they're fair or poor, is that including —-- or do

we know whether that's including how they feel about their

mental health? Or is this primarily their physical health?

DR. AKAMIGBO: This is primarily physical, rate

your physical —-- well, basically overall health, the

standard self-rated health question.

DR. KANE: Well, overall and mental can be

actually pretty —-— I wonder if anybody has teased that out,

because I just think that the mental health might be quite a

different set of issues in terms of access than —--

DR. AKAMIGBO: Yeah. We didn't tease it out with

this particular data set. There's another data set that

asks a separate question on rate your mental health. It
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doesn't quite look the same, but this —-

DR. KANE: Yes, I'm just wondering if it might

explain some of these differences, that activities of daily

living are physical and the HCC risk scores, I don't know,

they're probably predominantly physical. I don't know. But

the mental health component might be why they feel worse,

but they aren't physically. I mean, I'm just trying to

understand the differences in the -- you know.

MR. HACKBARTH: Does MCBS distinguish between

mental and physical? Or are the questions simply about

overall health?

DR. AKAMIGBO: Yeah, it's a standard question.

You know, how do you feel about your overall health? It

doesn't --

MR. HACKBARTH: There aren't sub-questions about
physical versus mental. It's just how do you rate your
overall --

DR. AKAMIGBO: No, not with respect to this
question. There's are other questions that ask you if

you've been diagnosed with depression or some other -

MR. HACKBARTH: In the MCBS.

DR. AKAMIGBO: In the MCBS, yes.
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DR. KANE: I just think it might be useful in the
long run to try to see if the differences are related to the
differences in mental well-being as opposed to physical.

DR. CASTELLANOS: I think there's —-- first of all,
great job. I really appreciate it. I think there may be a
typo in the briefing material on page 12. You said
something about the rural study showing rural beneficiaries
actually receive slightly more surgery per capita than rural
residents. I think you probably mean urban residents.

And just to follow up on Peter's comment, in the
rural adjacent areas it's not unusual, perhaps because of

history, for us to go out into the rural areas to provide

care, the doctor traveling to that. I know that's common in
my area. It's getting less common because of the issues of
economy, but it does —-- and there's probably a very

difficult way to track that.

MR. KUHN: Jeff, if we can go back to Slide 6. On

this slide what it shows is that the utilization rates or

the counts of services are pretty close to equal in terms of

urban and rural areas. But yet on the previous slide, when

we looked at the number of rural physicians, there was a

drop of about 50 percent.
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Now, some of the literature suggests that the

hours worked by physicians in rural areas, the number of

patients they see is far greater, so their productivity is

higher. So if I look at these two slides, would that be a

correct conclusion that I'm drawing? Is that one of the

conclusions that Slide 6 demonstrates, that rural physicians

are seeing more patients, or they're working longer hours

and their productivity is higher?

DR. STENSLAND: The only actual data I've seen on

that is Health System Change when they looked at different

physician incomes in rural and urban areas and tried to

explain it by different factors, including how many patients

you see and how long do you work. There was a little bit

longer hours amongst the rural physicians, on average, but T

think it was like 3 percent longer hours or something of

this nature. So it's nowhere close enough to explain the

big difference that we see in service volume versus number

of physicians.

MR. KUHN: It would be helpful, and I think there

is some other literature. I think the Journal of Rural

Health and some other things kind of demonstrate that. So I

think this is one area that would be interesting to explore
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a little further.

The other thing about this is what I would be

interested 1f we could draw out from the data is also

there's perception ——- and I think some of the literature

supports this as well —- that a number of the rural

physicians are older than practicing in urban areas. And if

that's the case, while the data we see now shows a pretty

good access, if we stratified by age and we have this

productivity notion here that I'm suggesting, could we do

some predictive modeling that, while it looks good now, five

years from now we could see a real access issue in rural

areas. If that's something we could add to this research, I

think it would be very helpful.

DR. BERENSON: Yeah, on Slide 7, I'm also quite

intrigued by the finding of this close association in

service use with the sort of contiguous urban area. Is that

highly consistent across where you've looked? Are there any

that go the other direction where there's just sort of not

good correlation at all?

DR. STENSLAND: It's surprisingly consistent

across the country. If you map it all across the country,

almost always the rural area seems quite similar to the
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urban area, and there's only a few exceptions where it

doesn't seem to hold, places like Miami, McAllen, Las Vegas.

But generally the pattern holds.

MS. HANSEN: Yeah, my comments were actually

exactly as Herb's relative to the projections in the future,

and I wonder if in the same vein the ability to have an

overlay of some of the demographic shifts that will be

reflected in kind of the future beneficiaries that are there

because of some of the changing demography. I think it was

-— was it Brookings that has some studies about some real

significant population shifts that were occurring of older

populations that were also demographically quite different

than we normally see today. So that might be part of what

will come up, especially with a mandated report, you know,

that goes to Congress for the future planning.

DR. STUART: Thank you. This is an excellent

chapter. 1I'm particularly taken, as Bob was, by the strong

correlation between urban and rural in some very disparate

parts of the country. But then I would like you to go to

Slide 12 because here it strikes me that there may be an

anomaly in this rural adjacent. You said that this appears

different. It looks like it's South, maybe Appalachia, and
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the statistic that I was taken with was the percentage of
people in rural adjacent, wherever they are —— am I correct
that rural adjacent is everywhere? Or is that just really
concentrated in the South/Appalachian area?

DR. AKAMIGBO: 1It's pretty concentrated in the
southeast Appalachia; a few people, about 60 people or so in
Michigan, in a certain county in Michigan, but pretty well
concentrated —-

MR. HACKBARTH: What is the definition of rural
adjacent for this purpose?

DR. AKAMIGBO: The states —-

MR. HACKBARTH: What the definition of that
category, rural adjacent, is. I thought it was just rural
areas that are adjacent to metropolitan --

DR. AKAMIGBO: A metropolitan area.

DR. STENSLAND: Right. So they are spread all the
way across the country.

MR. HACKBARTH: That's what I'm getting at.

DR. MARK MILLER: Adaeze 1is saying that they're
concentrated —-- those states are concentrated in that
column, but that phenomenon can occur across the country.

DR. STENSLAND: Yeah, I think there's two —-- it's
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important to distinguish between two things: where are

these rural adjacent counties, and they are any county

adjacent to an urban area. So this is going to be all

across the country. But then the other important question

is: Where are the people that responded to this survey?

DR. AKAMIGBO: Right.

DR. STENSLAND: Because these are only a subset of

the rural adjacent counties that are responding to the

survey. And where was the sample taken from? And then it

becomes heavily sampled in the South and Appalachia.

DR. STUART: I see. So this is not —-- we would

expect to see a little different distribution if we had a

true national sample, which the MCBS is not. Is that

another way to put this?

DR. AKAMIGBRO: Potentially.

DR. STUART: Okay. The reason I think that's

important is that we have another session that's coming up

on benefit design, and if the figure that we see here of

16.2 percent of the Medicare population in these areas

having Medicare only, having no supplement, then one would

expect that you would see some utilization differences in

those areas. And so this was the disconnect that I saw,
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that you had that very strong relationship of rural to urban

rates for areas that were very, very different. But then

here in this rural adjacent statistic, it looks like you'd

expect to see some differences. That may just be the

sampling design of MCBS. If that's the case, then fine.

MR. ARMSTRONG: We work on trying to create access

for patients in rural markets through a lot of different

approaches. Building on a couple of comments, we are

pushing very hard access through consulting nurse telephone

consults, e-mail, home health visits. Do we include any of

those kinds of visits in this analysis? Or is it really in-

office type visits regardless of the license of the

practitioner?

DR. STENSLAND: We're really limited to claims, so

it's really stuff that they were able to bill for, so it's

not going to be just the telephone consultation or even the

home health visit, which is packaged in an episode.

MR. ARMSTRONG: Okay.

DR. STENSLAND: Though the episode will show up in

that post-acute care bundle.

MR. ARMSTRONG: One other question, and I think

it's not specific to this but more generally. My
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understanding is this is really about volumes and access.

We'll look at quality for these populations in a future

report, where it may be that some of the issues around the

system—ness of the care delivery really become a little bit

more relevant.

DR. STENSLAND: Right.

MR. ARMSTRONG: Okay.

MS. UCCELLO: Okay. I'm just thinking through

some of these prescription drug issues, and on Slide 9 it

shows there's really similarity between urban and rural.

But I was also thinking about on Slide 12 where you break

out the supplemental coverage. Do you have information

there on Part D enrollment? And in the chapter, but not

here, you talked about these low-access counties, and I

guess Slide 12, that would be too small of a sample size, I

would guess, to look at the enrollment. But I'm just trying

to think through whether there are prescription drug

supplemental coverage issues that may very across these

different counties.

DR. STENSLAND: Okay. I'll have to look into

that, unless Joan has something off the top of her head.

DR. SOKOLOVSKY: 1In general -- I don't have the
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numbers in my head, although we have them -- there is higher
enrollment in Part B in these low-access counties than the
national average. But there are still going to be people
who don't have it.

MS. UCCELLO: But the mail order is still similar.

DR. STENSLAND: Yeah, it's similar or even lower.

DR. MARK MILLER: You would think there would be a
lot more [off microphone].

MS. UCCELLO: Right, right.

DR. STENSLAND: ©Unless you're traveling anyways to
the community —-- you're going to Walmart for other things,
and so you're there and you pick up your drugs or your —--

MS. UCCELLO: Right. Okay.

DR. DEAN: Yeah, one of the things that I was
questioning or concerned about, in Slide 4 you lay out the
definitions, and those are, I think, a reasonable and good
breakdown of the different counties. But then when you
aggregate it into just urban and rural, I assume it includes
the three rural categories together. Is that right?

DR. STENSLAND: Yes.

DR. DEAN: And I guess I'm concerned about that

because the rural micropolitan will overwhelm the more
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remote counties and will, I'm afraid, wash out and hide real

differences that are there just because of the number

problem. And this has been a problem that, you know, I

think those of us in rural health have struggled with a long

time. Our numbers are so small that, first of all, we can't

get good quality data. We can't get statistical validity in

a whole lot of areas. And it's a real struggle. And so

trying to describe what's really happening there can be a

real challenge.

But I guess I would be concerned about how the

data is aggregated because it really does make a difference

in how accurately it describes what's going on. So I don't

know if that's a technical question or a comment.

Another one —- and I've got a number of things,

and some of them we can talk about afterwards. But the one

on number of visits, well, the one that's up there, that

just doesn't seem right to me. You're saying that the

average Medicare beneficiary sees a physician ten times a

year?

DR. STENSLAND: Yeah, usually [off microphone].

DR. DEAN: I probably have maybe half a dozen

patients that that applies to. I mean, people just are not
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seen that often. And I guess that number just doesn't sit
right.

DR. STENSLAND: This would be, if you go to the
office —— if you go to the doctor, this would be a visit, or
if you go to an outpatient facility or if you go see a
specialist, or maybe you go see —-

DR. DEAN: I understand, but that's almost a
monthly visit for every Medicare beneficiary. I mean, that
just doesn't jibe with my experience.

DR. BAICKER: Would the medians look different
from the means? Is this just a right-tail issue?

DR. STENSLAND: I can check. You know, we have
about 10 percent of the people with zero, so we can see what
that turns up.

DR. DEAN: I mean, we know that, for instance, 20
percent of people account for 80 percent of the utilization,
or something like that. So you've got 80 percent of people
that are really relatively low users. And if that's the
case, you have to get some very high users to get to those
numbers. Like I say, it just doesn't feel right.

DR. BERENSON: Can I just comment on that? I'm

using data that Jerry Anderson produced out of Hopkins.
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This is now almost a decade old, but the patients with five

or more chronic conditions have 50 visits a year, on

average, Medicare beneficiaries. So there is a right tail.

DR. DEAN: Fifty visits a year?

DR. BERENSON: Fifty visits a year is the number

for that.
DR. DEAN: Boy, that doesn't fit with what I see.
I would just like to follow up on Mary's concern
about how we describe, you know, non-physician. This has

been a struggle for years, but I think it's important that

we come up with some definition and we use it consistently,

because it's very confusing and it's getting worse. You

know, physical therapists now have doctoral degrees.

Pharmacists have doctoral degrees. And, you know, how you

lump these people together —-- they're all contributing.

They're all important parts of the system. But how you come

up with a description that both describes what's happening,

is fair to the individuals, and all those things is a real

challenge. But unless we do that, we just aggravate the

confusion.

MR. HACKBARTH: Okay. Let's begin Round 2

comments with George.
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MR. GEORGE MILLER: Yes, thank you. Tom just
illuminated a couple things I wanted to talk about,
particularly for me is the definition of access in rural
areas. And, again, we're looking at the data by the three
stratified rural areas which are quite different than if you
lumped them all together for rural versus urban.

So my question is: What is our definition of
access? And then access to what? What are our Medicare
beneficiaries getting? And it seems from the data that the
rural Medicare beneficiaries have higher out-of-pocket
expense, which is a concern. And so what Bruce talked about
—— and this would lead to a —— benefit design would be an
issue I certainly would want to explore. And then how do we
deal with the health of the population. So part of the
access issue may be a perception issue.

I'll go back to my statement earlier. Access to
what? And if a rural beneficiary has to travel -- I think
in the chapter it gave an example that they had to travel
further for prescription drug. So to me, that's an access
issue if you have to travel further, although the numbers
seem to indicate that they still get to use —-- still get

their drugs filled, but it is still an access issue.
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I want to spend a little bit of time defining what
access is for a rural beneficiary and across those three
definitions for the Medicare beneficiary in the rural area.

Then also the concern that both Jennie and I think
Herb mentioned about the aging of the rural physicians in
the workforce. On study I saw is general surgeons, 52
percent of the general surgeons in rural areas are within
retirement age, and so we do have a five-year window where
there's a problem, and how will we address that problem
going forward?

So those are a couple things that I think this
report needs to tease out going forward.

MR. HACKBARTH: On the first one, George, help me
understand what you're looking for. So one of the metrics

used in this presentation is patient satisfaction with

access.
MR. GEORGE MILLER: Right.
MR. HACKBARTH: And, broadly speaking, the results
are similar. So even though they may be traveling further,

the Medicare beneficiaries in rural areas are saying that

they're satisfied at roughly the same level as people in

urban areas who may have a shorter distance.
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So you're saying you don't like that or you don't

want that to be the only definition and you want objective

metrics like time or distance traveled?

MR. GEORGE MILLER: What I'm saying is the

definition of access could be different, and the perception

of satisfaction by the beneficiaries is fine, and I don't

have a problem with that definition. That's their

perception of it. But are rural beneficiaries getting the

same access to the same care as an urban is? Part of my

definition -- and travel is an example of that. And so if

you travel further, do you have the same access as an urban

beneficiary? And that may be one of the metrics we want to

look at.

MR. HACKBARTH: Yeah. So there is some evidence

that, in fact, they are traveling further that's provided

here. And yet although they're traveling somewhat further,

the level of satisfaction is the same. So what's the policy

implication of what you're saying, that even though they're

equally satisfied, the fact that they're traveling further

means that we need to provide more offices so that we

equalize the distance traveled as opposed to the

satisfaction? Where do we go with that analysis?
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MR. GEORGE MILLER: Yeah, you raise a good

question. It's something to think about. That's a good

question. On the other hand -- and, again, I'm not trying

to complicate it, but on the other hand, the additional

issue is that that same rural beneficiary who may be

traveling more are spending more out-of-pocket because they

don't have Medigap coverage, and it seems to me then that's

not equal access. They're spending more, traveling more.

And I don't know the policy implications. You phrased that

question appropriately. But it's something that I want to

think about and work on.

MR. HACKBARTH: Okay.

DR. BAICKER: I thought the discussion you had

about particular outlier areas was really interesting in

thinking about the range comparing urban areas to non-urban

areas. I wonder if, especially in light of what Tom was

raising about the means, it would be interesting to look at

both medians and other measures of the range, you know, the

interquartile range, the coefficient of variation, whatever

other measure you want to use, just because especially when

you're comparing one category that has a lot more entries to

a category with many fewer entries, the range is going to
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look wider by chance or by particular example.

So it might be interesting to see that, and that
would be informative on these issues, but would also, I
think, underscore the issue that rural areas are just not
going to be urban areas on a lot of different dimensions.
And I would say our goal should not be to equalize access.
That might not be a fair way or a politic way of putting it,
but fundamentally access in rural areas is not going to be
the same as urban areas if you're measuring it by distance
traveled or lots of other things about convenience, and that
shouldn't be our program goal.

DR. NAYLOR: So I think this is really an
excellent report. I meant to say that last time. And I
also think that people make choices, and so sometimes I'd
like to live in a frontier, given what the opportunities
might be there.

So, with that, I do think as we look at the issue
of quality in the next iteration, this opportunity to
unbundle overall health is a really important one. Because
I think when people answer that, they do —- it is
multidimensional, and they're talking about socially and

cognitively and functionally and physically and emotionally.
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So I think that would be a really —-- and since you have

other items, that would be helpful.

But on the issue that you're raising, talking

about here on volumes of services, if beyond —- I don't know

what 1s possible in terms of looking at it, but beyond

looking at the volume of services for which there's billing

directly from however we're going to categorize these

individuals —-- physicians, NPs, certified nurse midwives,

PAs — can we look and should we look at the other kinds of

services that others have been talking about, you know, the

capacity —- the real outreach by telehealth and through home

health and services like frontier nursing and so on and so

forth that get to a whole range of volumes of services that

might be contributing to equal satisfaction? Do you know

what I'm saying? Beyond going for the medical volume of

service, 1is there a way in the report to also say this

population relative to urban has greater access to federally

qualified health centers? Seventy-five percent of them are

in rural communities, even though they only serve a very

small proportion of Medicare beneficiaries and they get a

team approach to care.

So, you know, I'm just trying to flesh out more
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what volume of services there might be that a population

might have access to that contributes to higher satisfaction

or roughly equal satisfaction.

DR. STENSLAND: We can maybe bring some things out

of our site wvisits.

DR. NAYLOR: Exactly.

DR. STENSLAND: To try to put some of that more

into the report.

DR. NAYLOR: So people don't just look at this as

medical visits and compare and say that's preventive health

services, that's primary care. That isn't. That's a part

of, but it's not the whole picture.

MR. BUTLER: So using our traditional metrics for

access, 1t looks like there isn't that much of a problem

except for people having to drive, maybe.

Having said that, we've alluded to the wvarious

roles that technology plays, but we don't really kind of

shine any light on it as a gap closer. And it takes, as

Scott on the one end says, maybe e-mails, or then there's

more sophisticated telemedicine. But it would be

interesting or, I think, worth kind of highlighting the role

of technology in closing the gaps.
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So if we knew or found that, for example, rural

physicians or hospitals were not becoming meaningful users

or were not equipped with PAC systems that could help

communicate between ERs or —-- you know, I think that would

be something worth kind of shining a light on to say are

they going to fall farther behind because they're not

getting the right kinds of support from a technology

standpoint. I think that would be —- just a little

paragraph or something would be worth highlighting that.

DR. KANE: Yeah, I agree with Peter that it would

be nice to have a sense of what that is and how we might

measure it, because it is a way to encourage better access

in the future.

A couple things. One is if we're going to look at
the —— I think it's important to look at the aging of the
workforce, but my sense is —-- and this relates to access,

too. When someone really is disabled and old, they don't

stay in a rural location often, unless they have someone to

help drive them around. So I'm wondering if we can't also
look at the —-- what happens when the very old in the rural
area —- what do they really do? Do they really stay in

place when they can't see and have, you know, a lot of
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disabilities? Or do they migrate to other places? I'm just

wondering. You know, when you're thinking, projecting out,

you know, what are the needs, I'm just wondering if the

truly disabled or blind —-- you know, a lot of people get

macular degeneration, and they can't drive anymore. And so

since driving is such an essential part of access here, it

would be interesting just to know what people who can't

drive anymore do and how either technological solutions or

moving to a city is the way they resolve that, and I think

that relates then to the workforce needs, to the whole

interaction of do they really stay in place when they can't

see.
MR. HACKBARTH: Are you aware of data sources?
DR. KANE: I'm just trying to think of how you
would tailor this. I think you could almost, you know, look
at —— maybe try to stratify the access measures by ADLs or -

- the fact that they're still in the rural areas is

something that I'm just wondering if we're really capturing

the fact that a lot of people just can't stay there. And,

you know, going back to several points, it may be that's a

choice people have to make. You know, you can't stay in a

rural area where you have to drive if you can't see and you
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have nobody to drive you around.

But I don't think we're fully capturing the access
issue around when you're —-- and maybe we'll accept that's
going to be an issue. When you can't see and you are
disabled, you can't live in a rural area unless you have a
live—in companion or something. But I just don't get a
sense that we've focused in on the groups that really might
have an access problem, since driving is so carefully linked
to it.

Then the only other piece I thought would be —-
and, also, if your projecting workforce needs, I'm just
wondering, you know, you might think that they're just like
people who are in urban areas. But if they're leaving when
they really get disabled, there's a different set of
workforce requirements. So that was my link to the
workforce thing.

Then on mental health, we do have the paper. In
the paper there's sort of a By the way, there's this mental
health issue, and By the way, it looks like rural areas have
a higher incidence from some of the other data sets that you
were looking at; but, by the way, we don't talk about it.

And I think we really need to highlight the mental health
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piece a little more. I do think some of those ratings might
be influenced by, you know, mental health issues, and I
think it would be a useful thing to try to tease out as a
potential problem.

Otherwise, I think the urban/rural distinction,
other than driving and potential mental health issues, we
should be putting a lot more attention into looking at
regional disparities rather than urban/rural distinctions.
But the two places I think are difficult is if you can't
drive or you're mentally il11l, there might be some real
access issues.

DR. DEAN: I was just going to say Nancy's
absolutely right about -- in my experience, though they move
off the farm into town, and the town is a thousand people.
That's my experience. So I don't think they go to the city
because actually it would be worse, because they go to where
there are some support systems, and actually even in our
small community, we do have a bus system, we do have a bunch
of other things for limited elderly folks.

So you're right, but I don't think they —-- of
course, I live in a frontier county and moving to the city

would be tremendously disruptive for some of these folks.
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Now, if they have family in the city, then that's

different.

DR. BAICKER: I was just going to jump in with a

small data thought, that I think it would be very hard to do

this systematically and be able to look at ranges across

rural areas. But if you want to just get a vague sense of

the magnitude of people moving in response to these things,

you could use one of the other nationally representative

data sets like, you know, the HRS or even the CPS that has

as lookback period about where you lived last year and the

type of county that it was, and it would give you an

aggregate sense of movement from rural areas to more urban

areas among people with worsening health.

DR. CASTELLANOS: You made a comment, rural areas

have fewer specialists, and I think we all agree to that.

Would it be worthwhile to drill down on that? Because there

are certain specialists that are really needed in the rural

communities. I don't think you need a pediatric

endocrinologist, but you certainly need general surgeons and

orthopods and cardiologists.

This may have some impact on the workforce issues,

the aging issues, but also with medical education. We
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haven't addressed in medical education to date the caps on

specialty training slots. And even though it's hard to say

you can train them, they're going to go into rural areas, we

do know, at least in my specialty, that when they're over —-

we have a surplus of pediatric urologists, they start to

diverse and get into the smaller communities.

So I think maybe drilling down on the number of

specialists and especially the needed specialists in the

rural areas —-- the general surgeons, the orthopods, and the

cardiologists —- may be of some benefit.

MR. KUHN: Three or four points. Again, you all

just did a terrific job on this paper and I thank you for

the work here. One of the things, as we all know, in the

rural areas there aren’t for-real health care in the

Medicare program. There are a number of add-on payments for

certain providers out there.

Is there a way we can speculate in this work, or

better than speculate, kind of document what access would be

absent, those additional add-on payments? Because they have

done a lot to kind of equalize, I think, access and payment

in the area, and probably quality and other things. But

absent those, what would it be like as we go forward? So I
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think that would be an interesting work if we could do that.

The second thing that would be interesting for

further work would be if we could differentiate by the

source of the usual care, whether it’s a physician office,

whether it’s the emergency department, the RHC, the FQHC,

and if there’s a way we can differentiate by the source of

where people get their usual care in areas.

The third area, as I read the paper and thought it

would be interesting to look at is access to preventive

services. I know we’re talking about services in general,

but I think in that one, that might be pretty powerful for

us to have some better information on that one. It would be

useful.

And then finally, on the paper, and I think it was

Page 28 here, there’s an interesting bit of information

where it talks about the proportion of rural beneficiaries

reporting no problem with accessing a new primary care

physician, improved from 66 percent in ‘07 to 83 percent in

2010. That’s nearly a 20 percent jump over three years.

Do we have any kind of speculation why that

improvement? I mean, that’s extraordinary improvement, and

if there’s any way to replicate that, we ought to be all
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over that. I’'m just wondering, i1s there any speculation of

what occurred here or what'’s behind those numbers?

MR. HACKBARTH: What page again?

MR. KUHN: Page 28.

DR. MARK MILLER: This is from the MedPAC survey.

If T remember correctly, the way this breaks down, just so

everybody knows what'’s being talked about, is you first ask

the question, who’s looking for a new physician? And then

you ask, who has trouble or does not have trouble finding a

new physician.

The catch with those numbers, because that number

occurred to us, too. We had a little internal conversation

on it. The problem is, in this survey, when you segment it

down to the people who are looking for a physician, you'’ve

just gotten to a very small number. And so, while I might

look at that and go, that is a great success, I suspect it’s

probably a fairly noisy number, rather than some indication

of success.

But I'm also looking at a couple of people in case

they want to stand up and say anything to back me up or

dispute it.

MS. BOCCUTI: Thanks. I think improved is not
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quite the statement that we would put in the publication,
and these are just draft chapters. If they’re not

statistically significantly different, and I don’t believe -

— we’ll have to look at that —-- they are not, then I would
be more comfortable saying that they are —-- the best we can
say 1s that statistically they’re similar. I would not put

a lot of weight in saying improvement until you can have

statistical significance.

MR. KUHN: And then one final question here. I’'m

just curious. The data we looked at is A, B, and D data,

but on the Part C side of Medicare Advantage, what’s the

access in rural areas to MA plans? Is it similar to urban

areas? That was the data point I was kind of looking for

here and didn’t see that.

DR. MARK MILLER: We do have that --

DR. HARRISON: [Off microphone]

DR. STENSLAND: He said it’s 99 or 100 percent.

MR. HACKBARTH: The number of plans that they

have, as I recall, is smaller, but almost everybody has

access to at least one MA plan.

DR. MARK MILLER: But we can include [off

microphone].
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MR. KUHN: I think the notion is can we include

this in a report and I think it would be useful information

to add to this report.

DR. BERENSON: Yeah, two comments. One is, Herb

raised this interesting point about pending retirements, and

it does strike me that having some better understanding of

this issue is important, not just for this work, but for our

physician work more generally, more detail about what is the

typical retirement age and the range of retirement age, what

is the relative productivity of older physicians versus

newly minted physicians, et cetera.

So if we’re going to do that as relevant for

rural, which I think it is, I think it’s also relevant for

our other physician work, to have a little more detail about

that, because we’re not showing a lot of major access

problems to physician services, but there are a lot of docs

that are going to be retiring soon. I think that would be

informative.

The second is to pick up, I guess, Scott was

getting at this in the first round, I’d be interested --

it’s sort of access, but it really goes to quality and

system-ness. I’d be interested in knowing -- and I don’t
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think there’s any systematic way to know what you could do

as to what extent are there organized systems that are

urban-based that formally incorporate rural delivery within

their sort of delivery systems.

So what Group Health might be doing, Marshfield,

Billings, Geisinger, those kinds of models. Are those the

ones that exist or how broad is that versus just sort of

informal relationships with a hospital or with an urban-

based physician group? I’d be interested in knowing about

that.

MS. HANSEN: Going back to the workforce issue, in

addition to thinking about the retirement, the flip side of

that is helping to identify, perhaps, a profile of those who

are newly going into rural areas. I think I only, at this

moment, have more anecdotal aspects, but it seems like

foreign medical grads are beginning to populate some of the

communities in terms of replacements.

So the ability just to describe what the shifts

are would be helpful in this whole workforce analysis. And

then the final other aspect of loocking at the models that

may work, I know the PACE review that Carol had done in a

couple of meetings, that there are 12 projects, I think,
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that PACE is doing in rural settings.

So if we're looking at delivery models that are

somewhat different, I think Grand Junction, for example,

right now in Colorado is one of the largest rural models

right now with integrated capitated dual eligible care

available. So that could be just another part of the

profile of existing opportunities in delivery system change.

DR. STUART: I think Herb raised a really

important point about Part C, and that is that when we look

at these different data sources, we'’re restricted,

obviously, to the coverage within the data source. And so,

when we’re looking at physician utilization, hospital

utilization, we’re stuck with Part A, B, and D.

I'm wondering whether there might be some

unintended implications of using different data sources for

different measures. My thinking here is, when we look at

the relationship of utilization rates across the urban

continuum, the disposition of Part C beneficiaries is not

uniform. In other words, I would doubt that the disposition

of Part C is similar to the disposition of fee-for-service.

So that would be something that I think you should at least

take a look at.
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And then the question becomes, when we have
satisfaction in some of these other measures that come from
MCBS, in the statistics that were presented here, do those
come just from people who were in fee-for-service? In other
words, 1is it a fee-for-service/fee-for-service comparison,
or is it everybody in Medicare?

DR. AKAMIGBO: From the MCBS, it’s everyone. We
don’t extract fee-for-service.

DR. STUART: I guess I’d suggest that you try that
just to see. It may turn out that it doesn’t make any
difference at all, but if we have an uneven distribution of
C and fee-for-service, then on the MCBS, we’re looking at
everybody. You may find that you’re going to get some
differences there.

MR. HACKBARTH: The issue that we’ve had with the
beneficiary survey that we do each year on physician access
is that beneficiaries often don’t distinguish readily
between whether they are Part C or just traditional
Medicare.

DR. STUART: Right. That’s a good point. But in
MCBS, we have administrative data so that we could make that

distinction really clear.
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MR. HACKBARTH: Yes. Mitra?

MS. BEHROOZI: Like Herb, I was really interested

in the last question because it seems like if you’re going

to be making policy recommendations going forward or

analyzing the effectiveness of policies, we ought to be able

to somehow parse out a little bit what the results that

we're seeing have to do with the efforts that have been

made.

So I wonder if there are ways of looking at areas

that have had -- then Herb focused on the additional

payments, but as you note in that last bullet, there are

lots of different policy efforts that have been applied, not

just within Medicare, but at the state and local levels.

So I wonder if there’s any way to differentiate

areas by the degree of penetration, you know, of HPSA

doctors or whatever, and state efforts and things like that

to see if there’s a way to separate out the places that then

sort of deviate from the mean as to whether they’ve had

significant penetration of these additional programs.

I don't know if I’'m drawing too much of a

conclusion from this, but it’s interesting to me —-- and I

don’t know a whole lot about this, but I think what I see in
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the paper is that, with respect to pharmacy, the one policy

lever that’s been applied is that Part D plans have to have

networks that afford 70 percent of their beneficiaries’

access to a network pharmacy within 15 miles. That means 30

percent of people could be traveling a really long distance,

and apparently they do.

And even with only that, which doesn’t seem like

the most aggressive lever, you have relatively similar

pharmacy utilization. And as a couple of people have noted,

more rural beneficiaries are not making the choice to access

their prescription drugs via the mail, which you’d think --

you know, similar to telemedicine - they would do if it was

-— you know, if they perceived it to be a huge burden to

travel that additional distance.

I don’t want to draw too much of a conclusion

there, but there it seems like you’ve got more of a market

force operating not influenced so much by the additional

policy implications. And I realize that the pharmaceutical

market is very different than the physician services market,

but I think it might be useful to see if we can separate

that out a little bit.

MR. ARMSTRONG: So given the methodology and the
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number of points for this analysis and a number of the
points that we made, I’m comfortable that we have an
understanding of rural access issues and that, frankly, the
concern I have is greater with the variation from region to
region than between rural and urban areas.

Just a couple more points I would add. People
have mentioned this. I think the idea of understanding how
MA in these markets covers these areas, influences some of
our data and/or offers a different kind of experience for
these patients I think would be terrific. The same goes for
how systems that organize care and are serving large rural
areas also might offer some insight into some of the policy
agendas that we could push forward with.

I do think, though, that care is changing and that
so much of our care toward the goal of better health is not
related to the things that we’re measuring. Visits into our
offices is a primary metric. And so, as we get into this
quality chapter and as we start thinking about how we hold
ourselves accountable for holding this program accountable
for better health, I think we’ve got some really interesting
questions about, well, what are some ways that we can do

that?
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Access through electronic mechanisms is one

example. I would say that health, particularly for people

with chronic illness, can be advanced tremendously through

church groups and through other community forums. The list

kind of goes on and on, but we’re not measuring any of that

as far as I know, unless it’s through a survey of

satisfaction of some kind.

And so, I don’t have an answer, but I think it’s

more just a challenge for us. Our measures, I think, need

to catch up with some of the evolution in how innovations

and care delivery are affecting the health of our

beneficiaries, and I think this issue in rural health care

is a chance for us to learn about that.

Actually, one last point. 1In fact, my suspicion

is that there is a lot about how health care gets organized

in rural communities that urban markets could learn a lot

from. If we had a way of kind of looking at these features

of great care systems, we may be able to do what may seem

counter—-intuitive, but draw from great standards in rural

communities and apply them more broadly to the program

overall.

MS. UCCELLO: I think everybody’s made a lot of
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great points so I’'m going to just key off of something that

George said about some of the out-of-pocket issues. I was

wondering —- this is more actually a Round 1 question, but

in Slide 12 where you look at the access to supplemental

coverage and the rural adjacent has lower. I’'m wondering

how much of that is actually a regional issue versus a rural

adjacent?

DR. AKAMIGBO: Yeah, that’s sort of what we’re

highlighting. The MCBS, the limitations of the MCBS sample

is 13,300-some folks. It makes it difficult to -

MS. UCCELLO: To tease them out?

DR. AKAMIGBO: —-- to tease that out, you know, to

the extent to which this can be extrapolated to the rest of

the county. But I think it’s something we should probably

explore.

DR. MARK MILLER: I was looking for Scott. There

may also be another data source that we can look at to see

about, at least availability of Medigap. There might be

another way to look at that in addition to the MCBS.

DR. STENSLAND: Yeah, there is another data set

and we started to look at it. 1It’s not all firmed up yet,

so we're not highlighting it here. But there is data from
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CMS on other types of Medigap people have. We can look at

that and look at the geographic distribution. Once again,

you are going to see, in either data set, different parts of

the country people have different levels of Medigap

coverage.

MS. UCCELLO: Well, and I think by looking at

this, I would think a lot of it is the retiree health

insurance access, which I would imagine is going to vary

tremendously by region.

DR. MARK MILLER: Yeah, and I wonder, and this is

just speculation so you don’t want to go anywhere with it.

I mean, I wonder if it’s more a geographic phenomenon rather

than an urban and rural phenomenon, is what you may end up

with sort of finding there.

DR. DEAN: Yeah, I’'ve got several comments. There

is a lot of interesting issues. First of all, on the

pharmacy issue, that is, as some of you know, that’s been a

concern I’ve had for some time. As Mitra raised, this 70

percent rule, I think, is basically no rule at all because

Humana came into our area and sold a whole bunch of policies

and their nearest participating pharmacy was 55 miles away.

Now, that’s fine if you’re going to go by mail
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order, but what do I do with the elderly lady who comes in

at five o’clock in the afternoon and needs a prescription

for antibiotics? You can’t do that by mail order. And so,

who’s going to fill the gap? She can’t drive —-- she can’t

or won’t —-- this is all hypothetical, but we do face those

kinds of issues.

It’'s a dilemma and I don’t exactly know the

answer. Mail order works fine for a certain segment of the

pharmaceuticals we use. It doesn’t work at all for the more

urgently needed things. And there was a comment in the

written paper that most of the pharmacies that closed were

where there were competing pharmacies. There really are

some data that say that’s not true. I mean, there were a

lot of sole providers that also closed, and I can get you

the numbers, but it was a significant number over the last

five or ten years.

The reason is —-— not to belabor it, but they’'re

almost all independent providers. They get squeezed real

hard by the four-dollar Walmart prescriptions. They really

can’t compete with that because their only business is

selling pharmaceuticals. Whereas, Walmart and the various

other places basically use pharmaceuticals as a loss leader
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to bring people into the store.

So it’s a completely different business they’re in

and they provide an incredibly important service, but it’s a

threatened population. The numbers are declining and it’s a

concern, although, according to these data, it isn’t —-- it

hasn’t really shown up as yet, but it’s something that I’'m

concerned about.

The whole issue of access and how we define it is

important and complicated and I think I totally agree with

Scott, that just counting number of visits is an inadequate

way to do it. But I’'m not sure I have a better way because,

I mean, we're sort of locked into this structure that we’ve

always had, and we know that things are changing. We know

that that isn’t necessarily the best or most efficient way

to do things, and yet, that’s what we have the data on.

I will say that I would certainly agree with the

last point on your summary, that the access during my career

has improved in many ways, and a lot of it is due to some

Federal programs that —-- I worked for an FQHC and it has

allowed us to do things that we never could have done if it

had been an independent private practice. We do things that

are totally not economically viable, but they’ve preserved
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some access. In today’s budget climate, it’s a little
worrisome because those programs are probably going to get
squeezed and it’s a worry.

It’s particularly a problem, as Nancy said, with
mental health. There’s a huge shortage among the
specialists that are in shortage. We know that
psychiatrists are one of them, and for the first probably 20
years of my practice, me finding an appointment, me myself,
or getting an appointment with a psychiatrist was just nigh
on impossible.

Actually, in our situation now, and I think ours
is unique, it'’s certainly not a general trend, but it has
improved significantly and part of it is through the
telemedicine issues. Our system has a network of ten
clinics that are scattered out over about 300 miles. We
have a psychiatrist that comes to our clinic and does
consultation in all ten clinics. So there’s psychiatry
consultation available to these clinics that simply wasn’t
available a few years ago.

But again, that is something that I’'m not sure —-
it is dependent on FQHC funding. The other big program that

has made a huge difference over the years is the critical
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access hospital program and that has been criticized. 1It'’s

been abused, I'm sure. It’s been subject to political

manipulations and all those things.

But of all the things that have happened over the

last 20 years in rural health, I think that’s the single

biggest contributor to stabilizing things in rural areas,

because those small facilities have sort of provided the

lynchpin to build other things around. It’s not perfect,

there are certainly problems with it.

I smiled when Scott made the comment about maybe

there are lessons that can be learned from rural

communities, and I’'ve said the same thing. Probably I'm a

bit biased, but I think because these small facilities have,

many times, a community focus, and we tend, if somebody has

an acute problem, even if our schedule is full, we tell them

to come in because there isn’t anybody else to do it.

If they go to the emergency room, it means I have

to leave the office and go to the emergency room and see

them over there, which doesn’t really benefit either the

patient or me. So whereas, if I was in an urban area, I

think it would be much easier just to say, you know, go find

some other place.
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So I think our system without patting ourselves on

the back, but we have sort of taken a medical home approach,

not because we had any great vision of the model. It was

just that there was no other way to do it. So I think there

really is some truth to that.

I sort of argue both sides of the coin. I still

think there are some serious problems in rural areas and I'm

not sure that they’ve all been identified in this report.

On the other hand, there are some very good things that have

happened and continue to happen. So I guess we need to keep

digging and keep pushing to try to define it.

Like I say, I’m not sure that the report really

captured those. On the other hand, there are some positive

things that have certainly gone on. Thank you.

MR. HACKBARTH: Tom, can I just ask a question

about the pharmacy access issue? So you said that there are

data showing a significant reduction in the number of

pharmacies in rural areas, largely because they're

independents that have been squeezed by Walmarts. But they

can only be squeezed by Walmart if there’s a Walmart around

that’s taking their customers.

And so, I can understand how independents could be
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hurt by a Walmart, but then there wouldn’t be a loss of

access because their customers are going to the Walmart.

See what I'm saying?

DR. DEAN: The issue is —-

MR. HACKBARTH: Walmart can only hurt them if

Walmart is available and people are choosing that over the

independent.

DR. DEAN: Walmart is available, but it’s 50 miles

away. And so it works --

MR. HACKBARTH: If people are opting to go there

for four-dollar copays.

DR. DEAN: It works for the chronic drugs, it

works for those. It doesn’t work for the acute needs that I

talked about. That’s where the problem comes.

MR. HACKBARTH: Okay.

DR. DEAN: And so, it still is a problem, but the

four—-dollar prescriptions have really put a pressure on the

small guys and, I think, pushed a number of them out of bu.

Part D did the same thing because they squeezed pretty hard.

Like I say, for drugs for a chronic condition, it’s not a

problem because they can use mail order. There’s a variety

of options. 1It’s the acute things that I worry about.
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MR. HACKBARTH: Then a question about

telemedicine. How does telemedicine show up in the claims

base? Is it somehow flagged? Can you go through the claims

and identify telemedicine visits?

DR. STENSLAND: Not in the data set we’re using,

but maybe we could go through it. It would be a big

process, but we can maybe do it. I think maybe we could try

to du telemedicine also in more of a descriptive nature of

what we learn from the site visits and other places. I

think there tends to be more broad hope for telemedicine

from folks in urban areas than there often is from the folks

in the rural areas with maybe the exceptions of mental

health, telepharmacy, and the radiology, which I think they

use a lot of that. But Tom probably can give you a better

feeling on that.

MR. HACKBARTH: Yeah. Well, I don’t know anything

about telemedicine and what the issues are from either the

urban or rural perspective. But in general, information

technology, you know, it shrinks space and time and that'’s

the value of it to the economy. It just seems so logical

that it could be a tool for addressing at least some portion

of these issues. I think it is worthy of some focus in this
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report.

Good work. Oh, Tom. I'm sorry.

DR. DEAN: I was just going to say, telemedicine,

I totally agree with what Jeff just said, that telemedicine

has been proposed for at least 20 years as a solution to our

problems, and we’'re closer now. It’s better now, but it’'s

awkward, the logistics are difficult. For certain things,

radiology is the best example, and we’re getting closer.

But what Ron said about —-- actually this is a
little different. Specialists going to rural areas, that is
something that’s declining. We had cardiologists coming to

our community for 20 years and they just stopped six months

ago. I mean, there’s a vital speciality service that we

don’t have immediately available now.

So it needs to be promoted, but it’s not there

yet. It’s still awkward and the specialists don’t like it

because it does —-- it’s much slower for them to do it

through, we’ve got to go to the studio wherever that is and

a whole bunch of logistics. So it still has potential.

It’s better now than it was a few years ago, but it’s still

not ready for prime time.

DR. MARK MILLER: The only thing I want to add is,
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there were a lot of requests for additional information in
this round, if anybody was keeping track of it, and they cut
in a lot of different —-- even more than average, which was
all good. They cut in a lot of different directions, you
know, moving from rural areas, aging of the physician
population.

One that gave me the heart attack was Mitra and
Herb saying the counterfactuals, what would have happened in
these programs hadn’t gone into place. So I assume I’'m
speaking on behalf of Adaeze and Jeff. I knew Jeff was
under the weather, so he didn’t say anything.

So here’s what we’re going to do. I've kept a
list of questions and we’re going to go through these
questions and we’re going to figure out what we can and
cannot do, or what we can do with data and what we can do
with, you know, less than data and come back to you with the
notion of this is what we can back in behind.

But there were a few things here that were fairly
hair raising. Since Jeff didn’t react, I felt someone
should. But we’ll try and put that together and come back
to you and give you a sense, like we regularly do. You ask

these questions, we’ll come back and at least tell you the
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disposition of where things stand.

DR. BERENSON: At least my thought was that some

of these data acqguisition wouldn’t be done for this chapter,

but would be done for the report that we’re doing in a year.

DR. MARK MILLER: I suspect there is some

discussion there.

DR. BERENSON: Yeah, okay.

MR. HACKBARTH: Okay. Thank you. Next is a

session on Federally Qualified Health Centers, which Kate is

going to lead.

Kate, you can start whenever you are ready.

MS. BLONIARZ: Okay. So I'm going to talk to you

today about Federally—-qualified health centers, which are

comprehensive primary care centers located in medically

underserved areas.

We are presenting about FQHCs for a couple of

reasons. I want to point out that our research is

preliminary at this point, but we think there are some

interesting features about FQHCs that bear on our

discussions regarding primary care for Medicare

beneficiaries.

First, FQHCs must be located in areas that lack
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sufficient primary care.

Second, FQHCs must incorporate team-based primary

and preventive care that makes use of mid-level

professionals where appropriate.

Third, Medicare's current reimbursement structure,

which is a per visit payment 1limit that doesn't vary by the

type of services provided, is scheduled to change to a

prospective payment system starting in 2015.

And to begin, I'll describe the current FQHC

structure and then move on to the upcoming changes in

Medicare reimbursement.

FQHCs must be located in a medically underserved

area or serve a medically underserved population. Both

categories are HRSA designations that merge both the lack of

primary care with other confounding demographic

characteristics, such as high poverty or a high share of

residents over age 65.

FQHCs must provide a sliding scale reduction in

cost sharing for patients with income less than 200 percent

of the Federal poverty threshold and cannot charge any cost

sharing for individuals below the poverty threshold.

In general, the services provided at FQHCs must
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include the type of care that could be received in a
physician's office, an outpatient department, or an
emergency room. FQHC services can be provided in the most
appropriate location, which could include another
institution or a patient's home.

In addition to providing primary and preventive
care, they are also required to provide any supports that
would facilitate using the care, such as transportation or
translation services, and many FQHCs also provide preventive
dental and mental health care on site or by arrangement, and
some of them also provide substance abuse treatment,
depending on population need.

In 2009, FQHCs served 18.8 million people. One-
point-four million were Medicare beneficiaries, and among
other insurance types, Medicaid and the uninsured together
makes up more than 75 percent of all patients. Ninety
percent of patients have income below 200 percent of the
Federal poverty threshold, and the majority, 71 percent,
have income under the poverty threshold.

Sixty-three percent of patients are members of a
minority group. Twenty-four percent are African American

and 35 percent are Hispanic or Latino.
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Patients at FQHCs are disproportionately female

among all age groups except for children, which are roughly

50-50.

Studies have also found that on an age—-adjusted

basis, the chronic disease burden for patients at FQHCs was

higher than patients at outpatient departments and physician

offices. And while the share of the population with a

chronic disease, as shown on the slide, generally looks

small here, remember that they include the entire FQHC

population, including the 35 percent that are children.

FQHCs must also provide a continuum of care by

having off-hours coverage and admitting privileges with

local hospitals. They make substantial use of limited

license practitioners, such as nurse practitioners,

physician assistants, certified nurse midwives, and others,

and some FQHCs are run by limited license practitioners.

Overall, limited license practitioners make up 13 percent of

the medical staff and physicians make up 21 percent.

Medicare's reimbursement rate to FQHCs does not

vary 1f a limited license practitioner provides the care

instead of a physician. In contrast, in a physician's

office, Medicare would pay an advanced practice nurse at 85
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percent of the Physician Fee Schedule if they were billing
directly.

FQHCs must also have a governance structure that
hearkens back to their origins as community-based safety net
providers. They have to be nonprofit and have a board made
up primarily of people receiving services at the FQHC.

The Health Resources and Services Administration
oversees the FQHC grant program and awards around $2 billion
in grants per year to just over 1,100 FQHCs. These grant-
funded FQHCs are broadly dispersed across the country, and
there are 312 urban FQHCs, those that are in a Metropolitan
Statistical Area, and there are 715 rural FQHCs. This will
become important later when we discuss Medicare financing.

In addition, 213 centers are certified as FQHC
look—-alike sites. FQHC look-alikes meet the requirement for
an FQHC but don't receive a Federal grant. However, they
are certified to offer the Medicare and Medicaid benefit
under those programs and, therefore, get reimbursed by those
programs.

Total FQHC financing was about $11.4 billion in
2009, roughly half from patient-related revenue and half

from grants or other sources. As you can also see from this
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chart, Medicaid is the largest single payer, corresponding
to 37 percent of total revenue. In 2009, Medicare paid $674
million, or about six percent of FQHCs' total operating
revenue. As I mentioned before, HRSA grants generally total
about $2 billion per year, and I should note that two other
laws recently appropriated additional funds. The American
Recovery and Reinvestment Act appropriated $2 billion for
new and existing FQHCs, and PPACA will allocate —-- the
Patient Protection and Affordable Care Act will allocate $11
billion over the next five years for FQHCs, essentially
doubling the grant funding available.

The FQHC benefit under Medicare covers primary and
preventive care furnished by a physician or other
practitioner. These include a wide variety of preventive
screenings germane to the Medicare population. The benefit
is reimbursed by Medicare using an all-inclusive payment
rate, which I will describe next, and an FQHC may also bill
directly under Part B for services not otherwise included in
the FQHC benefit but otherwise covered by Medicare, such as
ambulance services or the technical component of a
diagnostic test.

I will talk a bit about Medicare's current
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reimbursement structure to FQHCs because PPACA will make

some fairly transformational changes in the way that they

are reimbursed.

First, from a logistical standpoint, an FQHC is

provided an interim payment from Medicare based on their

prior year's reimbursement. Then at the end of the year, an

FQHC submits a cost report that provides all of the

information needed for Medicare to finalize the

reimbursement to the FQHC, and this amount is reconciled

with the interim payment.

Medicare's reimbursement is based on the allowable

cost of the Medicare FQHC benefit and the allowable visits.

Allowable costs include practitioner expenses, supplies, and

overhead. Allowable visits must consist of a face-to-face

encounter with a practitioner, and there is a minimum

productivity threshold that may adjust the number of

allowable visits in the calculation.

The FQHC is paid the lesser of their actual per

visit cost or the per visit payment limit seen in this

table. As you can see, the limit is different for rural and

urban providers and the per visit limit is inflated by the

Medicare Economic Index each year.
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On this slide, I'll talk about the changes that
PPACA will make in Medicare's reimbursement to FQHCs. The
law requires that the Secretary establish a prospective
payment system effective in 2015, and the language gives
significant flexibility to the Secretary in designing the
system. One feature of the PPS is that initial total
payments must equal 100 percent of the FQHC's reasonable
costs without applying the productivity threshold or the per
visit payment amounts.

GAO in 2010 estimated that over two-thirds of
FQHCs had reported costs in excess of the Medicare per visit
payment amount, and the total amount in excess was $72
million, or 17 percent of payments that year. A far smaller
share of FQHCs were affected by the productivity adjustment.

To wrap up the presentation, I'd like to come back
to the three general reasons that we are presenting to you
on FQHCs. First, by their design, they are required to be
located in underserved areas or serve underserved
populations. This could help address concerns about access
to primary care in remote rural or otherwise isolated areas.

Second, they are community-centered, not-for-

profit organizations that emphasize coordination of care and
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the use of limited license practitioners, where appropriate.

Third, the change in Medicare reimbursement from

an all-inclusive payment amount to a prospective payment

system may change the incentive for FQHCs to treat Medicare

beneficiaries.

So I'm happy to take your questions and I look

forward to the discussion.

MR. HACKBARTH: Questions? Okay, Cori?

MS. UCCELLO: So payments are going to be higher?

DR. MARK MILLER: Medicare payments.

MS. UCCELLO: Medicare, and so just some

background of the PPACA provisions. Was there an access

issue previously for Medicare patients? Is that --

MS. BLONIARZ: It's not clear to me.

MR. HACKBARTH: So could you characterize somehow

the difference —— how much more it costs for Medicare to

provide care for a patient through an FQHC versus a regular

physician's office? 1Is there some way to get a handle on

that?

MS. BLONIARZ: We can absolutely do that. We

haven't done it prior, but I think we could look at what a

physician office visit for the fee schedule would come out
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comparison.

HACKBARTH: Clarifying questions? Scott and

ARMSTRONG: I think I'm building on Cori's

you tried to address this both at the

at the end, and that is why are we even

looking at this, and so to clarify —-- and the question's a

good one, because we only represent seven or eight percent

of their business. So to clarify, I think what you're

saying is that we can learn a lot from what's happening here

because FQHCs

of our access

are expected to grow. They could solve some

problems. They could inform us about how

prepayment advances, team-based care, and/or other

improvements in care. So that's really why we're looking at

this, is that

MS.

change to the

MR.

to ——

MS.

MR.

will look.

BLONIARZ: That's right, and I think also the

prospective payment system.

ARMSTRONG: And so we have some responsibility

BLONIARZ: That's right.

ARMSTRONG: —— to comment on how we think that
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MS. BLONIARZ: That's right.

MR. ARMSTRONG: Okay. My only other question is,
this may be unique to the markets I work in, but FQHCs have
a terrible time building networks of relationships with
specialists. Has that been a part of our evaluation?

MS. BLONIARZ: I haven't looked directly at that,
but I know that that's an issue, that they have trouble with
referrals, and I think it's probably going to depend on what
population the FQHC is serving.

MR. ARMSTRONG: Yes.

MS. BLONIARZ: Some of them focus on women and
children, and so they need to have relationships with
obstetricians, so I would imagine that it wvaries.

MR. ARMSTRONG: It just might be, given the goals
we have around what we want to learn from FQHCs, this
network issue might be relevant when we get into those
conversations.

MR. HACKBARTH: 1Is the difficulty in finding
specialists for referrals particular to the FQHC, or is it a
function of supply issues in the community served by the
FQHC?

MR. ARMSTRONG: I was going to say, in our
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experience, it has to do with the payer more than anything

else.

MR. HACKBARTH: So if it's a Medicare patient

served by an FQHC, then there may not be as much of a

referral issue. Mitra?

MS. BEHROOZI: I'm not sure where this question is

going to go, but in reading the paper, with respect to the

picture of the population served at FQHCs, with respect to

the rate of chronic disease, you note that the patient

population at FQHCs tends to have more chronic diseases than

the general public, I guess, but it just seemed a little

low, what's reported here. Four percent had asthma. I

think our population is closer to ten, actually, in, like,

New York City in general, and six percent had diabetes. I

actually just looked at an article this morning that said

West Chester County in New York is the best county in New

York State with respect to health status, and their best is

6.6 percent.

MS. BLONIARZ: Right.

MS. BEHROOZI: So I'm just wondering about these

statistics.

MS. BLONIARZ: So, yes. I want to clarify. These
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are reported by the FQHCs to HRSA. They report wvarious

metrics on what services they're providing and these are the

percentage of their patients that were treated for one of

these conditions. So I think in addition to the fact that

it's disproportionately a population of children and

mothers, and so you might expect to see a slightly lower

rate of chronic illnesses than in the general population,

but also they may be receiving care for their chronic

conditions elsewhere. I don't want to attach too much

importance to these because they are self-reported and it's

what was the primary disease that the individual went to the

FQHC for.

DR. STUART: Kate, could you go to Slide 6,

please, and this is something that confused me a little bit

in the chapter, as well, and that's these 213 FQHC look-

alikes. Can you help us understand what a look-alike is?

Is it big, 1little? Did it do something wrong and that's the

reason it didn't get a grant?

MS. BLONIARZ: No. So my understanding of these

look—-alikes is that they either are FQHCs that are planning

to apply for the Federal grant or maybe they just did not

get awarded one, but they are ready and willing to provide
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the Medicare and Medicaid benefit and they are basically
substantially complying with the rules for the FQHC program,
but they just didn't get a grant.

MR. HACKBARTH: Presumably with the PPACA
expansion and the amount of money available, then the number
of look-alikes might fall, at least temporarily —--

MS. BLONIARZ: It may, and this is something, too,
where we could do more research. I don't know whether
there's some reason that they would not want to receive the
grant, 1f there's reporting requirements they're not ready
to comply with, things like that.

DR. STUART: I think that's really important,
because if this is part of the supply chain, then we really
want to have some sense of what the supply looks like now
and what it's going to look like when we get these new
entities in there.

And just one simple follow-up. Are the statistics
in terms of financing, do they include these look-alikes?

MS. BLONIARZ: They don't, because they're not
reported to —— they're not required to report yearly their
costs and —--

DR. STUART: And is there any other source of
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information about them?

MS. BLONIARZ: ©Not that I've easily found.

MS. HANSEN: Along the same 213, is this group
different still from what's called under HRSA the Nurse-
Managed Health Centers, or is that a totally different
category, because there are some similarities of FQHCs that
they seem to perform.

MS. BLONIARZ: You know, I can't speak to that. I
can look into it, and maybe Mary would know.

DR. NAYLOR: The Nurse-Managed Centers are
Federally—-qualified health centers, so there's overlap, and
some are look-alikes.

MS. HANSEN: Right. So, yes, I think just filling
that out robustly would be great, because that is part of
the future supply chain.

And then relative to any of these, is this related
to how medical homes or health care homes are also evolving?
Is there any relationship to FQHCs and what's happening with
the whole medical home demos that are moving along?

MS. BLONIARZ: I'm not sure on the demo side, but
I know some research papers have talked about using FQHCs as

kind of a model for a medical home. But on the demos, I
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don't know whether they're part of the medical home

demonstration.

DR. BERENSON: Yes, two questions. One is are you

aware of any information about what the individuals who have

been taken care of in FQHCs because they're either uninsured

or on Medicaid, what their behavior is when they become

Medicare—-eligible, usually through age-ins? Do we know if

they stay with the FQHC or whether they enter a different

health system?

MS. BLONIARZ: That's a really good question, and

I don't know.

DR. BERENSON: Okay. I'd be interested in seeing

if there is any information on it.

The other goes to the PPACA funding increase. I

assume that's just an authorization for greater funding, is

that right?

MS. BLONIARZ: 1It's a mandatory appropriation, as

well.

DR. BERENSON: Oh, it's a mandatory appropriation?

Okay. That's interesting, because I believe, and maybe you

have the answer to this one, that the Republican House bill

that just passed has a substantial cut for the appropriation
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for ——

MS. BLONIARZ: That's right. I think the House-
reported appropriations bill would reduce funding by about
$1.5 billion, so it would be in the range of $500 to $700
million remaining.

DR. BERENSON: So that's more than a 50 percent
cut?

MS. BLONIARZ: Yes.

DR. BERENSON: Okay. I knew it was great, but I
didn't know it was that great. Okay.

MR. KUHN: Thanks for this, again, another really
good paper, and FQHCs, at least as I see in Missouri, are
really an excellent source of care, particularly in the St.
Louis area where there's no public hospital. They have
really stepped up and just done a terrific job.

The technical question I have is, again, looking
at the structure, where you have the FQHCs and then the
look—-alikes, but also there's also an entity out there
called satellites, FQHC satellites. I know in Missouri, we
have 21 FQHCs, we've got two look-alikes, but then 187
satellites. And so it would be helpful if we understood

what those were and if we could identify those in the paper,
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and then are the satellites held to kind of the same
standards that the FQHCs are, because what I see in
satellites is facilities that maybe open only one day a
week, two days a week. The structure isn't quite the same.
So it'd be interesting just to have a better understanding
of what the satellites are all about.

DR. CASTELLANOS: A really good paper, and I deal
with FQHCs and they do a good job. In the population that
they practice in my community, they do an excellent job.
It's underserved and I congratulate the nurse practitioners
and physicians for doing the work they do.

One of the things that concern me is that on page
15 in the material that you sent out, you said that the
chronic care management of FQHCs are found to be equal in
comparable facilities serving this underserved population,
but when you compare it to community-served population, it
was a lot less, and that concerns me about quality. Any
information, clarification on that?

MS. BLONIARZ: Sure. I think —-- so there were a
couple of studies that have been done comparing quality, and
because of the population that they serve, often the

patients are at a more advanced stage of illness and
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compliance may be more difficult. And so one of the studies
found that it was —-- this was a couple of years old, but
that preventive care for chronic conditions was about
comparable to a physician office that primarily treats
Medicaid patients, for example.

What we did look at was the reported levels of —--
the reported outcomes that FQHCs said they were achieving
for their patients as compared with Medicare Advantage
reported rates, and this is on blood sugar and management of
hypertension, and there, we actually found that it was
pretty comparable. I mean, of course, the populations are
completely different, but that gives a little bit of a
benchmark. But quality is definitely something we could
look at going forward.

DR. CASTELLANOS: Thank you.

DR. KANE: Yes, I had a couple questions. One was
do we know —-- do they any medical education? What's their
medical education role, and is that something that we might
want to think more about when I'm not having to worry about
this anymore, but going forward?

And then the second one was that the board

structure, do we have a sense or has anybody done any
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studies yet on the relative effectiveness of a primarily

consumer-driven board and how well they are governed in

terms of efficiency and financial viability versus providing

a lot of services? I know, for instance, in Massachusetts,

about half the FQHCs don't make -- I mean, actually lose

gquite a bit of money. So I'm just wondering if there's

anybody who's looked at the board impact, this kind of board

and what the effect is, not that it should be different, I

just don't know.

And then the last thing is, I think there's a lot

of hospital-based and I think they might be some of the

look-alikes.

MR. HACKBARTH: 1In fact, I was going to ask you

about that. When I was in Boston —--

DR. KANE: Yes, there's hospitals —-

MR. HACKBARTH: -- a lot of the then-community

health centers were affiliated with teaching hospitals —-

DR. KANE: Yes, and they're hospital-based and I

don't think they're FQHCs, but —--

MS. BLONIARZ: So no new FQHCs can be facility-

based.

DR. KANE: Yes.
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MS. BLONIARZ: They can be grandfathered in, but

there can be no new awards, so —-—

DR. KANE: Because I know we can't get data on the

hospital-based ones anymore through HRSA, so —-

MR. HACKBARTH: So I'm not sure what i1t means to

be hospital-based. If they have a relationship and the

hospital is providing non-Federal sources of funding, is

that forbidden for some —-- and why would it be forbidden?

DR. KANE: TIt's the governance piece.

MR. GEORGE MILLER: When I was in Springfield, we

started a community health center and it became first a

look—-alike, because they went through the process and they

didn't qualify, or didn't get granted funding from HRSA, so

they were a look-alike, but we funded that community health

center until they got the FQHC status, and we gave them

pretty close to a million dollars a year, and they lost

money, even giving them a million dollars a year. But once

they converted to an FQHC, they were able to pretty much

break even.

And the clear thing for them is the fact that they

had tort reform that the physicians didn't have to have

malpractice because they were Federally employed and the
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so that was part of the way

Yes. Well, if I'm interpreting

even after they qualify for the

Federal grants —-- they're not just look-alikes but they're

actually FQHCs and they get Federal grants —-- they have

shortfalls in funding that they meet through other sources -

MS.

BLONIARZ:

MR. HACKBARTH:

That's right.

—— and so one question I have

based on my experience is to what extent do

hospital

relationships contribute to that "other" category?

MS.

was Jjust making about the prohibition is

is part of a hospital,

grant.

BLONIARZ:

MR. HACKBARTH:

DR. KANE: Yes.

MR. HACKBARTH:

about teaching,

you know,

Yes, and it may be,

Okay.

and the point I

that an FQHC that

will not get a Federal

And on Nancy's first question

my recollection is that FQHCs are one of the

categories eligible for the teaching health center

provisions of PPACA -

MS.

BLONIARZ:

[Off microphone.]

Yes.
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MR. HACKBARTH: -- and so that's funded through

HRSA, as I recall.

MS. BLONIARZ: [Off microphone.] Yes.

MR. HACKBARTH: Those grants would come through

HRSA and could fund teaching activities in FQHCs.

DR. KANE: So it wouldn't be linked to Medicare,

it would actually come without being linked to some Medicare

MR. HACKBARTH: Yes, that's my understanding, is

that though it's GME, it's going through HRSA, much like the

children's pediatric teaching activity has been funded

through HRSA in the past.

MS. BLONIARZ: Right.

MR. HACKBARTH: Peter?

MR. BUTLER: So there are 18 million people. In

this slide, on Slide 6, the split between rural and urban,

do we have a sense of the percentage of those 18 million

that are in each?

MS. BLONIARZ: Actually, when HRSA does its grant

awards, they basically try to keep an equal share of

population in either rural or urban. So it's roughly half.

MR. BUTLER: Okay. So the urban ones are twice as



10

11

12

13

14

15

16

17

18

19

20

21

22

97

big, or something like that.

MS. BLONIARZ: Something, or serving twice as many
patients.

MR. BUTLER: And in terms of geographic
distribution nationally, would it surprise us?

MS. BLONIARZ: You know, there's a lot of them on
the coasts. There's a number of them in the center in the
country. I mean, it's basically where the population is.

MR. BUTLER: And my last question is the, really,
the $11 billion —-- you have got $1.5 billion in the National
Health Services Corps, additional funding that may get cut,
and then you have the $11 billion, the doubling of the
overall, over five years. Does that mean they're trying to
serve as many as 36 million people? That would be one way
to look at it. What's the goal? If you're doubling the
funding, is that —-- because that's a lot. That's over ten
percent of the population. That gets my attention —-

MS. BLONIARZ: Right. I'm not quite sure what the
intent is exactly, but it's both existing sites and new
sites, so yes, you could draw that conclusion.

MR. HACKBARTH: My vague recollection is that,

actually, there was in the PPACA discussion, there was the
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specific target for how many people would be served through

the expanded FQHC effort. I don't remember the number off

the top of my head, but that was a metric that they used in

thinking about the funding.

MR. GEORGE MILLER: Well, the MUA and the MUPs -

MR. HACKBARTH: I'm sorry, George?

MR. GEORGE MILLER: It would be the MUAs and the

MUPs. Medically Underserved Areas and Medically Underserved

Populations would be the targeted group.

MR. HACKBARTH: 1In terms of what the specific goal

was for enhanced access.

MR. GEORGE MILLER: Right.

MR. HACKBARTH: My recollection was that they did

have a target for that. I just can't remember what their

number was. Mary?

DR. NAYLOR: Another great report, Kate. On the

issue about what would we anticipate in terms of increased

Medicare reimbursement under Federally-qualified health

centers, you talk about moving from the per visit and what's

on slide —-— I never have the right number, I think it's 9,

payment limit. So the motivation would be reasonable costs.

Would we be expecting increasing from the 72 percent of
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covering costs now to 100 percent, so these numbers to grow
about 38 percent each? I'm just trying to get a sense of
what are we looking toward.

MS. BLONIARZ: I think the key thing is that the
GAO found that the amount that -- the difference between the
per visit payment amount and the FQHC's costs was 17
percent. So that's kind of the number to keep in your head.
But it's also in aggregate, so there may be shifts in some
FQHCs getting paid more and some getting paid less.

DR. NAYLOR: Right.

MS. BLONIARZ: But that's the aggregate number for
the first year of the PPS.

DR. NAYLOR: Thanks.

MR. HACKBARTH: The new rates will be higher
because they don't have the productivity and visit limits.
Kate? George?

MR. GEORGE MILLER: Since this is a significant
population, and I appreciate the demographic information, do
you have a sense if these centers are on target to deal with
electronic health records and if they are investing in HIT?
And then secondarily, will they be a player in ACOs? Are

they preparing for ACOs and being involved with them going
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forward?

MS. BLONIARZ: Those are both two things that we

should look into.

MR. GEORGE MILLER: Okay.

MS. BLONIARZ: Yes.

DR. BORMAN: Just as a piece of yours and Nancy's

comments about relationship to GME and other medical health

professional education, is there any overlap in these groups

with the area of health education centers, the AHECs,

because a fair number of the, at least, university-

sponsoring GME programs will have relationships,

particularly in family medicine and other primary care

specialties with the AHECs, and Tom may know the answer, but

I know there's a fair number of those out there and I would

think there could be some substantial —-- if there's not

overlap, there certainly could be synergy, and if there's

already a mechanism to do that, then rather than reinventing

the wheel with sort of moving around monies in other pots

and other agencies, it might be helpful to just identify

that as an opportunity for streamlining synergy.

MR. HACKBARTH: Do FQHCs ever dispense

pharmaceuticals?
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MS. BLONIARZ: Yes, they can, and they're part of

the 340B program, as well, to receive reduced price.

MR. HACKBARTH: Round two comments? Tom?

DR. DEAN: Yes, a couple comments. I think it

might be useful to split up the data, this data on an urban-

rural basis, because I think there is a different population

served between the urban and the rural centers. In other

words, our particular center serves a much higher population

of Medicare than six percent. I mean, my practice is about

probably 70 percent Medicare, and we serve kids, as well,

but it's a relatively small number. So I would guess our —-

I meant to get this before I came, but it's way more than

six percent.

I agree with Mitra's questions about the

diagnoses. Those just don't gquite seem right. I mean, I
think our numbers —-- our proportions are higher than that.
I think it'd be useful to —— and I suspect it wouldn't be

all that hard to do.

Ron's question about the quality data and the

concern of that comment that's in the mailing material, I

was bothered by that, as well, because there are some

studies that show that, overall, the quality is pretty good
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in community health centers across the country, and I think

part of the difficulty is that there's data available for

CHCs or FQHCs and that probably is not available frequently

for the private practice community. In other words, the

performance data with regard to diabetes and so forth, there

isn't a consistent source, I don't think, for most

independent private practices. And my understanding was

that, for the most part, even though FQHCs deal in many

cases with a relatively challenging population, that their

numbers were as good as a lot of HMO numbers and so forth.

So I think their track record is pretty good. I'm

biased, but it's partly because there has been pressure —- I

mean, this is something I think the Feds have done right.

They pressured us a long time ago. We've had a diabetes

register in place for at least ten years. So we know what
our diabetics are doing. We can track every single one and
every single hemoglobin Al, and those things. So we have

reasonably good data, even though it was a fairly primitive

system, but it produced some very useful data. I think we

need to be careful about some of those comments because I

think it's a question of what they're compared with and so

forth.
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With regard to the teaching issues, there's been a

push for a long time to involve CHCs or FQHCs in especially

GME, and there's been a great reluctance on the part of

teaching hospitals because they don't want to share the

money. There's a very interesting new program, an

osteopathic program in Arizona, where the first year of

medical school will be in, I think it's in Tucson, I'm not -

— I believe it's in Tucson, anyway, it's in Arizona —-- and

then the last three years is exclusively in community health

centers. They've picked 11 or 12 fairly large CHCs across

the country and the students will be sent to —- and they

will spend all three years in that particular institution.

I think it has tremendous promise as a new model for really

giving students a broad perspective and a real positive

introduction to primary care. It's new. I think they're in

about their third or fourth year, so as far as I know, they

don't have any graduates yet.

But I think if we could change —-- and some of the

changes that exist in the reform law that encourage these

kind of changes, I think, are terribly important, because

there are some wonderful models out there and an approach to

care that, for the most part, just doesn't exist in academic
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centers and that we desperately need.

MR. ARMSTRONG: Just one point that I would make
would be back to the three goals that we have for doing this
work. It just seems to me that they are good goals. It
seems to me, too, that there's this serendipitous kind of
convergence of other Federal policies, changing Federally-
qualified health centers and prospective payment
expectations, things like that, and so we should be involved
with this.

But it still for me begs questions about what are
the features of whether it's primary care or more broadly a
care delivery system that we're trying to advance, because a
few of those are presumed in here, team-based care and
primary care as an example. And I think as we go into the
summer and look to the next couple of years, we ought to be
thinking about do we have five or six basic features of what
we think makes a care system deliver exceptionally good
results so that we can be using this along with several
other experiments or pilots through which we test those
assumptions.

The last point I would make is that considering

doing this with Federally-qualified health centers,
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prospective payment as an example, is great. I think we

ought to consider other health systems where you might try

doing some of the same kinds of things, as well.

MS. BEHROOZI: Thanks, Kate. This was really

helpful and very timely, actually, for work that we're doing

in New York, trying to find new places to send our members

to get coordinated care, quality care, and I was really

excited by the section that a lot of people have referred to

where you look at the quality of FQHCs compared to the

Medicare Advantage population. I mean, we're supposed to —-

we're used to thinking of FQHCs as only serving very poor

people. And, I mean, in urban areas, in particular. I

think there are somewhat different issues of access in rural

areas. But in urban areas, or in our urban area, these have

sort of been perceived as providers of last resort kind of

thing and I think this is really important work to kind of

help change that mindset, drive people toward better systems

of care, and use it as a laboratory but also use it as

access to really good care as opposed to access to any kind

of care at all and not just for the very poor. So I think

it's really great work.

DR. BERENSON: Just to pick up a couple of
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comments that have been made. I'm aware that at least a

number of FQHCs are fully electronic and have adopted EHRs

and a number of the medical home demos are going on in CHCs.

But I don't have a good sense of how systematic, or, I guess

to pick up Scott's point, how core to the model are some of

these things.

I think it would be useful to pursue that, because

there is a structure, there's 1,147 grant-funded, and