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NATIONAL RURAL
HEALTH ASSOCIATION

he National Rural Health

Association has adopted this
agenda outlining health care policy
issues. This agenda is intended to
promote legislative and regulatory
issues for action by Congress,
federal regulatory agencies, the
White House, states, and the
health care industry.

LEGISLATIVE AND
REGULATORY AGENDA

— Requires Legislative Action @- Requires Regulatory Action

Access Standards

The NRHA supports access standards that establish a goal of requiring the provision of
primary care services within 30 minutes travel time from the patient’s place of residence.
The Department of Health and Human Services’ oversight of the Medicare, Medicaid and
CHIP programs, as well as legislation and regulations concerning patient protections
should, at a minimum, address these issues. (il

Beneficiary Preventive Coverage

Collaboratively, the Center for Medicare and Medicaid Services (CMS) and the Health
Resources and Services Administration (HRSA) should provide funding and resources to
increase access for eye care and oral and podiatric health services for children and adults
living in rural and frontier areas, including funding for ocular and oral and podiatric
health services infrastructure. [l

Community and Migrant Health Center Program

The Department of Health and Human Services should more explicitly consider rural spe-
cific barriers, such as geography, lack of providers and lack of transportation when allo-
cating fi%eral funding. This would significantly increase the geographic diversity of
CHCs.

HRSA should encourage CommunitEIHealth Centers to provide integrated mental health
services to rural and frontier areas.

The community health center %iogram should be modified to allow development of
health centers in frontier areas.

Eliminating Health Disparities Among Rural Minorities and Other
Populations

As the Department of Health and Human Services continues to implement the provisions
of the Minority Health and Health Disparities Research and Education Act of 2000, the
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NRHA supports emphasis and resources being directed toward
minority, ethnic and other underserved populations in rural
and frontier areas.

Emergency Medical Services

NRHA supports addressing the rising cost and decreasing avail-
ability of general and property (including vehicles) insurance
for EMS services.

The time line for analysis of the costs of providing ambulance
services in rural areas should be accelerated, and in the interim,
rural providers should be held harmless vis a vis the new fee
schedule. The NRHA supports the development of a supple-
mental fee schedule that ensures appropriate reimbursement
for low volume providers

The NRHA supports federal and state funding to address the
need to strengthen and integrate emergency medical services
with rural health care services and providers. Federal funding
would support such activities as innovative demonstrations,
improved training, researh, telehealth, preventative health
and personnel recritment for rural and frontier areas.

An adequate level of funding should be maintained for HRSAs
Title 12 EMS-Trauma grant program.

A lead federal EMS agency should be established.

Frontier Definition

The NRHA supports a single, recognized definition for “fron-
tier” that takes into account population density, distance in
miles to the nearest service market, and time in minutes to the
nearest service market. Wi

Health Infrastructure

Funding should be provided, through a combination of grants,
loan guarantees, and/or principle and interest forgivable loans,
to support expansion, upgrade, and/or renovation of rural
health facilities, including ambulance services.

Health Insurance for Children

The Department of Health and Human Services should take
major steps to ensure low-income children in rural and frontier
areas are provided access to health care through the State
Children’s Health Insurance Program (S-CHIP). Specifically,
the NRHA recommends that:

CMS should enforce the federal statutory requirement that
states fund programs to provide acceptance and initial process-
ing of Medicaid applications for children at FQHCs and DSH
hospitals. CMS should also require that states support these
services for S-CHIP applications; [

CMS should provide enhanced matches for Medicaid and S-
CHIP outreach, including Medicaid outstationing at FQHCs,
RHCs and disproportionate share hospitals and other commu-
nity based programs;

Repeal the provision that prohibits federal and state employees
from participating in the S-CHIP program;

Repeal the requirement on “crowd out,” allowing S-CHIP
wrap around coverage for otherwise insured children. This
would allow children who have medical insurance to get cov-
erage for services for which they are not insured, such as den-
tal services.

The NRHA supports the expansion of the CHIP program for
family coverage. B

Health Professions

The NRHA supports reauthorization of Titles VII and VIII of
the Public Health Service Act providing for health professions
and nursing education programs. The NRHA further supports
increased emphasis and resources being directed toward Title
VII and VIII programs that foster interdisciplinary training and
support development of health professions training programs
in and in collaboration with rural communities.

Health Professional Shortage Area and Medically
Underserved Population Designations

The significant impact of proposed changes in the methodology
for defining Health Professional Shortage Areas and Medically
Underserved Populations on sustaining access to health care in
rural and frontier areas must be addressed by the Bureau of
Primary Health Care as it redrafts its proposed underserved
area methodology. The NRHA encourages the BPHC to incor-
porate the association’s formal comments and suggestions in its
new designation methodology.

Home Health Care

CMS should include a low-volume adjustment in its prospec-
tive payment system for home health services to address the
inability of small and rural providers to spread their fixed costs,
as well as costs associated with high-cost cases among a large
volume of cases. [l

The NRHA is opposed to reductions in payment for home
health services under Medicare.

Increased Access to Medicaid and Other Federal
Assistance for Eligible Medicare Beneficiaries

The NRHA supports CMS funding for national, state and com-
munity outreach efforts to ensure that eligible low-income and
disabled Medicare recipients in rural and frontier areas are pro-
vided assistance in enrolling in Medicaid, the Qualified
Medicare Beneficiaries (QMB) program, and other federal pro-
grams that assist low-income Medicare beneficiaries in access-
ing health care. [l

Indian Health Care

The NRHA supports the Indian Health Care Improvement Act
Amendments of 2001 (IHCIA) and the reauthorization of the
Indian Health Service.

The Indian Health Service should reimburse the same per-
centage of costs as paid by Medicare for services provided by
CAHs.
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J-1 Visa Waiver
The NRHA supports the continuation and expansion of the J-1
Visa Waiver program.

Long Term Care

The NRHA recommends ongoing assessment of payment to
skilled nursing facilities, including an assessment of the
impacts on rural SNFs, and variation in impacts by size, own-
ership and geographic isolation. Kl

The NRHA recommends that prior to establishing any geo-
graphic reclassification of SNFs, the HHS Secretary should
complete analysis regarding the ingredients of the wage index,
implications of using the hospital wage index vs. a separate
index for SNFs, and effects on rural SNFs and the beneficiaries
they serve. [l

CMS should establish a process to allow SNFs to seek geo-
graphic reclassification as soon as possible. [

Managed Care

Rural Americans who are enrolled in managed care programs
paid for by Medicare, Medicaid, the Children’s Health
Insurance Program (CHIP) and by private-paid insurance pro-
grams have a right of access to health care services, including
geographic access and access to culturally competent care and
services. The goal that communities have culturally compe-
tent providers is particularly important to rural and frontier
areas.

Rural Health Clinics (RHCs), Federally Qualified Health
Centers (FQHCs) and Critical Access Hospitals (CAHs) are
critical components of the rural health care infrastructure, and
Medicare, Medicaid and CHIP managed care organizations
should be required to contract with any willing provider. In
addition, the Centers for Medicare and Medicaid Services
(CMS) should make wrap-around payments to RHCs, FQHCs
and CAHs for services provided under Medicare managed
care. Wl8

Medicaid Prescription Drug Coverage

The NRHA supports a Congressional study on the impact of the
requirement for state Medicaid formularies to carry brand
name drugs.

Medicaid Reform:
The federal Medicaid definition of “mandatory populations”
should include elderly and disabled and long-term care.

Federal Medicaid policy should also recognize the health needs
of special populations, such as American Indian/Alaska
Natives, creating a uniform set of benefits that are not subject
to variations across states.

Healthcare services, including specialist and long-term care,
under Medicaid should emphasis local treatment to the highest
extent possible. Gl

Federal Medicaid policy should seek better coodination
between Medicaid and the S-CHIP program.

Federal Medicaid reform should seek better coordination of
enrollment and benefits for dual-eligible beneficiaries. &8

Federal Medicaid reform should restore some type of “Boren
Amendment” protections for rural providers.

Medicaid Reimbursement

CMS should enforce the provision contained in the Balanced
Budget Act of 1997 that requires states to provide quarterly
supplemental payments to providers where the amount of the
reimbursement under Medicaid managed care differs from the
amount paid through cost-based reimbursement in coopera-
tion with providers in the state. [l

CMS should enforce the federal statutory requirement that
states fund programs to provide acceptance and initial process-
ing of Medicaid applications for children at FQHCs and dis-
proportionate share hospitals (DSH). [

Medicare Cost Report
The Department of Health and Human Services should sim-
plify the Medicare cost report. [

Medicare Dependent Hospital Program
The Medicare Dependent Hospital (MDH) program should be
made permanent prior to the expiration of the program’s
authorization. MDH is scheduled to expire with each hospital’s
fiscal year ending prior to Ocotber 1, 2006.

To be classified as a MDH, a rural hospital under 100 beds must
have at least 60 percent of its days or discharges covered by
Medicare part A during the year described above.  The 60
percent should be revised to 50 percent.

Hospitals classified as MDHs should be paid for their inpatient
operating and capital costs using the same methodologies as are
used for sole community hospitals.

Medicare Fee Schedule

NRHA supports legislation that would provide a low volume
add-on to Medicare inpatient payments for all rural hospitals to
address historical methodological errors for rural hospitals. [l

Physician assistants, nurse practitioners and clinical nurse
specialists practicing in rural and underserved areas should
be reimbursed at a 100 percent level of the fee schedule for
primary care physicians in rural and underserved areas, and
direct reimbursement to such providers should be pro-
tected.

An urban/rural differential based on the geographic payment
cost index for rural FQHCs should be eliminated and prohib-

ited.

The NRHA urges CMS to provide adequate Medicare reim-
bursement for all types of mental health professionals provid-
ing services otherwise covered by Medicare based on state
licensure laws. [ilf
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Medicare Outpatient PPS

For rural hospitals under 100 beds, the NRHA supports chang-
ing the Periodic Interim Payment System to ensure the use of
appropriate payment-to-cost ratio in order to address cash flow
problems created by CMS%s implementation of the hold harm-
less provision.

The NRHA supports continuing evaluation of the impact of the
outpatient PPS and exploring options for alternative payment
mechanisms that will ensure the future financial stability of
rural hospitals. Ll

The NRHA supports making permanent the hold harmless pro-
vision for rural hospitals under 100 beds and all sole commu-
nity hospitals.

Medicare Prescription Drug Benefit

Education of clinicians on proper prescribing for the elderly
should be a key element of any plan to expand prescription
drug coverage for the elderly and disabled. ﬁ!

Rural citizens must be ensured access to information on any
pharmaceutical benefit plan. Ll

Beneficiary education on proper prescription drug usage
should be a key element of any plan to expand prescription
drug coverage.

Any plan should address continuity of coverage. Rural benefi-
ciaries need assurance that they will have continuous access to
an affordable plan with comparable benefits in the event that
plans drop coverage. Further, there should be only minimal
variation over time in the design of such plans. [l

Medicare Rural Hospital Flexibility Program
Medicaid reimbursement that covers at least the same per-
centage of Medicare of costs of services provided by Critical
Access Hospitals (CAHs) to Medicaid recipients should be
required Medicaid managed care programs should not be
used as a method of circumventing state cost rimbursement
mandates. Wi

The 35-mile standard currently required for cost-based
reimbursement for CAH ambulance services should be elim-
inated.

Medicare Wage Indices

The hospital wage index should be changed to reflect only legit-
imate differences in area wage rates, not average per employee
expenditures that are biased toward urban areas.

Use of the hospital wage index should be limited to hospital
inpatient services. The currently mandated use for outpatient
services, home health care, long-term care and
Medicare+Choice payments should be modified to reflect only
wage rates relevant to those specific services. &l

Mental/Behavioral Health Services

State Medicaid agencies contracting with managed behavioral
health organizations must require contractors to monitor
mental health services provided to rural beneficiaries. To
d e c rease relapse rates, increased funding is recommended for

case management, social clubs and community-based sup-
port groups.

The Health Resources and Services Administration (HRSA), the
Substance Abuse and Mental Health Services Administration
(SAMHSA) and the National Institute of Mental Health (NIMH)
should be authorized to form a joint task force to address issues
of access to mental health in rural areas. This group should be
charged with addressing the collection of current, accurate data
on the rural mental health workforce, revising the criteria for
mental health professional shortage area designation, and
addressing access to mental health services for the rural unin-
sured and underinsured. Funds should be committed for the
formation of at least one extramural rural mental health
research center dedicated to addressing these issues.

Medicare reimbursement for full costs should be required for
all mental health workers located in Mental Health Professional
ShortaielAreas (MHPSAs) and licensed or credentialed by their
state.

Substance Abuse and Mental Health Services Administration
(SAMHSA) should work with graduate training programs in
behavioral health to develop skill-based curriculums that deal
with rural environments and their increasing diversity. Ll

Congress should reauthorize the former National Institute of
Mental Health clinical training program, relocate the program
at SAMHSA, and authorize programs to integrate primary
health care with behavioral health care training. B

The NRHA supports mental health parity, recognizing that
mental health services are an integral part of basic primary
health care.

National Health Service Corps

The NRHA supports strengthening the National Health Service
Corps (NHSC) program through increased funding, expanded
community and site development as well as creation of other
tools to increase retention. The NRHA supports increasing the
role played by the NHSC in meeting mental and behavioral
health care needs in rural and frontier areas. The NRHA
believes increased appropriations for the NHSC is critical given
the fact that the program currently serves only 12% of the need
for health care in underserved areas.

The NRHA supports a change in the Internal Revenue Code to
exclude from gross income any payments received from the
NHSC loan repayment program.

States should participate fully, both financially and program-
matically, in all available health professions loan reimburse-
ment programs including state loan repayment programs in
order to encourage practice or work in rural and underserved
areas.

States and localities are encouraged to exempt loan repayment
income from state and local taxation.

National Institute for Occupational Safety and
Health’s Agricultural Safety Initiative

The NRHA supports the continued efforts of the National
Institute for Occupational Safety and Health’s Agricultural
Safety Initiative. The NIOSH-designated Agricultural Centers
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program performs research, education and prevention in the
agricultural community aimed at reducing the remarkably high
rates of occupational injury and fatality in farming. NIOSH is
a part of the Centers for Disease Control and Prevention, which
is funded via DHHS. [

Nurse Reinvestment Act

The NRHA supports funding programs authorized in the Nurse
Reinvestment Act at a sufficient level to ensure benefits to rural
areas.

Oral Health

Financial incentives, such as student loan forgiveness, equip-
ment purchasing grants and loans, assistance in establishing
clinic facilities, and programs providing specialized training,
should be used to attract more dentists to rural areas. These
programs should be funded at an adequate level to allow them

to succeed.

Federal and state governments should encourage public oral
health education, including education about the benefits of flu-
oride supplementation and water fluoridation, roles of diet and
nutrition in cavity control, oral disease risk reduction, tobacco
cessation and alcohol control, oral and facial injury prevention,
and appropriate use of dental services. These efforts should be
provided through culturally sensitive and appropriate materials
and venues. llf

Professional Liability Insurance Reform

The NRHA supports addressing the rising cost and decreasing
availability of malpractice insurance through appropriate leg-
islative and regulatory mechanisms, as the cost of malpractice
insurance is increasingly a barrier to access to health care in
rural areas, e.g. impact on recruitment and retention of physi-
cians and other scarce health professionals.

Public Health Infrastructure

Congress, as well as the Department of Health and Human
Services, should ensure that rural local public health providers
have the capacity and training necessary to respond to public
health needs in rural communities. Wll8

Rural Community Hospital Proposal

The NRHA supports a Medicare payment reform proposal for
hospitals with 50 available beds or less. These hospitals would
have the option of being paid their reasonable costs plus a rea-
sonable operating margin.

Rural Development

NRHA supports the continued strengthening of provisions of
Title VII of the Farm Security Act, the “Rural Development”
title. This should be done to support community capacity
building, technical assistance, and decision support mecha-
nisms for communities. Special attention should be given to
the health care delivery sector in regionally appropriate plan-

ning. Doing so requires an expansion of authority and an

increase in authorized, mandatory funding for these activities.
R/L

Rural Emergency Preparedness
Major tenets for preparedness can be legislated and resources
can be centrally collated, but funding and requirements will
need to be flexible enough to allow appropriate solutions,
according to the rural local needs.

The rural health infrastructure (which includes workforce,
EMS, laboratory and information systems) and components of
the public health system (which includes education and
research) must be strengthened to increase the ability to iden-
tify, respond to, and prevent problems of public health impor-
tance. In addressing these rural needs, the variability of health
infrastructures, surge capacity, capabilities and needs must be
taken into consideration. Furthermore, the most rural, fron-
tier areas may lack even the basic health and infrastructure
access. WllE

Availability of, and accessibility to, health care, including med-
ications and vaccines, for individuals exposed, infected, or
injured in terrorist attacks must be assured.

Health professionals, volunteers/ first responders, and the pub-
lic must be educated to better identify, respond to, and prevent
the health consequences of terrorism and promote the visibility
and availability of health professionals in the communities that
they serve. li]

Hospitals and rural primary care providers must be included as
first responders for planning, funding and training purposes.
These providers cannot be expected to absorb the costs of dis-
aster preparedness alone and will need additional resources to
fulfill their role in the emergency response system. As not all
areas are directly served by hospitals, flexibility in funding will
also be needed.

Rural Graduate Medical Education

Ambulatory care entities that train health professions students
and residents should receive reimbursement for indirect, as
well as direct, costs of training. Such reimbursement will
require development of a new formula for estimation of the
indirect costs of training in the ambulatory setting, apart from
those used to support other aspects of the academic medical
center.

Rural ambulatory sites eligible for graduate medical educa-

tion reimbursement through Medicare should be broadly
defined.

Urban or other teaching hospitals sponsoring rural training
tracks should be allowed to recover costs through Medicare
whenever they bear all or substantially all of the costs of resi-
dent education, including when residents are located at hospi-
tal sites that do not claim direct and/or indirect costs through
Medicare. Gllf

The NRHA supports the Department of Health and Human
Services removal of the “cap” on residency positions for rural
programs located in rural locations. &8
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The Department of Health and Human Services should permit
institutions designated as “sole community hospitals,” and paid
on their hospital specific rate, as well as Critical Access
Hospitals, to obtain Indirect Medical Education (IME) reim-
bursement from Medicare. The existing payment system dis-
courages participation in graduate medical education (GME)
when these programs are among the most effective in placing
graduates in rural practice. Wl

The Accreditation Council on Graduate Medical Education
should allow flexibility in the development and curricula of
rural training programs in adapting to local resources. [l

Congress and CMS should simplify GME funding and link such
funding to outpatient as well as inpatient care. Lt

CMS should, under the rural exemption granted in the BBA
and BBRA, eliminate caps on GME funding for both new rural
programs and existing programs desiring to increase the num-
ber of residents, provided that these programs have a signifi-
cant track record of placing a high proportion of graduates in
rural practice or meet the definition of RuralTraining Tracks or
Integrated Rural Training Tracks endorsed by the NRHA. [l

CMS and the Residency Review Committee for Family Practice
should adopt the definition of rural trainingtracks endorsed by
NRHA. This would allow Integrated Rural Training Tracks and
programs with a track record of graduating rural physicians to
be exempt from the GME funding freeze intended by Congress
in the Balanced Budget Refinement Act of 1999(Public Law
106-113). @

Rural Health Clinics and Federally Qualified Health
Centers

The NRHA supports providing adequate and targeted funding
to states to conduct certification surveys for new RHC appli-
cants in a more timely manner.

Congress should ensure that rural FQHCs receive equitable
Medicare reimbursement.

Rural Health Impact Statements

Any proposal, legislative or regulatory, to change a federal pro-
gram should require a rural health impact statement that at a
minimum includes an impact analysis on a) rural safety net
providers; b) rural primary care providers; ¢) rural hospitals; d)
FQHCs and RHC:s; e) local rural economies; and f) where rural
residents will be affected.

Rural Health Grants and Programs

The Health Resources and Services Administration should
place increased emphasis, both internally and in its external
funding and monitoring activities, on assuring that the various
HRSA programs and grantees work together at the federal,
state, and community levels to increase efficiency, minimize
duplication of effort and services, and maximize the positive
community impact of available resources.

Rural Health Research
The Agency for Healthcare Research and Quality, the Centers

for Disease Control and Prevention and the Bureau of the
Census should be required to negotiate interagency agreements
with agencies and offices within the Department of Health and
Human Services for the purpose of providing access to data
sets, including information needed in analysis of variation
within rural areas. Such data sets also should be made avail-
able for intramural and extramural research conducted or sup-
ported by the Department of Health and Human Services. l}i

The Department of Health and Human Services should allocate
the necessary funding to the Agency for Healthcare Quality and
Research for research and dissemination of best practices rele-
vant to the scale and context of typical rural facilities. [l

The NRHA supports consistently disaggregating data by the
Department of Health and Human Services so that the rural
context is evident. Rural realities are often masked through a
failure to collect or present data that adequately describes local
conditions.

Rural HIV/AIDS

Provisions contained in the reauthorized Ryan White CARE
Act, should ensure that programs implemented under this
Act recognize the unique needs of organizations and com-
munities serving individuals at-risk and living with HIV and
AIDS in rural and frontier areas. Additionally, the NRHA
encourages increased funding and resources be provided
through the Act to providing care and services in rural and
frontier communities. &8

Rural Representation on Federal Commissions

The NRHA supports proportional rural representation on all
federal health care-related commissions, task forces and advi-
sory groups. The NRHA also recommends that such federal
commissions encourage input and consultation from the
Secretary of Health and Human Services National Advisory
Committee on Rural Health. Additionally, such federal com-
missions should adequately address the impact of their consid-

erations and recommendations on the rural health care delivery
system.

Safety Net Providers

NRHA believes the rural safety net is in extreme jeopardy and
requests the immediate attention of public policy officials. The
Health Care Safety Net in rural areas includes those health care
providers, e.g. public health, mental health, hospitals, practi-
tioners, clinics, health centers, and ambulance services that
deliver health care services to the uninsured, Medicaid, and
other vulnerable patients.

NRHA supports providing reimbursement to all safety net
providers sufficient to cover the cost of providing services.

NRHA supports creating a pilot grant program to allow support
to all safety net providers including for-profits and Rural Health
Clinics with charity care and/or sliding fee scales.

NRHA supports providing more flexible regulations for rural
health entities along with decreased paperwork and require-
ments.
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NRHA supports acting to save all safety net providers that are
in danﬁir of collapsing through grant assistance or loan sup-
port.

State Offices of Rural Health

The NRHA supports creating a line item in the budget of the
Federal Office of Rural Health Policy to provide funds, author-
ized above current levels, to state offices of rural health.

The NRHA supports changing the required 1:3 match of fed-
eral to state funding for State Offices of Rural Health to an equal
ratio of 1:1 to allow all states to achieve this goal.

Small Hospital Improvement Program (SHIP)

The NRHA supports continuation of and increased funding for
the SHIP program including flexible funding to address quality
and patient safety initiatives.

Telehealth

Reimbursement for telemedicine services should be made
based upon medical effectiveness and utilization and not based
upon or limited to particular delivery platforms or location.
The NRHA supports Medicare reimbursement for telehealth
consults utilizing store-and-forward technology.

Medicare law should be expanded to allow anything currently
covered by Medicare to be reimbursed when provided through
telehealth by appropriately licensed or credentialed providers
otherwise eligible for Medicare reimbursement.

A telemedicine payment methodology should be provided that
models those in place for conventionally delivered services
such that a professional fee is paid to all providers necessary to
that particular encounter, including a technical fee to the facil-
ities to cover costs associated with the technology at rates to be
determined by the Secretary of Health and Human Services and
related to costs of equipment, space, personnel and communi-
cations. Additionally, a separate Medicare billing code for tele-
health consultations should be implemented to assist in
monitoring the utilization of telehealth.

A telehealth resource center for telecommunications assistance
should be established.

Training Rural Health Care Providers

The Quentin Burdick Rural Interdisciplinary Training Grant
Program operated by the Bureau of Health Professions, Health
Resources and Services Administration (HRSA), should be
expanded. Other funded training programs of HRSA should be
encouraged to increase interdisciplinary training.

Universal Access to Health Care

Whereas the NRHA continues to support both new and ongo-
ing rural health initiatives, the association also reaffirms its
commitment to comprehensive health care for all people living
and working in America. Because rural populations are dispro-
portionately affected by both the lack of health insurance cov-
erage and access to quality, affordable and appropriate care, the

NRHA supports the goal of universal health coverage and
access to care for all. Gl

Universal Service Program

The NRHA supports expanding the Universal Service program
to more appropriately fund the use of telehealth services cur-
rently being utilized by rural health care providers and benefi-
ciaries.

The types of rural health care providers eligible to participate in
the Universal Service program also should be expanded to
include rural home health care agencies, skilled nursing facili-
ties, public health agencies, EMS, and other health care
providers without regard to their tax status. il

Universal Service discounts should also support Internet
monthly access fees incurred by rural providers. Gl

Outreach and Education issues should be addressed to encour-
age greater participation in the program.

The application process should be simplified and the imple-
mentation of the program designed to attract more appli-
cants.
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