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REIMBURSEMENT OF RURAL CLINICS UNDER MEDICARE AND MEDICAID
FR ID AY , JU LY  29,  197 7

H ouse of R epresentatives,
Subcommittee on H ealth  and ti ie  E nvironme nt,

Committee  on I nterstate and F oreign Commerce,
Washin gto n, D.C .

The committee met at 9 a.m., pursuant to notice, in room 2359, Ray­
burn House Office Building, Hon. James  J. Florio presiding [Hon. 
Paul G. Rogers, chairman].

Mr. F lorio. Ladies and gentlemen, the hearing will come to order.
Chairman Rogers, I  believe, is in the Clean Air Conference Commit­

tee; therefore he has asked me to convene the meeting, to submit the 
opening statement, and preside over the hearings th is morning. This is 
the statement of Mr. Rogers with regard to the legislation amending the 
Social Security Act to provide payment fo r rura l health clinic services.

This morning the subcommittee will hear testimony on several leg­
islative proposals designed to provide reimbursement under the medi­
care and medicaid programs for services provided in rural health 
clinics. We will be par ticularly  interested  in learning of the need for  
reimbursing such clinics under medicaid, as well as any potential prob­
lems associated with it.

Several characteristics  of communities in rural  America create dif ­
ficulties for the delivery of primary care services. Those communities 
are usually small, sparsely populated, and relatively isolated geo­
graphically  from major metropolitan areas. In recent years many of 
these communities have lost thei r physicians, who were thei r only 
providers  of health services. In other communities, small towns and 
cities there simply are not enough physicians or other health providers 
to provide adequate access to all citizens of tha t area. The Department 
of Health , Educat ion, and Welfare estimates th at approximately 31.6 
million Americans live in small towns and rural  areas which are des­
ignated as “medically underserved.”

The citizens and health providers from these ru ral areas, however, 
have not been passive. They are to be commended for aggressively and 
imaginative ly addressing thei r lack of health services. Of the 3,400 
rural  medically underserved areas, over 500 are now served by health 
clinics. These clinics are staffed by nurse practi tioners and physician 
assistants who work with physicians either directly or by consultation 
and written medical protocol.

The same characteristics which prom pted the development of these 
clinics would not alleviate thei r ability  to become financially self- 
sufficient. It  appears that our present reimbursement system, which 
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does not reimburse nurse practitioners and physician assistants, may 
not provide adequate reimbursement for services rendered by these 
clinics. I f not, medicare and medicaid beneficiaries in rural America 
may not have financial access to the health care services which are 
available to them.

I have a statement from Congressmen Tim Lee Car ter, who is also 
at the Clean Air  Conference, and without objection I shall read it  into 
the record a t this time.

“Mr. Chairman, I would like to welcome all of our witnesses here 
this morning, and stress once again that  I share your concerns about 
the problems of rural health care in this country.

“The legislation that  we are going to consider here today is sig­
nificant, in that  it will provide basic rural  health clinic services to 
needy citizens, both young and old.

“The bill also sets up a reimbursement procedure which can be both 
efficient and effective.

“One othe r very important aspect of this proposal, is that  it pro­
motes a collaboration, tha t is long overdue, among various health pro­
fessionals. We have seen this kind of cooperative effort at work in 
Kentucky for 50 years at the F ron tier  Nurs ing Service, and the result 
has been a significantly healthier rural population.

“Mr. Chairman, as a Congressman, I want to encourage and aid our 
States  to help us achieve the purposes of this legislation. And as a 
physician, I must strongly urge the kind of cooperation among health 
pract itione rs that will improve the delivery of care in underserved 
areas, and  will b ring us to the ultimate  goal of better health for all our citizens.”

Also without objection the text of II.K. 8543, H.R. 791, H.R. 8459, 
H.R. 6259, H.R. 2504, and H.R. 8422 (as reported from the Ways and 
Means Committee)—bills to be considered by the subcommittee—and 
agency reports on H.R. 791 and H.R . 2504 will be prin ted at th is point 
in the record.

[Testimony resumes on p. 45.]
[The bills  and agency reports referred to follow :]
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J uly 26 ,1977
Mr. Rogers (for himself, Mr. Carter, Mr. P reyer, Mr. Scheuer, Mr. Florid, 

Mr. Maguire, Mr. Markey, Mr. Ottinger, and Mr. Walgren) introduced 
the following bil l; which was refer red jointly  to the Committees on In ter­
state and  Foreign  Commerce and Ways and Means

A BILL
To amend titles X V II I and XIX  of the Social Security Act to 

provide payment for rural health  clinic services, and for other 
purposes.

1 Be  it enacted by the Sen ate  and  House of Bepresenta-

2 fives of the United  Sta tes  o f Am eri ca in Congress assembled,

3 That (a) section 1832 (a)  of the Social Security  Ac t is

4 amended—

5 (1) by strik ing out “paragraph (2) (B )” in para-

6 graph (1) and inserting in lieu thereof “subparagraphs

7 (B) and (D) of paragraph (2 )” ; and

8 (2) by striking out the period at the end of para-

9 graph (2) (C) and inserting in lieu thereof “ ; and” and
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by adding the following new subparagraph at the end 

of paragraph (2) :

“ (D) rural health clinic services.” .

(b) Section 1833 (a) of such Act is amended—

(1) by striking out “and” at the end of paragraph 

( i ) ;

(2) by insert ing “ (except those services described 

in subparagraph (D) of section 1 8 3 2 (a ) (2 ))” in 

parag raph (2) after “ 1832 (a)  (2 )” ;

(3) by strik ing out the period at the end of para­

graph (2) and insert ing in lieu thereof “ , and” ; and

(4) by inserting the following new paragraph 

after parag raph (2) :

“ (3) in the case of services described in section 

1832 (a) (2) (D ) , 80  percent of costs which are reason­

able and related to the cost of furnishing such services 

or on such other tests of reasonableness as the Secretary  

may prescribe in regulations, including those authorized 

under section 18 61 (v) (1) (A ). ”.

(c) Section 1861 of such Act is amended by adding at 

the end thereof the following new subsection:

“Rura l Health Clinic Services 

“ (&«) (1) The term ‘rural health clinic services’ 

means—

“ (A) physicians’ services and such services and

4
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1 supplies as are covered under section 1861 (s) (.2) (A)

2 if furnished as an incident to a physic ian’s professional

3 service, and

4 “ (B) such services furnished by a physician ex-

5 tender and such services and supplies furnished as an

6 incident to his service as would otherwise be covered

7 if furnished by a physician or as an incident to a physi-

8 cian’s service,

9 when furnished to an individual as an outpat ient of a rural

10 health  clinic.

11 “ (2)  The term ‘rural health clinic’ means a facility

12 which—

“ (A) is primarily engaged in providing rural 

heal th clinic services ;

“ (B) in the case of a facility which is not  a physi­

cian-directed clinic, has an arrangemen t (consistent with 

the provisions of State and local law relative to the prac ­

tice, performance,  and delivery of health services) with 

one or more physicians (as defined in subsection (r)

(1) ) under which provision is made for the period re­

view by such physicians of covered services furnished by 

physician extenders, the supervision and guidance by 

such physicians of physician extenders, the preparation 

by such physicians of such medical orders for care and 

treatment of clinic patients as may be necessary", and the
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availability of such physicians for such referral of patients 

as is necessary and for advice and assistance in the man­

agement of medical emergencies; and in the case of a 

physician-directed clinic, such clinic has one or more of 

its staff physicians perform the activities accomplished 

through such an arrangemen t;

“ (C) maintains clinical records on all patien ts;

“ (D) has arrangements with one or more hospitals 

meeting  the requirements under this title for the referral 

and admission of patients requiring inpat ient services or 

such diagnostic or other specialized services as are not 

available at  the clinic;

“ (E)  has policies, which are developed with the 

advice of (and with provision for review of such policies 

from time to time) a group of professional personnel, 

including one or more physicians and one or more 

physician extenders, to govern the services referred 

to in subparagraph (A) which it provides;

“ (E ) has a physician or physician extender respon­

sible for the execution of such policies relating to the 

provision of the clinic’s services;

“ (G) directly provides routine diagnostic services, 

including clinical laboratory services as prescribed in 

regulations by the Secretary, and has prompt access to
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1 additional diagnostic services from facilities meeting

2 requirements under this tit le ;

3 “ (H ) has available for administering  to patients  of

4 the rural health  clinic at least such drugs and biologicals

5 as are determined by the Secre tary to be necessary for

6 the trea tment of emergency cases (as defined in regula-

7 tions) and has appropriate  procedures or arrangements

8 in compliance with State  and Federal law for storing,

9 administering, and dispensing any drugs and biologica ls;

10 and

11 “ (I ) meets such other requirements as the Secre-

12 tary  m ay find necessary in the interest of the health and

13 safety of the individuals who are furnished services by

14 the clinic.

15 For the purposes of this title, such term includes only a

16 facility which (i) is located in a rural area designated by

17 the Secre tary as having medically underserved populations

18 under section 1302 (7) of the Public Health Service Act,

19 (ii) has filed an agreem ent with the Secretary by which it

20 agrees not to charge any individual or other  person for items

21 or services for  which such individual is entitled to have pay-

22 ment made under this title, except for the amount of any

23 deductible or coinsurance amount imposed with respec t to

24 such items or services (not in excess of the amount custom-
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arily charged for such items and services by such clin ic), 

pursuant to subsections (a) and (b) of section 1833, (iii) 

employs a physician extender, and (iv) is not a rehabili ta­

tion agency or a facility which is p rimari ly for the care and 

treatment of mental diseases.

“ (3) The term ‘physician extender’ means, for the 

purposes of this subsection, a nurse pract itioner or physician 

assistant who performs such services as he is legally author ­

ized to perform (in the State in which he performs such 

services) in accordance with State law (or the State regula­

tory mechanism provided by State law) and who meets such 

training, education, and experience requirements (or any 

combination thereof) as the Secretary may prescribe in 

regulations.” .

(d) Section 1862 (a) (3) of such Act  is amended by 

striking out “in such cases” and inserting in lieu thereof 

“in the case of rural health clinics, as defined in section 

1861 (aa)  (2 ),  and in other cases” .

(e) Section 1861 (s) (2) of such Act is amended—

(1) by strik ing out “and” at the end of subpara­

graph  (C) (ii) ;

(2) by inser ting “and” at the end of subparagraph

(D) ; and

(3) by adding the following new subparagraph at 

the end thereof:

4
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“ (E ) rural health clinic services;” .

(f) Section 1864 (a) of such Act is amended—

(1) by inserting “or whether a facility therein 

is a rural health clinic as defined in section 1861 (aa)

(2 ), ” in the first sentence after “home health  agency,” ;

(2) by inserting “rural health  clinic,” in the sec­

ond sentence afte r “ nursing facility,” ; and

(3) by inserting “rural health clinic,” in the last 

sentence after  “facil ity,” each time it appears therein .

(g) The amendments made by this section shall apply  

to services rendered on or after the first day of the third  

Calendar month  which begins after the date of enactment 

of this Act.

Sec . 2. (a) Paragra ph (2) of section 1905(a)  of the 

Social Security Act is amended to read as follows:

“ (2) (A)  outpat ient hospital services and (B) 

consistent with State law perm itting  such services, rural 

heal th clinic services (as defined in subsection (1) ) 

and any other  outpatient services which are offered by 

a rural heal th clinic (as defined in subsection (1) ) and 

which are otherwise included in the pla n;”.

(b) Section 1905 of such Act  is amended by adding 

after subsection (k) the following new subsection:

“ (1) The terms ‘rural health  clinic services’ and ‘rural 

health clinic’ have the meanings given such terms in section
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1861 (aa) , except that clause (ii) of section 1861 (aa) (2) 

shall not apply to such terms.” .

(c) Section 1902(a)  of such Act is amended—

(1) by striking out the semicolon at the end of 

paragraph (13) and inserting in lieu thereof “ , and” , 

and by adding a t the end of such paragraph the following 

ne w  su b p a ra g ra p h :

“ ( F) for payment of the reasonable cost of serv­

ices provided by rural health clinics under the plan, 

which shall not exceed the amount which would be 

determined under section 1833(a)  (3) as the  rea­

sonable cost of such services for purposes of title 

X V II I; ” ; and

(2) by inserting “or by reason of the  fact that  the 

plan only provides for rural health clinic services only 

in rural areas” before the semicolon at the end of para­

graph (2 3) .

(d) Section 1910 of such Act is amended—

(1) by amending  the heading to read as follows: 

“certificatio n and  approval  of skilled  nur s­

ing FACILITIES AND OF RURAL IIE AL Tn CLINICS” ;

(2) by striking out “ (a )” and inserting in lieu 

thereof “ (a) (1) ” ;

(3) by striking out “ (b )” and inserting in lieu 

thereof “ (2 )” ; and

A
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, (4) by adding at the end thereof the following new

2 subsection:

3  “ (b) (1) Whenever the Secre tary certifies a facility in

4 a State to be qualified as a rural health clinic under title 

c X V II I,  such facility shall be deemed to meet the standards 

g for certification as a rural health  clinic for purposes of pro-

7 viding rura l health clinic services under this title.

8  “ (2 ) The Secretary shall notify the State agency admin-

9 istering the medical assistance plan of his approva l or dis-

10 approval  of any facility which has applied for certification by

11 him as a qualified rural health  clinic.” .

12 (e) Section 1866(c) (2) of such Act  is amended by

13 striking out “section 1910” and inserting in lieu thereof

14 “section 1910 (a) ” .

15 (f) The amendments made by this section shall apply

16 to medical assistance provided, under a State plan approved

17 under title XIX  of the Social Security Act, on and after the

18 first day of the calendar quar ter that  begins more than six

19 months after the date of enactment of this Act.

20 Sec. 3. (a)  The Secretary shall provide, through dem-

21 onstration projects, reimbursement on a cost basis for services

22 provided by physician-directed clinics in urban medically

23 underserved areas for which paym ent may be made under

24 title X V II I of the Social Security Act and, notwi thstand ing

25 any other provision of title X V II I,  for services provided
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by physician extenders employed by such clinics which 

would otherwise he covered under such title if provided 

by a physician.

(d) The demonstration projects developed under sub­

section (a) shall be of sufficient scope and carried out on a 

broad enough scale to allow the Secretary to evaluate fully—

( 1) the relative  advantages and disadvantages of 

reimbursement on the basis of costs and fee-for-service 

for physician-directed clinics employing physician 

extenders;

(2) the appropr iate method of determining the com­

pensation for physician services on a cost basis for 

the purposes of reimbursement of services provided in 

such clinics;

(3) the appropriate definition for such clinics;

(4) the appropria te criteria  to use for the purposes 

of designating urban  medically underserved areas ; and

(5) such o ther possible changes in the present pro­

visions of title X V II I of the Social Security Act as 

might be appropriate for the efficient and cost-effective 

reimbursement of services provided in such clinics.

(c) Grants, payments under contracts, and other ex­

penditures made for demonstration projects u nder this section 

shall be made in appropriate part from the Federal Hos-24
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j pital Insurance Trus t Fund (established by section 1817 of

9  the Social Security Act) and the Federal Supplementary

2 Medical Insurance Trust Fund (established by section 1841

4  of the Social Security A ct) . Grants and payments under con-

r  tracts may be made either  in advance or by way of reimburse- 
u

6  ment, as may be determined by the Secretary, and shall be

7  made in such installments and on such conditions as the 

g  Secre tary finds necessary to carry  out the purpose of this 

9  section. With  respect to any such grant , payment, or other

10 expendi ture, the amount to be paid from each trust fund

11 shall be determined by the Secretary, giving due regard  to

12 the purposes of the demonstration projects.

13 (d) The Secretary shall submit to the Congress, no la ter

14 than Jan uary 1, 1981, a complete, detailed report on the

15 demonstra tion projects conducted under subsection (b ) . Such

16 repo rt shall include any recommendations for legislative

17 changes which the Secre tary finds necessary  or desirable as

18 a result  of carry ing out such demonstration projects.

19 Sec . 4. (a) The Secretary, directly  or  through contracts

20 with or grants to public or priva te agencies or organizations,

21 shall develop and carry  out  demonstration projects to provide

22 reimbursement under title X V II I for services provided in

23 organized centers offering comprehensive outpat ient mental

24 health services.

9 8 -2 75  0 - 7 7 - 2
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(b) The demonstration projects developed under subsec­

tion (a) shall he of sufficient scope and carr ied out on a broad 

enough scale to allow the Secretary to evaluate fully—

(1) the relative advantages  of various types of 

reimbursement, including reimbursement on a cost basis 

for outpat ient mental health services;

(2) the relative effects on utilization and cost of 

services resulting from (A) various definitions for out­

patien t menta l health services covered under title X V II I 

of the Social Security Act (when provided by a center 

described in subsection (a) ) and (B) various limita­

tions on such services;

(3) the appropriate definition for such a center;

(4) the appropriate definition of and qualification 

for individuals who provide services in such centers for 

which reimbursement is made under title X V II I or this 

section, including their  appropr iate professional relation­

ships; and

(5) such other  changes as migh t be appropr iate 

for the more efficient and cost-effective reimbursement 

of outpatient mental  health services provided under title 

X V II I of the Social Security Act.

(c) Grants, payments under contracts, and other ex­

penditures made for demonstration projects under this sec-
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j tion shall be made in appropriate  part  from the Federa l

2 Hospital Insurance Trust  Fund (established by section 1817

3  of the Social Security  Act) and the Federal Supplementary

4 Medical Insurance Trust  Fund  (established by section 1841

5  of the Social Security  A ct) . Grants and payments under con- 

y tracts may be made either in advance or by way of reimburse- 

7 ment, as may be determined by the Secretary, and shall be 

g made in such installments and on such conditions as the 

9 Secretary finds necessary to carry  out the purpose of this

10 section. With  respect to any such gran t payment, or other

11 expenditure, the amount to be paid from each trust  fund

12 shall be determined by the Secreta ry, giving due regard  to

13 the purposes of the demonstration projects.

(d) The Secre tary shall submit ito the Congress, no

15 later than Jan uary 1, 1981, a complete, detailed report

16 on the demonstra tion projects conducted under subsection

17 (b ).  Such report shall include any recommendations for

18 legislative changes in title X V II I of the Social Security

19 Act which the Secretary finds necessary or desirable as a

20 result of carrying out such demonstration projects.

21 (e) In  the case of any  demonstration project  under sub-

22 section (a ) , the Secretary may waive compliance with the

23 requirements of title  X V II I of the Social Security Act inso-

24 far as such requirements relate  to methods of payment for

25 services provided; and costs incurred in such projec t in
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1 excess of those which would otherw ise be reim burs ed or paid

2 und er such title may  be reimbursed or paid to the  extent  tha t

3 such waiver applies to it (wi th such excess bein g hom e by

4 the Se cretary) .
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95-rn CONG RESS 
1st Session H. R. 791

IN TH E HOUSE  OE RE PR ES EN TA TI VE S 
J an ua ry  4, 1977

Mr. Broyhill int roduced the following bill;  which was referred jointly to the Committees on Ways and Means and Interstate  and Foreign Commerce

A BILL
To amend title X V II I of the Soeial Security Act to authorize 

payment under the supplementary medical insurance pro­
gram for services furnished by physician extenders.

1 Be  it enacted by the Sen ate  and House of  Benresenta-

2 tives of the Uni ted  Sta tes  o f Am eri ca in Congress assembled,

3 That (a) section 1861 (s) (1) of the Social Security Act is
4 amended by inserting immediately  before the semicolon at
5 the end thereof tlic following: “ (including physician ex-
6 tender services rendered under the supervision of a physician
7 whether or not such services are rendered in the physician’s
8 office or at a place where the physician is physically

9 present)

I
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“Physician Extender

“ (aa) The term ‘physician extender’ means a physician 

assistant, nurse practitioner, nurse clinician, or other  trained 

practitioner who has successfully completed a program of 

study approved by the Secretary, or who is holding a valid 

certificate as a physician assistant issued by the National 

Commission on Certification of Physician’s Assistants or by 

any qualified successor to the Commission, or who is licensed 

or otherwise recognized by a State as qualified to provide 

primary  health care services in the State in which such serv­

ices are rendered.” .

Sec. 2. The amendments made by the first section of 

this Act shall apply with respect to services furnished on 

or after the first day of the month following the month 

in which this Act  is enacted.
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95tii CONGRESS 
1st Session H. R. 8459

IN  TH E HOUSE  OF RE PR ES EN TA TIVE S 
J uly 21,1977

Mr. F lorio (for  himself, Mr. Scheuer, Mr. Walgren, Mr. Murphy of New 
York, Mr. E ilberg, Ms. Oakar, Mr. Leggett, Mr. Van Deerlin, Mr. 
Bedell, and Mr. Cornwell) introduced the following b ill ; which was re­
ferred to the Committee on Inter state and Foreign Commerce

A BILL
To amend title XIX  of the Social Security Act to require States 

to reimburse  health facilities on a preestablished all-inclusive 
rate for comprehensive routine mate rnity  services provided 
by nurse-midwives.

1 Be  it enacted by the Sen ate  and House of Bepresenta-

2 tives of the United  Sta tes  of Am erica in Congress  assembled,

3 FINDINGS AND PURPOSE

4 Section  1. (a) Congress finds and declares tha t—

5 (1) pregnancy is a normal and healthy physiologi-

6 cal process;

7 (2) advanced medical technologies have been used

8 in the treatment of uncomplicated pregnancies  where the 
I
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medical benefits from such use have not been clearly 

shown to be cost-effective;

(3) use of such technologies by or under the super­

vision of qualified physicians is justified in the treatm ent 

of complicated p regnancie s; and

(4) the curren t fee-for-service method for reim­

bursement of mate rnity  care under the medicaid pro­

gram does n ot provide either for incentives to limit the 

cost of such care or for identification of the cost of the 

total package of services normally provided in such care, 

(b) It  is the purpose of this Act to require  each State to

reimburse health facilities on a preestablished, all-inclusive 

rate for the provision of comprehensive routine maternity 

services by nurse-mid wives under the Sta te’s medicaid plan. 

REQUIRING REIMBURSEMENT OF COMPREHENSIVE ROUTINE

MATERNITY SERVICES UNDER MEDICAID PROGRAMS 

Sec. 2. (a) Section 1905(a)  of the Social Security

Act (42 1T.S.C. 1396d(a )) is amended (1) by striking out 

“an d” at the end of paragraph (16) ; (2) by redesignat ing 

parag raph (17) as paragraph (18) ; and (3) by inserting 

after paragraph (16) the following new parag raph:

“ (17) subject to section 1902(a) (13)  (F ),  com­

prehensive routine maternity services (as defined in 

subsection (1) (1 ))  provided under the supervision of 

a nurse-midwife (as defined in subsection (1) ( 2 ) ) .” .
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(b) Section 1905 of such Act  is further  amended by 

adding after  subsection (k) the following new subsection:

“ (1) (1) The term ‘comprehensive routine mate rnity  

services’ means such health services, provided under the 

supervision of a nurse-midwife, as the Secretary determines, 

after consultation with any qualified nurse-midwifery orga­
nization, to be ordinary and appropriate in the prenata l, 

delivery, and postpartum care of a normal pregnancy, and 
includes such labora tory services, physician referral services, 

and family planning services as the Secretary determines  to 

be ordinar ily and appro priately incidental to the provision of 

such services.

“ (2) The term ‘nurse-midwife’ means, with respect to 

provision of comprehensive routine maternity services in a 
State, a registered  nurse who (A) has successfully completed 

a program of study and clinical experience, meeting such 

guidelines or certified by such organization or organizations 

as the Secre tary may prescribe, in the provision of such 

materni ty services, and (B) is legally authorized to perform 

(and coordinate the provision of) such services in the State, 

(c) Section 1902 (a)  (13)  of such Act (42 TJ.S.C.

13 96a(a ) (1 2))  is amended—

(1) by striking  out “and” at the end of clause (i)

of subparagraph (A ) , and by inserting after clause (ii) 

of such subparagraph the following new clause:
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“ (iii) for the inclusion of the comprehensive 

routine maternity services described in clause (17) 

of section 1905 (a) ; a nd” ; and

(2) by inserting “an d” at the end of subparagraph 

(E ),  and by adding  after such subparagraph the follow­

ing new subparagraph:

“ (F ) with respect to the provision under the 

plan of care and services described in clause (17) 

of section 1905 (a ) , for (i) establishment  of a single 

prospectively determined rate, based on similar rates 

charged by clinics and private  insurers, for provision 

of all such care and services in the course of a nor­

mal pregnancy, and (ii) payment for the provision 

of such care and services in the course of a normal 

pregnancy in an amount equal to the proportion of 

all such services provided multiplied by the rate 

established under clause (i)

(d) Section 1902(a)  (14) (A) (i) of such Act (42 

U.S.C. 1396a(a ) (14) (A) (i) ) is amended by striking out 

“clauses (1) through (5) and (7 )” and by inserting in 

lieu thereof “clauses (1) through (5 ),  (7 ),  and (1 7)” .

ESTABLISHMENT OF LIST OF SERVICES AND RATE

GUIDELINES

Sec. 3. The Secre tary of Health,  Education, and Welfare

25 shall establish, by regulation first established in final form
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not later  than  the first day of the sixth month beginning 

after the month in which this Act is enacted, (1) a list of 

the specific health  services which constitute comprehensive 

routine materni ty services for a normal pregnancy under 

section 1905 (a)  (17)  of the Social Security  Act and (2) 

guidelines for States to comply with the requirements of 

section 1902 (a)  (13) (F ) of such Act  (relat ing to estab­

lishment of a single prospectively-determined  rate for such 

services and proportional paym ent for provision of such 

serv ices).

EFFECTIVE DATES

Sec. 4. (a) Except as provided in subsection (b ),  the 

amendments made by this Act shall apply to medical assist­

ance provided, under a State  plan approved under title XIX  

of the Social Security  Act, on and after October 1, 1977.

(b) The amendments made by section 2(c ) (1) shall 

apply  to medical assistance provided, under a State  plan 

approved under title XIX  of the Social Security Act, on 

and after the first day of the  first calendar quar ter beginning 

more than thi rty  days a fter the date the Secretary of Hea lth, 

Education, and Welfare has established the list and guide­

lines described in section 3 of this Act.



95th  CON GR ESS 
1st S ession H. R. 6259

IN TH E HOU SE OF RE PR ES EN TA TIVE S 
April 18,197“

Mr. Carter introduced the  following  bil l; which was referred jointly to the 
Committees on Ways and Means and  In ter sta te and Foreign Commerce

A BILL
To amend title X V II I of the Soeial Se eurity Act to provide pay­

ment for rural health clinic services, and for o ther purposes.

1 Be it enacted by the Senate and House of Heprescnta-

2 fives of the United States o f America  in Congress assembled,

3 That (a) section 1833 ol the Social Security Act is amended

4 by adding a t the end thereof the following new subsection:

5 “ (i) With  respect to rural health clinic services, pay-

6 ment shall be made, on behalf of an individual and in the

7 manner described in section 1845 (after such section he-

8 comes effec tive) , on the basis of costs reasonably related to

9 providing such services or on the basis of such other tests 

10 of reasonableness as the Secretary may find appropriate.” .
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1 (b) Section 1861 of such Act  is amended by adding at

2 the end thereof the following new subsection:

3 “ (aa) (1) The term ‘rural health clinic services’ means

4 such services and supplies as would otherwise be covered

5 (under subsection (s) (2) (A)  ) if furnished as an incident

6 to a physic ian’s professional service and such additional

7 services provided by a physician extender as he is legally

8 authorized to provide in the jurisdiction in which he per-

9 forms such services, so long as such services and supplies are

10 furnished by a rural health clinic to an individual as an out-

11 patie nt with respect to whom such services are periodically

12 reviewed by a physician (as defined in section 1861 (r)

13 (1 )) . Such term also includes preventive health services

14 furnished by a physician or physician extender (if such ex-

15 tender is legally authorized to perform such services) to an

16 individual as an outpatient of such a clinic.

17 “ (2) The term ‘rural health clinic’ means a facility

18 which—

19 “ (A)  is primari ly engaged in providing rural health

20 clinic services;

21 “ (B) has an arrangeme nt (consistent with the pro-

22 visions of State and local law relative to the practice,  per-

23 formance, and delivery of health services) with one or

24 more physicians under which provision is made for the

25 periodic review, as is determined necessary by the super-
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vising physician, of all services furnished by physician 

extenders, the supervision and guidance by such physi­

cians of physician extenders, the preparation  by such 

physicians of such medical orders for care and treatment 

of clinic patien ts as may be necessary, and the availabil­

ity ot such physicians for such referral of patients  as is 

necessary and for advice and assistance in the manage­

ment of medical emergencies ;

“ (C) maintains clinical records on all patients;

“ (U)  has arrangements  with one or more hospitals 

for the referral or admission of patients requir ing in­

patient services or such diagnostic or other  specialized 

services as are not available at the clinic;

“ (E) has written policies to govern the manage­

ment of the clinic and all services it provides;

“ (F) has a physician or physician extender re­

sponsible for the execution of such policies relating  to the 

provision of the cl inic’s services;

“ ((«) has access to diagnostic services from facil­

ities meeting requirements under this title;

“ ( II)  has appropriate  procedures or arrangements, 

in compliance with applicable State and Federa l law, for 

storing, administering, and dispensing drugs and biolog- 

icals;

“ ( I)  is governed by a board, a major ity of which
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1 is composed of residents  who live in the area served by

2 the clinic and who are not the physician extender or

3 supervising physician of the clinic; and

4 “ (J ) meets such other  requirements as the Secre­

5 tary  may find necessary in the interes t of the health  and

6 safety of the individuals who are furnished services by

7 the clinic.

8 For pm-poses of this title, such term includes only a facility

9 which (i) is not located in an urbanized area (as defined

10 by the Bureau of the Census) but is located in an area

11 where the supply of medical services is not sufficient to

12 meet the needs of individuals residing therein  (including

13 such rural areas as are designated by the Secretary as areas

14 having medically underserved populations under section

15 1302(7 ) of the Public Heal th Service Act, and including

16 facilities in any  area so long as the facility receives a major ity

17 of its patients from rural areas having medically underserved

18♦
populat ions ), and (ii) has filed an agreement with the

19 Secre tary by which it agrees not to charge any individual

20 or other person for items or services for which such in-

21 dividual is entitled to have payment made under this title,

22 except for the amount of anv deductible or coinsurance

23 amount imposed, with respect to such items or services,

24 pursuant to subsections (a) and (b) of section 1833.

25 “ (3) The term ‘physician extender’ means, for the
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purposes of this subsection, a physician assistant, medex, 

nurse practitioner, nurse clinician or other trained practi ­

tioner (A)  who perforins, under the supervision of a phy­

sician (as defined in section 1861 (r) (1 )) , such services 

as he is legally authorized to perform (in the State in which 

he performs such services) in accordance with State  law 

(or the State regulatory mechanism provided by State law) 

and (B) who is certified as a physician assistant by the 

National Commission on Certification of Physician  Assist­

ants, or successor organization,  or is certified as an adult- 

family nurse practitioner by the American Nursing As­

sociation, or successor organization.

“ (4) The term ‘preventive health services’ means—

“ (A) physical exams, and diagnostic services made 

in connection with any such exam, conducted for the 

purpose of assessing an individual’s physical condition 

without regard to whether such individual has manifested 

symptoms of illness;

“ (B) home hea lth visits;

“ (C) health education and counseling designed to 

preve nt nutritional or other medical problems of the 

elderly, including counseling for conditions of terminal 

illness;

“ (D) rehabilita tive and physical therapy  services;
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1 “ (E) immunizations and services rela ted thereto;

2 “ (F ) services for illness management designed to

3 minimize handicapping and discomforting conditions due

4 to a  ch ionic i llness ; and

5 “ (G) preventive dental care .”

6 (c) Section 1862(a)  (3) of such Act is amended by

7 striking out “in such cases” and inserting in lieu thereof “in

8 the case of rural health clinics, as defined in section 1861

9 (aa) (2 ),  and in other cases” .

10 (d) (1) Section 1861 (s) of such Act is amended—

(A) by striking out “and” after the semicolon at

12 the end of pa ragraph (8 );

13 (B) by striking out the period at the end of pa ra-

14 graph  (9) and inserting in lieu thereof and” ;

15 (C) by inserting after  paragraph (9) the following

16 new parag rap h:

17 “ (1 0) rural hea lth clinic services.” ; and

18 (B) by redesignating parag raphs  (1 0) , (1 1) ,

19 (1 2),  and (13)  as paragraphs (1 1) , (1 2) , (1 3) , and

20 (1 4 ),  respectively .

21 (2) Section 1864 (a) of such Act is amended by striking

22 out “paragraphs (10)  and (1 1 )” and inserting in lieu

23 thereof “paragraphs (11) and (1 2 )” .

24 (3) Section 1862 (a)  of such Act is amended—

9 8 -2 7 5  0  -  77 - 3
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(A ) by inserting the following before the semicolon 

at the end of parag raph (1) : “ (except  for preventive 

health  services furnished as par t of rural health clinic 

services)

(B) by inserting after “physical checkups” in 

parag raph (7) the following: “ (other  than physical 

checkups furnished as par t of rural health  clinic serv­

ices) and

(C) by inserting “ (except  for prevent ive dental 

care services furnished as par t of rural health clinic 

services) ” a fter “care” in paragraph (1 2) .

(e) Part B of title X V II I of the Social Security Act is 

amended by adding the following new section at the end 

thereof:

“prospective budgets and paym ents  t o  rural 

HE AL TH CLTNICS

“Sec . 1845. (a) Beginning as soon as practicable, as 

determined by the Secretary , after the effective date of this 

section, the Secretary may not pay any rural health clinic 

tor services provided under this title in a fiscal year unless 

the clinic has submitted, and the Secretary has approved 

in accordance with this section, a prospective budget for 

the clinic for the fiscal year, including an estimation in such 

budget of the amount of services which are to be rendered
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1 by such clinic and for which payment will be made under

2 this title. Such budget shall be formulated and submitted in

3 accordance with regidations submitted by the Secretary.

4 “ (b) Afte r subsection (a) is implemented,  the Secre-

5 tary  shall, prio r to the beginning  of each quarter,  estimate

6 the amount to be paid for services under this title for such

7 quarter to each rural health clinic whose budget has been

8 approved under subsection (a ) . Such estimate shall be based

9 upon such budget  and the amount already paid for such

10 services to the clinic for services during the fiscal year. After

11 making such estimate, the Secretary shall pay (at the be-

12 ginning  of such quarte r and prior to audit and settlement

13 by the General Accounting  Office) to the clinic, or to the

14 physician in the case of a clinic in which the physician ex-

15 tender  is an employee of the physician, the amount of such

16 estimate. At the end of each fiscal year,  the Secretary shall

17 determine, with respect to each rural health clinic, if any

18 discrepancy exists between the payments made during  such

19 year to the clinic and the amount to which the clinic is en-

20 titled under this title for such year. The Secretary shall, then,

21 make payments to, or receive payments from, such clinic

22 in order to correct such discrepancy.” .

23 (f) The amendments made by this section shall apply

24 to services rendered on or after the first day of the third
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calendar month which begins after the date of enactment of 

this Act.

Sec . 2. The Secretary  may initiate and carry out dem­

onstration projects in selected urban areas where the supply 

of medical services is not sufficient to meet the needs of 

individuals residing therein. In carrying out such projects, 

the Secretary shall make payments on behalf of individuals 

for services described in section 1861 (aa)  (1) of the Social 

Security Act, except that such services shall he furnished to 

outpatients  by health clinics located in the selected urban 

areas rather than by a rural health clinic. Such health clinics 

shall be prima rily engaged in providing  such services and 

shall meet the requirements of subparagraphs (B) through 

( J ) , and clause (ii) of the last sentence, of section 1861 

(aa) (2) of such Act. Eligibility for, the amount  of benefits 

payable with respect  to, and the manner of payment for 

such services shall be determined in the same manner as they 

are determined with respect to rural health clinic services 

under title X V II I of such Act.
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“ (aa) (1) The term ‘rural health clinic services’ means 

such services and supplies as would otherwise be covered 

(under subsection (s) (2) (A) ) if furnished as an incident 

to a physician’s professional service, and such additional 

services provided by a physician extender as he is legally 

authorized to provide in the jurisdiction in which he per­

forms such services, furnished by a rural health clinic to 

an individual as an outpat ient with respect to whom such 

services are periodically reviewed by a physician (as defined 

in section 1861 (r)  (1) ).

“ (2) The term ‘rural health clinic’ means a facility 

which—

“ (A) is primar ily engaged in providing rural 

health clinic services;

“ (B) has an arrangement  (consistent with the pro­

visions of State and local law relative to the practice, 

performance, and delivery of health  services) with 

one or more physicians under which provision is made 

for the periodic review by such physicians of all serv­

ices furnished by physician extenders, the supervision 

and guidance by such physicians of physician extend­

ers, the preparation  by such physicians of such medical 

orders for care and treatment of clinic patients  as mav 

be necessary, and the availability of such physicians for 

such referral of patients as is necessary and
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1 for advice and assistance in the management of

2 medical emergencies;

3 “ (C) maintains clinical records on all patients;

4 “ (D)  has arrangements with one or more hospitals

5 for the referral  and admission of patien ts requiring in-

6 patie nt services or such diagnostic or other specialized

7 services as are not available at  the clinic;

8 “ (D) has policies, which are developed with the

9 advice of (and with provision for review of such pol-

10 icies from time to time) a group of professional person-

11 nel, including one or more physicians and one or more

12 physician  extenders, to govern the services referred to

13 in subparagraph (A) which it provides;

14 “ (D) has a physician or physician extender respon-

15 sible for the execution of such policies relating to the

16 provision of the clinic’s services;

17 “ (G) directly provides routine diagnostic services,

18 including clinical laboratory services, and has prompt

19 access to additional diagnostic services from facilities

20 meeting requirements under this title;

21 “ ( II ) has appropriate procedures or arrangements,

22 in compliance with applicable State and Federal law,

23 for storing, administering, and dispensing drugs and

24 biologicals; and

25 “ (I)  meets such other requirements as the Sec-
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retary may find necessary in the interes t of the health 

and safety of the individuals who are furnished services 

by the clinic.

For  purposes of this title, such term includes only a facility 

which (i) is located in a rural area where the supply of 

medical services is not sufficient to meet the needs of in­

dividuals residing therein (including such rural areas as are 

designated by the Secretary as areas having medically tfn- 

dcrserved populations under section 13 02 (7) of the Public 

Heal th Service A ct) , (ii) is not a physician-directed clinic 

under direct personal physician supervision, and (iii) lids 

filed an agreement with the Secretary by Which it agrees 

not to charge any individual or other person for items or 

services for which such individual is entitled to have pay­

ment made under this title, except for the amount of any 

deductible or coinsurance amount  imposed, with respect to 

such items or services, pursuant to subsections (a) and (b) 

of section 1833.

“ (3)  The term ‘physician extender’ means, for the pur­

poses of this subsection, a physician’s assistant, medcx, 

nurse practitioner, or any other such practit ioner  who per­

forms, under the supervision of a physician (as defined in 

section 1861(f)  (1 ) ) , such services as he is legally au­

thorized to perform (in the State in which he performs 

such services) in accordance with State law (or the State 

regulatory mechanism provided by State law) and who
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5

1 meets such training,  education, and experience requirements

2 (or any combination thereof) as the Secretary may pre-

3 scribe in regulations.”.

4 (c) Section 1862(a) (3) of such Act is amended by

5 striking out “in such cases” and inserting in lieu thereof

6 “in the case of rural health  clinics, as defined in section

7 1861 (aa) (2 ),  and in other cases” .

8 (d) (1) Section 1861 (s) of such Act is amended—

9 (A)  by striking out “and” after the semicolon at

10 the end of pa ragraph (8) ;

11 (B) by striking out the period at the end of para-

12 graph (9)  and inserting in lieu thereof and” ;

13 (C) by inserting after paragraph (9) the follow-

14 ing new para grap h:

15 “ (10) rural health  clinic services.” ; and

16 (D) by redesignating parag raphs  (1 0) , (1 1) ,

17 (1 2) , and (13) as paragraphs (1 1) , (1 2) , (1 3) , and

18 (1 4),  resp ectively .

19 (2) Section 1864 (a) of such Act is amended by strik-

20 ing “parag raphs  (10) and (1 1 )” and inserting in lieu

21 thereof “ parag raphs (11) and (1 2 )” .

22 (e) The amendments  made by this Act shall apply  to

23 services rendered on or after the first day of the third

24 calendar month which begins after the date of enactm ent

25 of this Act.
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[H.R. 8422, 95th Cong., 1st sess.]
[Report No. 95-548, Pa rt I]

A BILL To amend tit le XVITI of the  Social Security Act to provide payment for rural hea lth clinic services
Be  it  en ac ted by th e Sen at e an d Hou se  o f R ep re se nta ti ve s o f th e Uni ted S ta te s o f A mer ic a in  C on yrcss assemb led,

T hat (a ) sect ion 18 32 (a ) of th e So cia l Sec ur ity Ac t is  am en de d—
(1 ) by st ri k in g  ou t “p ara g ra ph  (2 ) (B )” in  para g ra ph  (1 ) and  in se rt in g  in lie u th er eo f “s ubpara gra phs (B ) an d (D ) of  P ara g ra ph  (2 ) ; and(2 ) by st ri k in g  ou t “and " a t th e end  o f pa ra yr ap h (2 ) (B )  (i ) ( I I )  and in se rt in y  in  lieu  th er eo f “or",  an d by ad ding  the fo llow in g ne w su bc la us c at  th e en d of p ar ay ra ph  (2 ) (B ) ( i ) :

“( I I I )  a ph ys ic ian w hen  such serv ice s are ru ra l hea lth serv ice s, a n d "; and
(3 ) (2 ) by st ri k in g  out th e  pe riod  a t th e  en d of  para g ra ph  (2 )(C ) an d in se rt in g  in  lie u th er eo f “ ; a n d ” an d by ad di ng th e fo llo w in g ne w su bpara ­gra ph a t th e  en d of para g ra ph  (2 ) :
“ (I ))  ru ra l hea lth  c lin ic  s er vi ce s.”
(b ) Secti on  18 33 (a ) of  su ch  Ac t i s am en de d—
(1 ) by st ri k in g  o ut  " and” a t th e  en d of  p ara gra ph  (1 ) ;
(2 ) by in se rt in g  “ (e xc ep t th os e se rv ices  de sc rib ed  in su bpar agra ph  (D ) of se ct ion 1 8 3 2 (a ) (2 ) )” in ji ar agra ph  (2)  a ft e r “1 8 3 2 (a )(2 )” ;
(3)  by st ri k in g  ou t th e pe riod  a t th e en d of  para gra ph  (2 ) an d in se rt in g  in  lie u th er eo f “ ; and” ; an d
(4 ) by in se rt in g  th e  fo llo wing new para gra ph  a ft e r [K ira gra ph  (2 ) :“ (3 ) in th e ca se  of  se rv ices  de sc rib ed  in  sect ion 18 32 (a ) (2 ) (D ),  80 per­ce nt  of  co sts wh ich  a re  re as on ab le  an d re la te d  to  the co st of  fu rn is hin g such  se rv ic es  or  on su ch  o th er te s ts  of  reas on ab lene ss  as  th e  Sec re ta ry  may  pre sc ribe in  re gu la tion s,  in cl ud in g th os e au th ori ze d under sect ion 1861 ( v ) ( l ) ( A ) . ”

(c ) Se cti on  1861 of  su ch  Ac t is  am en de d by ad din g a t th e en d th er eo f th e fo l­lowing ne w su bse ction :

“Rural Heal th Clinic Services
“ (a a ) (1 ) T he  te rm  ‘ru ra l hea lth  c lini c se rv ic es ’ m ea ns —

“ (A ) ph ys ic ia ns ’ se rv ices  and su ch  se rv ices  an d su pp lies  as a re  co ve red  under sect ion 1861 (s ) (2)  (A ) if  fu rn is hed  as  an  in ci den t to  a  ph ys ic ia n’s pr of es si on al  s ervice , an d
“ (B ) such  se rv ices  fu rn is hed  by a pri m ar y  ca re  p ra c ti ti oner an d su ch  se rv ic es  an d su pp lie s fu rn is hed  as  an  in ci de nt  to th is  se rv ice as  wo uld o th er w is e be co ve red if  fu rn is hed  by a ph ys ic ian or as an  in ci de nt  to a ph ysi ci an ’s se rv ice .

whe n fu rn is hed  to an  in di vid ual  a s  an  ou tp ati en t of  a ru ra l he al th  clinic .“ (2 ) T he  te rm  ‘ru ra l he al th  c lini c’ m ea ns  a  f ac il ity which —
“ (A ) is pri m ar ily en ga ge d in  pr ov id ing ru ra l he al th  cl in ic  se rv ic es ; “ (B ) in th e case o f a fa c il it y  which  is  no t a ph ys ic ia n- di re ct ed  cli nic. h as an  arr an gem en t (c onsi st en t w ith  th e pr ov is ions  of  S ta te  an d loc al law  re la ti ve  to  th e pra ct ic e,  pe rf or m an ce , an d de liv ery of  hea lth  se rv ices ) with  on e or mor e ph ys ic ia ns  (a s de fin ed  in  se ct ion 1861 su bs ec tio n  (r ) (1 ) ) under  whi ch  p ro vi sion  is m ad e fo r th e  p er io di c revi ew  by su ch  phy si ci an s of  cov ered  se rv ic es  fu rn is hed  by pr im ar y’ car e p ra ct it io ner s,  th e su pe rv is io n an d gui d­an ce  by  such  ph ys ic ia ns  of  p ri m ary  c are  p ra ct it io ner s,  th e  p re para ti on  by su ch  a s  ma y be necessa ry’, an d th e avail ab il it y  of  suc h phy si ci an s fo r such  re fe rr a l of  pa ti en ts  as  is ne ce ss ar y and fo r ad vice  an d as si st an ce  in  th e  m an ag em en t of  m ed ic al  em er gen ci es ; ex ce pt  th a t an d in  th e ca se  of  a ph ys ic ia n- di re ct ed  cli nic,  su ch  cl in ic  sh all  ha ve  ha s on e or mor e of  it s  st af f ph ysi ci an s pe rf or m  th e  ac ti v it ie s ac co mpl ishe d th ro ugh su ch  a n  a rr angem en t;
“ (C ) m ai nta in s cl in ical  re co rd s on a ll  j>a tie nts;
“ (D ) ha s ar ra ngem ents  w ith one or mor e hosp ital s mee tin g th e re quir e­m en t unde r th is  ti tl e  fo r th e re fe rr a l an d ad mission  of  pa ti en ts  re quir in g in p a ti en t se rv ices  or such  di ag nost ic  or o th er spec ia liz ed  se rv ices  as  a re  no t av ail ab le  a t th e c lin ic  ;

“ (E ) has  po lic ies , which  a re  deve lope d w ith th e  ad vi ce  of (a nd w ith pro ­vision  fo r review  of  su ch  po lic ies from  tim e to  tim e)  a  gro up of  pr of es sion al
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personnel, Including one or more physicians and  one or more prim ary care 
practit ioners , to govern the  services referred to in subparagraph  (A) which 
it  pro vid es;

“ (F)  has  a physician or  primary car e practi tioner  responsible  for  the 
execution of such policies  rela ting to the  provis ion of the clinic's  serv ices ;

“ (G) directly provides rou tine  diagnostic services including clinical labora ­
tory services as prescribed in regu lations by the  Secretary , and has prompt 
access to add itional  diagnost ic services from fac ilit ies  meeting requ irements  
under thi s ti tl e ;

“ (H ) has  availab le for  adm inis tering to pa tients  o f the  r ural  h eal th clinic 
at  least such drugs and hiologicals  as  are dete rmined by the  Secreta ry to be 
necessary for the  tre atm en t of emergency cases (as defined in regulat ions) 
and has  appro priate  procedures or arrang ement s in compliance with  Sta te

» and  Federal  law for  stor ing,  adminis tering, and  dispensing  any drug s and
hiolog icals; and

“ (I ) meets such oth er requ irem ents  as  the  Secretary’ may find necessary in 
the  intere st of the  hea lth  and safe ty of the  individuals  who are furn ished 
services  by the clinic.

• For  the  purposes of this titl e, such term  includ es only a facility’ which (i)  is 
located in a ru ra l are a designa ted by the  Secreta ry as having medically  und er­
served populations under sectio n 1302(7) of the  Public Health  Service Act, (ii) 
has  filed an agreeme nt wi th the  Secreta ry by which it  agrees not to charge any 
individual or oth er person for items or services for which such individual is 
ent itled to have payment made under this  title , except for  the  amount of any 
deductible or coinsurance amoun t imposed with  respect  to such items or services 
(not in excess of the amount c ustomar ily charged for such items and services by 

such clin ic),  pu rsu an t to  subsectio ns (a) and (b) of section  1833, (ii i) employs 
a prim ary care  practi tioner , and (iv)  is not a rehabi lita tion agency or a facility’ 
which is primarily for the c are  and t rea tment of mental diseases.

“ (3) The term  ‘prim ary care pra cti tioner’ means, for the  purposes of this sub­
section, a nur se pra cti tioner or physician assis tan t who performs such services 
as he is legally author ized  to perform (in the Sta te in which he performs such 
services) in accordance  with Sta te law (or  the  Sta te regu lato ry mechanism pro­
vided by Sta te law) and who meets such training, education,  and exper ience 
requ irements  (or  any combination thereof)  as the  Sec reta ry may presc ribe in 
regulat ions .”.

(d)  Section 18 62(a) (3) of such Act is amended by stri king out “in such 
case s” and insert ing  in lieu thereof “in the  case  of ru ra l hea lth  clinics, clinic 
services,  as  defined in section 1861 (a a ) (2),  an d in  other  cases”.

(e) (1) Section 1861 (s) of such Act is  amended—
(A) by str iking out  “and” af te r the semicolon at  the  end of paragrapl i 

(8) ;
(B) by str iki ng  out the  period  at  the  end of parag rap h (9) and inserting 

in lieu thereof “ ; and” ;
(C) by inserting af te r par agr aph  (9) the  following new pa ragraph:  

“ (10) ru ra l hea lth clinic  services.” ; and
(D) by redesignating paragr aph s (10), (11), (12), a nd (13) as p ara gra phs

* (11),  (12) , (13), and  (14), respectively.
(2) Section 1864(a) of such Act is amended by s trik ing  “parag rap hs (10) and 

(11)“ and  inser ting in  lieu thereof “par agrap hs (11) and  (12)”.
(c) Section 1861 (s) (2) of  such A ct is amended—

(1) by str iking out “and" at the end of subparagraph (C) ( ii ) ;
(2) by inser ting “and" at the  end of subparagraph (I) ) ; and
(3) by adding the followin g new subparagraph at the end there of:
“ (F ) rura l health clinic s e r v ic e s .

(f)  Section 1864(a) of such Act is amended—
(1) by insert ing  “or  whe ther  a faci lity  therein  is a rur al hea lth  clinic 

as defined in section 1861 (aa)  (2 ),” in the first sentence af te r “home hea lth 
agency,” ;
(2 ),” in the  fir st sentence af te r “home heal th agency,” ;

(2) by insert ing  “ru ra l hea lth clinic,” in the  second senten ce af te r “nu rs­
ing faci lity ,” ; and

(3) by inserti ng “ru ra l hea lth clinic,” in  the  l as t sentence af te r “facil ity ,” 
each time it appears  therein.



40

(g) The amendments made by this section shall apply to services rendered on or after the first day of the third  ca lendar month which begins af ter the date of enactment of this Act.
Sec. 2. (a)  The Secretary shall provide, through demonstration projects, re­imbursement on a cost basis for services provided by physician-directed clinics in urban medically underserved areas for which payment may be made under title XVIII of the Social Security Act and, notwithstanding any other  provision of title XVIII, for services provided by [physician ex tenders] primary care prac­titioners employed by such clinics which would otherwise be covered under such title  if  provided by a physician.
(b) The demonstration projects developed under subsection (a)  shall be of sufficient scope and carried out on a broad enough scale to allow the Secretary to evaluate fully—

(1) the relative advantages and disadvantages of reimbursement on the basis of costs and fee-for-service for physician-directed clinics employing [physic ian extenders] primary care practitioner ;(2) the appropria te method of determining the compensation for physician services on a cost basis for the purposes of reimbursement of services pro­vided in such clinics ;
(3) the appropriate definition for such clinics;(4) the appropriate criteria to use for the purposes of designating urban medically underserved ar ea s; and
(5) such o ther possible changes in the present provisions of tit le XVIII of the Social Security Act as might be appropriate for the efficient and cost- effective reimbursement of services provided in such clinics.(c) Grants, payments under contracts, and other expenditures made for demon­stratio n projects under this section shall be made in appropriate par t from the Federal Hospital Insurance Trus t Fund (established by section 1817 of the Social Security Act) and the Federal Supplementary Medical Insurance Trust Fund (established by section 1841 of the Social Security Act). Grants  and pay­ments under contracts  may be made either  in advance or by way of reimburse­ment, as may be determined by the Secretary, and shall be made in such in stall­ments and on such conditions as the Secretary finds necessary to carry  out the purpose of this section. With respect to any such [g ra nt ] grant, payment, or other expenditure, the amount to be paid from each trust fund shall be deter­mined by the Secretary, giving due regard to the purposes of the demonstration projects.

(d) The Secretary shall submit to the Congress, no later than January 1, 1981. a complete, detailed report on the demonstration [pr oje ct]  projects conducted under subsection (b). Such report shall include and recommendations for legis­lative changes which the Secretary finds necessary or desirable as a result of carrying out such demonstration [ proje ct]  projects.Sec. 3. (a)  The Secretary, directly or through contracts with or gran ts to public or private agencies or organizations, shall develop and carry  out demonstration projects to provide reimbursement under title XVIII for services provided in organized centers offering comprehensive outpatient mental health services.(b) The demonstration projects developed under subsection (a)  shall be of sufficient scope and carried out on a broad enough scale to allow the Secretary to eva luate fully—
(1) the relative advantages  of various types of reimbursement, including reimbursement on a cost basis for outpatien t mental health services;(2) the relative effects on u tilization  and cost of services resulting from [ ( i )]  (A) various definitions for outpa tient mental health services covered under title  XVIII of the Social Security Act (when provided by a center described in subsection (a ))  and [ ( i i ) ]  (B) various limitat ions on such services;
(3) the appropriate definition for such a center ;(4) the appropriate definition of and qualification for individuals who provide services in such centers for which reimbursement is made under title XVIII or this section, including their appropriate professional relation ­ships ; and
(5) such other changes as might be appropriate for the more efficient and cost-effective reimbursement of outpat ient mental health services provided under tit le XVIII of the Social Security  Act.(c) Grants, payments under contracts, and other expenditures made for demonstration projects under this section shall be made in appropriate part
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from  th e Fed er al  H os pital  In su ra nce T ru st  F und (e st ab li sh ed  by sect ion 1817 
of  th e Socia l Sec ur ity Act ) an d th e Fed er al  Supp le m en ta ry  M ed ical In su ra nce 
T ru st  Fu nd  (e st ab li sh ed  by sect ion 1841 of  th e So cia l Se cu ri ty  A ct ).  G ra n ts  an d 
pa ym en ts  under  con tr acts  ma y he mad e e it her in ad va nc e or  by wa y of re im ­
bu rs em en t, as  may  be de te rm in ed  by th e Sec re ta ry , an d sh al l he mad e in  su ch  
in st al lm en ts  an d on such  co nd it io ns  as  th e Sec re ta ry  fin ds ne ce ss ar y to  carr y  
out  the pu rp os e of  th is  sect ion.  W ith  resp ec t to an y su ch  g ra n t pa ym en t, or  o th er  
ex pe nd itur e,  th e am ou nt  to  he pai d fro m ea ch  tr u s t fu nd sh al l be de te rm in ed  
by th e Sec re ta ry , givi ng  d ue  re gar d to  t he  p ur po se s of th e  d em onst ra tion pr oj ec ts .

(d ) The  Sec re ta ry  sh al l su bm it to  th e Co ng res s, no la te r th an  Ja n u a ry  1. 1981, 
a comp lete, de ta il ed  re po rt  on th e dem onst ra tion pro je ct s co nd uc ted under su b­
secti on  (b ).  Su ch  re po rt  sh al l includ e an y reco m m en da tion s fo r le gi sl at iv e 
ch an ge s in ti tl e  X V II I of th e  So cia l Se cu ri ty  Ac t wh ich  th e Sec re ta ry  fin ds nec es-

* sa ry  or  de si ra bl e as  a re su lt  of  ca rr y in g  out  su ch  de m ons tr at io n pro je ct s.
(e ) In  th e ca se  of  an y ex per im en t or  dem onst ra tion  pro je ct  un der  su bs ec tio n 

(a ) , th e Sec re ta ry  may  w ai ve  co mpl ianc e w ith th e re qui re m en ts  of  ti tl e  XV I I I 
of  th e  So cia l Se cu ri ty  Ac t in so fa r as  su ch  re quir em en ts  re la te  to metho ds  of  pa y­
men t fo r se rv ices  pr ov id ed  ; an d co sts in cu rr ed  in  su ch  ex pe riem en t or pr oj ec t in

* ex ce ss  of  th os e which  wou ld oth er w is e be re im bur se d or  pa id  under  su ch  ti tl e
ma y he re im bu rs ed  or  pai d  to  th e ex te n t th a t su ch  w ai ver  ap pl ie s to  th em  (w ith  
su ch  e xc ess be ing bo rn e by th e S ecre ta ry ). .

Am end th e  ti tl e  so as  to  r e a d : “A bi ll to  am en d ti tl e  X V II I of  th e So cia l 
Se cu ri ty  Ac t to  pr ov id e pay m en t fo r ru ra l hea lt h  cl in ic  serv ice s, an d fo r oth er  
pu rp os es .” .
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DEPARTM ENT OF HEALT H. ED UCATI ON. AN D W EL FARE

MAY 2 3 i97';
The Honorable Harley 0. Staggers
Chairman, Conmittee on Interstate 
and Foreign Commerce

House of Representatives
Washington, D.C. 20515

Dear Mr. Chairman:

This is in response to your request for a report on H.R.C791 and on an *
identical bill, H.R. 1955, bills "To amend Title XVIII oethe Social 
Security Act to authorize payment Under the supplementary medical 
insurance program for services furnished by physician extenders."

In summary, we oppose these bills because we believe that Medicare
reimbursement policy should encourage physician extenders to locate and
practice in medically underserved areas. In addition, we believe cost-
based payment for physician extender services to be more efficient and
less susceptible to program abuses than fee-for-service payment.

These bills would add physician extender services provided under general
physician supervision to the medical and other health services which are
covered under Medicare Part B. Currently Medicare limits payment for
physician extender services to those services which are furnished as an
incident to a physician's services under direct physician supervision.

The Administration has proposed in the revised FY 1978 Budget to provide
cost-related Medicare payments to clinics in medically underserved areas
that employ physician extenders. We prefer limiting Medicare payment for
physician extender services to those who work in underserved areas rather
than paying for services in all areas for two reasons. First, limiting
payment for services to physician extenders who work in underserved areas
provides an incentive for them to locate in medically underserved
communities. Without incentives such as this, physician extenders could be
expected to follow the location pattern of physicians, leaving rural areas
and inner cities medically underserved. Second, it is not known whether
physician extenders practicing in areas with adequate numbers of physicians
will perform primary care services in lieu of physician services or if they
will merely supplement physician care. If the latter is the case, the sinflationary impact of paying for physician extender services would be
great.
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We also prefer limiting payment for physician extender services to those 
provided in clinic settings and making such payments cost related, rather than paying fee for service in all settings. Cost-related payment should 
aid in containing increases in Medicare costs. Fee-for-service reimbursement provides incentives for increasing the volume of services provided which, 
in turn, increases overall costs. Furthermore, reasonable cost payment 
to clinics offers safeguards against fraud and abuse.
We therefore recommend that these bills not be favorably considered.
We are advised by the Office of Management and Budget that there is no 
objection to the presentation of this report from the standpoint of the 
Administration's program.

Sincerely,

(

*



EXECUTIV E OFF IC E OF  TH E  PRESID ENT * 
O FFIC E OF  M ANAG EM ENT AN D BUDG ET  

W A S H IN G T O N . D .C . 20503

MAY 1 0 1977
Honorable Harley 0. Staggers 
Chairman, Committee on

Interstate and Foreign Commerce 
House of Representatives 
Washington, D. C. 20515
Dear Mr. Chairman:
This is in response to your request of Febrtmrv 28,1977 for the views of this Office on H.RJ 25Q4? a  bill 
"To amend title XVIII of the Social Security Act to 
provide payment for rural health clinic services."
In testimony before your Committee on February 28, 1977, 
the Department of Health, Education, and Welfare stated 
that it supported H.R. 2504, but recommended four 
amendments to improve the bill. These amendments would:

—  allow clinics in all underserved areas to 
participate;

—  permit physician-directed clinics to participate;
—  reimburse clinics for physician supervisory and 

direct services on a salary-equivalent basis; and
—  eliminate the setting of standards for physician 

extenders by the Secretary and reimburse only for services 
usually provided by physicians.
With respect to the last recommendation, we understand 
that the Department is working on an amendment which 
would permit the Secretary to set conditions of participa­
tion for rural clinics that could include minimum 
qualifications for their physician extenders.
We concur with the views expressed by the Department 
of Health, Education, and Welfare and, subject to the 
changes suggested by the Department, recommend favorable 
consideration of H.R. 2504.

Sincerely,

/James M. Frey 
Assistant Director for 
Legislative Reference
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Mr. F lorto. Now I would like to call upon Dr. Karen Davis of  the 
Department of Heal th, Education, and Welfare. She is accompanied 
by Mr. Ronald Kla r, who is A cting Directo r of the Office of Policy 
Development and Planning, in the Office of the Assistant Secre tary for 
Health.

STATEMENT OF KAREN DAVIS, Ph.  D., DEPUTY ASSISTANT SECRE­
TARY FOR HEALTH PLANNING AND EVALUATION, DEPARTMENT
OF HEALTH, EDUCATION, AND WELFARE, ACCOMPANIED BY
RONALD M. KLAR, M.D., ACTING DIRECTOR, OFFICE OF POLICY
DEVELOPMENT AND PLANNING,  OFFICE OF THE  ASSISTANT
SECRETARY FOR HEALTH

Dr. Davis. Thank you, Mr. Chairman.
It  is a pleasure  to be here today to share with you the Departm ent’s 

views on the amendment to H.R. 8422, which provides for medicaid 
reimbursement on a reasonable cost basis for services provided in ru ral 
health clinics in medically undeserved areas. The Department com­
mends this committee for recognizing th is impor tant problem and for 
your ini tiative in introducing thi s bill.

The Department strongly supports efforts to assure access to quality 
medical care for all citizens. We have supported the bills sponsored 
by Congressman Rostenkowski and Senator Dick Clark, which would 
provide for medicare payments to clinics in rural underserved areas 
for services provided by prim ary care practitioners .

Mr. Chairman,  the Department suppor ts the expansion of  this legis­
lation to include coverage under  the medicaid program. We believe 
this legislation, while in and of itself is not sufficient to assure the 
financial self-sufficiency of rura l health clinics, is a necessary step in 
doing so, and will promote access to care for all Americans regardless 
of where they live.

Assuring  access to care for residents of rura l underserved areas is 
a difficult problem. Over one-third of all rural residents live in areas 
designated as medically underserved. A significant propor tion of these 
people have incomes well below the poverty level. The rural population 
has a heavy concentration of aged people and young children: there 
are 9 dependent people, those under the age of 18 and over the age of 
65, for every 10 working age adults  in rural  areas. Rural  residents 
often face special social and environmental health hazards such as 
substandard housing and impure water supplies.

Heal th statistic s reflect the impact of poverty and environmental 
conditions on rura l residents. People living in rural areas tend to have 
a high incidence of serious health problems. They are disproportion­
ately afflicted with chronic, disabling conditions. Infant  mortal ity 
rates are inordinately higher in some rural  areas, especially among 
minorities and in high poverty areas. The incidence of severe dental 
conditions, nonimmunized children, mental illness, and malnutrition  
are significantly higher among the rural poor.

Despite the grea t need for  health services, the rura l poor have access 
to fewer health care resources than most Americans. The lack of ade­
quate primary care physicians and ambulatory health facilities is a

9 8 -2 7 5  0  -  77  - 4
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serious  prob lem. Su pp or t services,  such as labo ra tory  services and 
tran sp or ta tio n services,  are  of ten  una vai lab le in spars ely  popu lat ed  ru ra l set ting s.

Th e lim ited access to am bu lat ory healt h services ha s contr ibute d to 
the lower use of  preven tiv e and healt h ma intenance services among  
ru ra l res idents,  and incr eased the  depe ndence on cri sis -or ien ted  and 
more cost ly episodic care.  F or example, the pe rce nta ge  of ru ra l res i­
dents  who have  never ha d an EKG, ches t X-ray , eye exam ina tion, or 
routi ne  phy sical is well above the  na tio na l norm. Moreov er, the  per ­
cen tage of  ru ra l women who have never undergo ne a Pap  smear  or 
breast examina tion is a lso s ign ific antly  h igh er.

Th e De pa rtm en t, th roug h its  ru ra l healt h in iti at ives—the Na tio na l 
Hea lth Serv ice Corps , the he alt h underse rve d ru ra l are as (H U R A ) 
pr og ram, and rel ate d he al th  manpower del ive ry act ivi ties, is c om mi t­
ted  to improv ing  t he  he al th  care del ive ry capa bi lit y in med ica lly  un ­
der served  area s. Th e H U RA  program , fund ed  by medicaid, is a 
demo nstra tio n an d research  proje ct at tempt ing to consol ida te and 
sup ple me nt e xis ting serv ices and fac ilit ies  in  ru ra l a rea s so th at  a w ide r 
po pu lat ion  can be be tte r reached . Nearly 400 p hysic ian s, pr im ary care  
pr ac tit ione rs  a nd  othe r he al th  care personnel , are  s up po rte d in the  53 pr ojec t sites.

Th e pr im ary he alt h cente r mode l shows con siderable  promise as an 
effec tive and viab le del ive ry system for some ru ra l com munities. These 
cen ters are  typica lly  staf fed by nurse pr ac tit ione rs  or  othe r pr im ary 
pr ac tit ione r pe rsonnel and h ave  a str on g record  in  successfu lly re cr ui t­
ing an d re ta in ing pers onnel. Ex perience with th is  model  suggests  t hat 
pr im ar y he alt h services can be pro vid ed at  a rel ati ve ly low cost  in 
ma ny commun ities . Exi st in g pr im ary cen ter  prog ram s, such as the  
Nor th  Ca rolin a Ru ra l Hea lth Services Pr og ram an d the  Fr on tie i 
Nu rs ing Serv ice and the  Un iversit y of  Fl or id a Ph ys ici an  Assis tan t 
Pr og ra m  have demo nstra ted  the effectiveness o f t hi s model in inc rea s­
ing access to hig h qu ali ty he alt h services in less po pu lat ed  ru ra l areas .

However , the  resource  dev elop ment prog ram s of  the De pa rtm en t 
and othe r State -su pp or ted ac tiv ities  alone  are  not sufficient to assure 
access to health car e serv ices  fo r res idents  of  ru ra l, underse rve d com­
mu nit ies . Pu bl ic and pr ivate insura nce  program s mu st supp ort the  
facil iti es  and healt h care person nel  loca ted in thes e com muniti es if  
they  are  to  have a tru e op po rtu ni ty  to become econ omically viable.

Mr . Ch air ma n, we str on gly supp or t th is leg islation , which we es ti­
ma te will  increase State Me dicaid  spendin g at  most by $14 to $18 
mi llio n and  Fe de ral medicaid  expend itu res  by no more than  $17 to $22 m illi on in the  f irst  fu ll year.

More recent  est imate s wou ld ind ica te th at  these sums are  pro bably  
som ewhat  lower. These est imate s were based upo n the  assumptio n th at  
40 to  50 pe rce nt of  the  cl inic ’s services wo uld go to M edicaid rec ipie nts .

Th e experience of  o ur  r ur al  com munity  h ea lth  cen ters sponsored by 
the De pa rtm en t, however , is th at abo ut 20 percen t of  the  services go 
to medicaid  recip ien ts;  th at  wou ld cut these cost est imates in abo ut 
ha lf.  So we are ta lk in g abo ut pe rhap s $12 mil lion  in Fe de ra l medic ­
aid  expenditu res , and abou t $10 mi llio n in St at e med ica id expenditu res .

Mr.  Ch air ma n, we wou ld like to work wi th the  subcom mit tee staff 
on technica l changes to th is  leg islation  which we believe the  subc om­
mi ttee sho uld  consider.
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My colleagues  a nd  I  wou ld be pleased to ans wer any  questions you 
may  have .

Mr.  F lorio. T ha nk  yo u very much .
As  of  now, I  un de rst an d th at  ap prox im ately 20 State s reimb urse 

under medicaid  fo r the  services of com prehensive  he al th  services. 
Would y ou ela borat e on exac tly  w ha t is enta ile d ?

Dr . Davis. Yes. Cur rent ly  abou t all bu t 11 State s do cover some 
clin ic serv ices  in th ei r medicaid  benefit packages. How eve r, many of  
the  remain ing 39 St ates  reimb urse fo r a very narro w ran ge  of  clin ic 
services, p redo minan tly  tho se which are  o the rwi se ma ndate d in a State 
pla n or  those pro vid ed  in St ate- su pp or ted clinics. In  fac t, only  22 
State s are  now pa ying  fo r com prehen sive pr im ary care services in 
clin ic se ttings, and only 17 of the se pay fo r servic es provide d by nur se 
prac tit ione rs  and physician  assis tan ts in thes e set ting s.

So some State s have tak en  steps in th is  are a, bu t I th in k ac tual ly  a 
fa ir ly  sma ll pr op or tio n of  the  St ates  ex pli cit ly cover the  services of 
nur se pr ac tit ione rs  and physician  as sis tan ts in these  set tings.  So the  
leg islation  wou ld be quite  signif icant in im prov ing access to care.

Mr. F lorio. Do you believe the  Congress  should  ma ndate  services 
in ex ist ing St ate pla ns?

Dr . Davis. We feel  th at  the  St ates  hav e not  to  da te add ressed  th is  
problem . But  we feel it is an esse ntia l service, ju st  as physician  se rv­
ices and  hospit al serv ices  wh ich are ma nd ate d under the  m edicaid pr o­
gra m.  Th erefo re,  it wou ld be des irable  to i nsu re th at  these  services are  
covered in all of  th e Sta tes .

Mr.  F lorio. Th e Se cre tar y will ul tim ately define ru ra l. Do you have 
any in form at ion as to wh at  hi s in tent  is in terms  o f th at  def ini tion  ?

Dr . D avis. Yes; we have test ified on Se na tor Cl ark's bil l, S. 708, 
in the  Senate an d hav e ind ica ted  ou r su pp or t fo r the  fa ir ly  broad 
def ini tion  con tained in th at  bil l, whi ch wou ld ext end  coverag e to  all 
nonurbanize d are as  w here urban was defined as a po pu lat ion  of  50,000 
or  more. Tha t is ou r th in ki ng  a t the pre sen t with rega rd  to  the  way  
we w ould define  ru ra l.

Mr.  F lorio. I t  is  m y un de rs tand ing th at  one of  the ad m in is trat io n’s 
majo r in iti at ives  th is  ye ar  is go ing  to be the  child  he al th  assessment 
prog ram . We  exp ect  to tak e up  leg islation  deali ng  wi th th at  in the  
very ne ar  fu ture . One of  the  goals  of  the CH A P prog ram is to hav e 
more p rev entiv e assessment tre atm en t services fo r c hil dren  i n comp re­
hensive  he alt h cen ters .

I t  seems to  me the ru ra l he al th  clin ics wou ld lx* the  ideal prov ide rs 
fo r the  C H A P prog ram. Has  an y th ou gh t been given to th at ?

Dr . D avis. Yes,  Mr . Ch air man , we agree with  you on th at po int . 
The ch ild  he al th  asse ssment prog ram is one of the  ad m in is trat io n’s 
top  he alt h leg islative  pr iorit ies , and th is  b ill th at  you are conside ring 
tod ay  would  in ma ny way s com plement th at  leg islation . The chi ld 
he alt h asse ssment prog ram does several  thi ngs.

F ir st  of all,  it expands medic aid  coverag e to cove r all  low-income 
ch ild ren  un de r the age of  6. Cur rent ly , the States  have the  op tio n of  
cov ering any low-incom e ch ild ren  un de r the  age of 21. W e would  re ­
quire  un de r th is  leg isl ati on  th at they  do it fo r at least tho se ch ild ren  
under 6. Many States  do not  now co ver all low-incom e ch ild ren  because  
the y restr ic t cov erag e u nd er  me dic aid  to  one-pa ren t fam ilie s. Ch ild ren
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in two-parent families do not qualify for A FDC and therefore do notqualify for medicaid. Many of these children are in rura l areas. Therural  poor differ considerably from the urban poor in family com­position. About 70 percent of family members, poor family membersin rura l areas, belong to these two-parent families tha t tend to beexcluded from the medicaid program, whereas in urban areas a sligh tmajority of families are in one-parent families.
The restrictions on medicaid eligibility are a serious problem in rural  areas and the child health  assessment program would b ring in many more children. Therefore, we would like to assure tha t services are available for them through  financing such as contained under this bill.
The second point—and the one th at you raised—is under  the CHAP legislation the Federa l match would be increased for all services that get to children who receive comprehensive health assessments. The *Federal match would increase to about 75 percent in all of the State plans.
If  a child got into a preventive program, and received a compre­hensive health  assessment, tha t higher match would apply not only to the assessment but to all subsequent ambulatory care. We are t rying to encourage through  this program, which modifies and improves the curren t early and periodic screening, diagnosis, and treatm ent pro­gram, an emphasis upon having children assessed and their ongoing care provided in comprehensive health care centers or primary health care centers such as would be covered under this bill. So assuring adequate health centers would very much complement our interest in this other legislation.
Mr. F lorto. The bill restricts eligibility for clinics as to medically underserved areas. With  that  definition has there been any problm with regard to designating areas as medically underserved which are in need of services ?
Dr. Davis. The Department currently uses two sets of definitions for medically underserved areas. U nder the community health center program we use an index called medically undei-served areas, which is based upon poverty rates, infant mortal ity rates, propor tion of the population over age 65 and physicians per cap ita ratios. We also have another index which we use for our national health service corps program which emphasizes p rimarily  the physician-population ratio- *Perhaps Dr. Kla r would like to expand upon it.
Dr. Klar. Yes. The areas in latt er category, which are referred to as crit ical health manpower shortage areas are somewhat fewer than the medicallv underserved. As of October of 1976 we had designated approximately 2,400 counties in the United States  as being wholly or in paid medically underserved and 1.248 as critical health manpower shortage areas. They do overlap for the most par t. Of the 2,400 medicallv underserved areas, only 161 do not include an area that  is also defined as a critical health manpower shortage area. So for the most pa rt we are able to cover most of the underserved areas by either definition under medically underserved.
Mr. F lorto. Do you have anv philosophic problems of including nurse mid wives as p rimary health  care practitioners?
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I)r. Davis. We do not have any problem covering nurse midwives so 
long as they are p ractic ing in accordance with  State law and meet such 
education, tra ining, and experience requirements which the Secretary 
may require that are designed to cover the nurse-midwife, nurse 
practit ioner, and physician assistant. We did not address this, of 
course, in the context of the medicaid legislation, but feel that the term 
“nurse p racti tioner” is widely understood to be comprehensive enough 
to subsume the nurse midwife category, but we would be prepared to 
have tha t spelled out.

Perhaps Dr. Klar would like to comment.
» Dr. K lar. Yes; we have looked at the issue related to the State, and

our best information suggests now tha t there are no longer any States  
which specifically exclude the practicing of nurse midwives within 
that State. Recently there were changes in the States of California,

* Colorado, and Massachusetts which did have some restrictions, but 
those have been removed from their Medical Practice  Act, so under 
the supervision of a physician they can practice and approximately 
two-thirds of the nurse midwives are p racticing in hospital settings in 
the obstetrical departm ents under physician supervision.

There are special certifying examinations for nurse midwives, and 
to the extent tha t this was met and any special State requirements 
tha t now exist in about a third, about i3 of the States, it would be 
covered under this  bill as written.

Mr. F lorio. My final question. This bill requires that  the State 
reimburse rura l health  clinics on a cost basis for all services covered 
by the State medicaid plan. Will this result in a change of the re­
imbursement mechanism for such services as home health, dental serv­
ices, and drugs?

Dr. D avis. We would like to look at this a bit more in terms of some 
of the home health services. In general, we would like to have reim­
bursement under the medicaid program, when we are talk ing about 
new providers, to be consistent with the medicare program. We have 
had within the Depar tment  a major reorganization so tha t the medi­
care and medicaid programs are in the Hea lth Care Financing Ad­
ministrat ion. We are pleased with the approach in this  bill linking the 
reimbursement of these clinics to reimbursement under the medicare 
program.

* Some of the specific services such as home health  T think we would 
like to look at a bit further.

Mr. F lorio. Thank you both for your testimony and responsiveness 
to the questions.

Dr. Davis. Than k you very much.
Mr. Florio. Dr. David T. Allen.

STATEMENT OF DAVID T. ALLEN, M.D., DEPUTY COMMISSIONER, 
TENNESSEE DEPARTMENT OF PUBLIC HEALTH

Dr. Allen. Mr. Chairman, thank  you very much for the opportunity 
to be here. Personal plans made notification late, so I don't have 
written testimony,  but will get appropriate testimony into the record.

I am a physician and am deputy commissioner for the Tennessee 
Depar tment  of Public  Health.  We have been extremely interested in



50

access to health care. Several of the points which I hope to emphasizehave been mentioned already.
I put in one statistic in support of my testimony tha t is specific for Tennessee. In 1930, 488 towns in Tennessee had thei r own physi­cian and by 1970 there were only 218 towns that had thei r own physician. Bu t folks in those other 200 towns remember the good old days, and still feel they deserve their own doctor.
Since 1973 we have had an amendment to our State medicaid act throu gh which we have been able to reimburse community health clinics. It is clear to us that  the success of these clinics, as a matte r of fact, t hei r very survival, is going to be dependent upon the ability of these clinics to tap all sources for reimbursement for the services tha t they deliver. Therefore, I would like to support the contention that changes in legislation such as your are discussing, are very necessary. *
A second legislative act significant for improving health care in the State  o f Tennessee passed in 1973, the primary care act. I would like to read the first section of tha t act because it conveys a certain level of urgency recognized in Tennessee to improve access to health care. Section 1 reads, “The Department of Public Health  is authorized to establish one or more primary health care centers in Tennessee. I t is the intent of the General Assembly that the establishment of these centers will demonstrate new and more effective ways of providing health care in smaller communities of the State and will assist in achieving a better distribution of health care personnel into non­metropolitan areas of Tennessee where a shortage of such personnel currently exists, and that  these centers will provide primary health care services to patients, and will enhance the delivery of health care in communities.”
This act passed in 1973, and since then we heave learned much about what things can be done, and we have learned about many things tha t cannot be done, as a result of our demonstration projects.
I would encourage consistency between medicare and medicaid. This concept has been mentioned in a couple of ways, particularly with respect to the rules that  are used for establishing the background accounting methods, and the mechanisms through which reimburse­ment is to be arranged.  Also, comparable methods should be used for 4the establishment of reasonable cost.
Many of our health care providers now participate in various aspects of medicaid, and they must use many different provider-numbers as a function of the various services they deliver. I f they want to deliver community health services in Tennessee, they have one specific num­ber for tha t group of services. T hat is an agency billing number. If  they wish to provide home health care, they have to have a second billing numb^f, and in most cases they have to have a separate set of books to keep their accounts straight for medicare.
If  all of the  various services could be done under one agency number and one means of accounting it would facilitate tremendously the managerial  tasks that face people who wish to establish rura l clinics.In the State of Tennessee, in medicaid we have several subsets of numbers associated with (1) the early periodic screening, diagnosis,
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and treatment program; (2) the home health care services; (3) juve­
nile dental services, et cetera.

I think it is also important that we recognize that the community 
health center or the rural health center can support a very broad 
range of services that sometimes are delivered by various levels of 
specialists. Many o f these services can be delivered very well by nurse 
practitioners and physician assistants, and in my judgment this re­
imbursement should not be limited to, or should not require, over-the- 
shoulder supervision to be onsite at all times, which has a lready been 
discussed.

We in Tennessee have been experimenting with various kinds of 
telephone supervision and with various frequencies of over-the 
shoulder supervision. I think the supervision can vary as a function 
of the complexity of the services delivered, and as a function of the 
training of the agent working with the physician. I am sure that  one 
would not want to defer  to State laws on licensure or certification, but 
I think it should be behind some of our thinking here at the Federal 
level, as well, that some kinds of local restrictions could make it 
impossible to deliver services using newer methodologies.

In Tennessee, our experience has been predominantly with nurse 
practitioners, rather than with physician's assistants, and we have 
been very pleased with the success o f the expanded service delivery 
possibilities. I would also hope that there would lie a broad range of 
services available for reimbursement underneath this rubric. They 
would include physical therapy, nutrition counseling, patient educa­
tion on specific diseases, et cetera. I would like to emphasize at this 
point that we would want to have these services reimbursed both for 
services delivered by people who are full time as well as part time 
with any specific provider agency.

There are many areas within the State of Tennessee where we 
cannot hire physical therapists to live and work in that part of the 
State. But they could come in on a scheduled basis, on a day or two 
a month or maybe a day or two a week, and if  they could then be 
reimbursed coming in on part time that would help.

Also, in many cases a physical therapist  can initiate a routine with 
a patient and teach the nurse who is in residence in that town all the 
time to do certain services, so I would hope that reimbursement would 
not be keyed exclusive ly to single pedigrees, for example, limit ing re­
imbursement to pedigrees of providers. In other words, physical 
therapy services might sometimes be delivered by a nurse, afte r the 
nurse has had the appropriate assistance. Laboratory services, simple 
ones like a dipstick urine test, could easily be done by many levels 
of personnel (and are done all over Tennessee by a nurse or nurse’s 
aide). However, if  one were to require the pedigree of a certified 
medical technician, for instance, it would lie virtual ly impossible to 
deliver certain services in several areas of the State.

Therefore, evaluation, or the quality assurance, for  such services 
should be based on performance along with a pedigree, and not just 
by pedigree alone.

There is another point of contention in the specific bill that is being 
proposed. There is a subsection that states that these clinics must make
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available referrals to hospitals. I would like to point  out tha t it is very difficult for many clinics to be the initi ator  of any guarantee of success in re ferrals. In my judgment it might help if some obligation could lie placed on the hospital, or the secondary and tert iary  pro­viders to accept referrals rather than on the  referrin g clinic to in itiate them. The clinic has a very weak position from which to negotiate the acceptance o f medicaid referrals , since many of our hospitals are reluctant to accept medicaid patients.
Thank you very much for the opportunity to be here, Mr. Chairman.I would be delighted to answer any questions.Mr. Florio. Thank you very much.
I agree with many of the concepts you have tealked about, pa r­ticularly the idea t ha t the supervisor may not necessarily be the  p er­son tha t is rendering the service. We should not have to have direct supervision when i t clearly is inappropria te.
I have found the practice of requiring a physician to come in to sign off on something he is unaware of, particularly time-consuming and wasteful, and certainly  not very cost-effective. I certainly think tha t should be one of the thru sts down the line; the greate r use of  nurse practit ioners  and physician extenders, and so on.
In  your own State, do you pay the clinic under the clinic program for all services covered by the State  medicaid plan, o r do you pay f or drugs  through  a pharmacy or dental services through dentists?Dr. Allen. In the State  of Tennessee we have had several services evolve concurrently so tha t righ t now, for instance, we have some community health clinics tha t are reimbursed for the ir dental serv­ices or pharmacy services under  their community health billing num­ber, but there are few sites that  collect for a few specific services under  separate provider numbers. For instance, some dental services developed before the community health center legislation passed and some centers still bill medicaid for dental care using an independent dental billing  number. So we have two kinds of experience. But our recommendation is that  the legislation be designed so tha t these centers can have everything under one set of rules for accounting and book­keeping—and tha t is not curre ntly the case in community health centers in Tennessee.
Mr. F lorio. In a specialized type clinic that  may not give the broadest range of services, can you conceive of a situa tion whereby the physician is the consul tant; that  is, the clinic provides the service through the use of physician assistants or nurse practitioners, and physicians are on call as consultants? You had a lluded to this  concept in a different way.
Dr. Allen. Yes. Yes, I think tha t there are many situations in which patien ts will have self-limited, periodic diseases, or stabilized chronic diseases that require maintenance care for which the physician is clearly the consultant. Let’s take a stabilized hypertensive who may need to see a physician with a known frequency, arb itra rily  every 6 months, but he may need to have his blood pressure monitored on a much higher frequency. The physician may then be a consultant, if that  answers your question.
Mr. Florio. What about nurse-midwife? Could a physician be a consul tant to a nurse-midwife.
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I)r. Allen. Yes, indeed. I n Tennessee we do have a couple of nurse- 
midwife projects and we are very pleased with  the success they have 
had and the projects we have had now are both within hospitals and 
the physicians, the attending OB staff are the supervision source of  
the midwife programs. As we currently  have them the supervision is 
almost automatic  because the physicians and midwives are in the same 
facility every day. But  the physician is not looking over the midwife's 
shoulder for every patient every day, and so I think the physician is 
a consultant for the normal delivery now and should be.

Mr. Florio. Thank you.
Mr. Preyer, did you have questions?
Mr. Preyer. Tha nk you, Mr. Chairman.
I just want to applaud the chairman of the committee fo r holding 

these hear ings. I think it is an idea whose time has come, and I am 
glad to see tha t we are turn ing  more to solutions and emphasizing 
prevention.

Since upward,  I unders tand, of TO percent of physicians' work 
can be done by nurse practi tioners o r physician extenders, I think it 
is a waste of valuable resources to rest rict them from provid ing care 
for medicaid and medicare patients. So I certainly support the ex­
tension of this bil l to  cover medicaid reimbursement.

The poor have had an unfortuna te history  with respect to preven­
tive care and perhaps it is needed there more than any other area. One 
question I wanted to ask was along that line.

We have heard it said that it is difficult to encourage maximum uti li­
zation of health care among the poor. Do you have any thoughts on how 
consumer education can get at this problem? I am afraid  that our 
efforts will fall short, even if we enact this worthy bill, unless the 
poor are made aware of the fact that preventative care is available 
to them.

Dr. Allen. Well, I think that  it is a very impor tant problem. I 
think  tha t one of the major barr iers to care has clearly been an eco­
nomic one. And if people believe they are in debt as a result of coming 
to a provider, many people will volunta rily stay away un til they feel 
they have no other  choice, and then when the arm is broken or the 
appendix is hot, they feel they have no other choice.

The result is tha t when some diseases which may be amenable to 
early treatment and avoiding hospita lization begin the  first response 
of tiie patien t is: “I really can't  afford to go. I will probably get lietter 
anyway.” And if, in fact, we could support that  first contract when 
the patien t thinks something is wrong, I believe we could reduce sub­
sequent hospitalizat ion.

Now, that  is preventive in the sense you are preventing the hospi­
talization, but it is therapeutic or curat ive in the sense that the motiva­
tor is the patien t who has to come in when he th inks there is some­
thing already star ting wrong. There is one other aspect to what you 
say. That is, I think  we are at an age now where we can ta rget certain 
populations and certain  groups with certain expected frequencies for 
certain diseases. And I don’t remember seeing anything in this par­
ticular bill tha t would allow a clinic to in itiate  th at type of targe ting  
in health education, but I think that  responsibility really should rest 
with State  departmen ts and with regional health planning authorities
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to targ et groups and then the health education efforts themselves might 
reasonably be included as reimbursable.

Mr. P reyer. Maybe this has been covered, but I will just ask. Do 
you have any of the latest figures on how many poor people are cate­
gorically ineligible for medicaid ? What are the figures?

Dr. Allen. Well, in Tennessee we have a problem because in order 
to be eligible being poor is not adequate, you have to be categorically 
in one of  the medicaid categories to be eligible for medicaid. I don’t 
have tha t number, but I  can try to  get that  for you.

Mr. P reyeil AVell, just say in Tennessee, are there a lot or a few?
Dr. Allen. Are there a lot of people who are poor?
Mr. P reyer. And ineligible.
Dr. Allen. Poor and ineligible, I  would say that answer is clearly 

tha t there are large numbers who are poor but who are ineligible for medicaid.
Mr. Preyer. Thank you very much, Mr. Chairman.
Mr. F lorio. Thank you, Dr. Allen.
Dr. Allen. Thank you, Mr. Chairman.
Mr. F lorio. Next we have a panel;  Dr. Donald W. Fisher and Mrs. 

Connie Mullinix. Mre. Mullinix is accompanied by Connie Holleran.
T will allow you to decide who will go first.
Mr. F isher. Ladies first.

STATEMENTS OF CONNIE MUL LINIX, CHAIRPERSON-DESIGNATE,
COUNCIL OF FAMILY NURSE PRACTITIONERS, AMERICAN NURSE
ASSOCIATION; ACCOMPANIED BY CONNIE HOLLERAN, DEPUTY
EXECUTIVE DIRECTOR, GOVERNMENT RELATIONS DIVISION,
AMERICAN NURSES ASSOCIATION; AND DONALD W. FISHER ,
Ph. D., EXECU TIVE DIRECTOR, AMERICAN ACADEMY OF PHY­
SICIAN ASSISTANTS

Mrs. Mullinix. Mr. Chairman, I am Connie Mullinix, a certified 
family nurse practi tioner from Chapel Hill, X.C. I am here today 
as the chairperson designate of the ANA Council of Family Nurse Practi tioners .

M e are very pleased that you have been able to fit this hearing into 
your very busy committee schedule. I would like to submit a complete 
statement for the record and just highligh t briefly here.

Me support the bills, including the expansion to include medicaid.
You may recall tha t when this subcommittee held hearings on the 

current  Nurse Training Act, several nurse practitioners described thei r 
practices in rural Maine, urban Albuquerque, N. Mex., and rural North 
Carolina. At that time they advised you of the problems in regard to 
reimbursement and gave examples. They noted that a patient could not 
collect from insurance companies for clinic or home visits, but that 
there were no questions about taking that same pa tient to a hospital 
by ambulance and paying full hospital costs for care. Such care could 
be more humanely and much less expensively provided in the home or 
in a nearby clinic. It is such situations that you are now tryin g to 
correct, and we strongly support that effort.

Me believe that changes in reimbursement policies under medicare 
are long overdue to make possible the continuation of existing rural
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clinics and the development of new ones. In  fact, we support the re im­
bursement of health services such as those referred to in H.R. 8422, 
regardless of the setting in which they are delivered, rural  or urban. 
Such reimbursement policies should apply for all clinics, not just satel­
lite clinics. In fact we believe the services should be reimbursable in 
all settings.

Many isolated rural communities have not been able to att rac t or 
retain physicians, and therefore have come to rely on clinics as an 
alterna tive for delivery of health services. The continued existence of 
these clinics is endangered by curren t medicare regulations which pre­
vent reimbursement unless a doctor is physically present.

Medicare authorizes coverage of services provided by nurse prac ti­
tioners or physicians’ assistants only if the services provided are under 
physician supervision and if the service is incident to a physician’s 
service. Medicare res tricts  payment to “medical services.” No one ever 
seems to define what constitutes “medical services” or to explain why 
if those same services are provided by a nurse , medicare still calls them 
“medical services.” We do think this needs to be carefully reviewed by 
the Congress.

While we st rongly support the need for  legislation to permi t reim­
bursement to rural clinics, we recommend certain changes. We were 
pleased to see the change made by the Ways and Means Health Sub­
committee to substitute the term “primary  care practi tioner  for 
“physician extender” which was used in the o riginal version of the bill 
to re fer to both nurse practitioners and physician’s assistants.

We do believe it is unnecessary for the bill to make reference to su­
pervisory physician at all as it applies to nurses. We wish to emphasize 
the nurse practitioner  is licensed as an independent health professional.

In most States  the physician’s assistant functions under a licensed 
physician. On the other hand, a nurse is licensed and registered to prac­
tice by the appropria te State agency. The law does not place the regis­
tered nurse under the direct supervision of any o ther health discipline. 
In the past few years, 31 States have revised the ir nurse practice laws 
to accommodate the expanded role of the nurse practitioner. The other 
19 States have not found it necessary to change their law at this time.

A conservative estimate of nurses prepared to practice in this  ex­
panded role is 7,000. Of  tha t number, more than 2,500 are prepared as 
family nurse prac titioners able to provide a wide range of services to 
all age groups. Others are prepared in such specialities as geriatrics, 
school health, ob-gyn, pediatrics.

There is no question tha t the nurse prac titioner participates in the 
medical regimen of care by carrying out the appropriate medical o r­
ders of the physician and by coordinating the activities and efforts of 
other health personnel who part icipa te in the patie nt’s care at different 
intervals.

It  is also evident tha t a major portion of health  care includes health 
promotion and health  education, which the professional nurse does 
routinely.

In our complete statement I  have given several examples of my own 
experience.

We also believe the re must be a system of peer review and other 
quality  assurance mechanisms in operation so as to evaluate effectively 
the care provided by nurse practitioners. Standards have been devel-
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oped by the ANA for each specialty practice area, and adherence to 
these standards is considered essential to professional nursing practice.

We strongly urge that  you replace the phrase “physician extender” 
with “nurse practi tioner and physician assistant” or “primary health 
care provider" as was done by the Ways and Means Committee, and 
tha t you remove the requirement of M.I). supervision of the R.N. 
(nurse p ractitioner) and replace that language with “mutual ly agreed 
upon protocols and/or in accordance with State law.”

We think these changes are appropriate and do not weaken the bill. 
They are in keeping with the nurse’s legal responsibility  for her /his  
practice. The State nurse practice acts do guide the changing and 
evolving role of the professional nurse to meet society’s changing 
health needs.

As we have pointed out, nurse practitioners are legally liable for 
the ir practice, and they do carry their  own malpractice insurance.

We hope tha t the committee will find these changes acceptable. We 
feel strongly tha t th is legislation is very significant in helping to pro­
vide health- care and improve continuity of health care, and  we want 
to be able to support it all the way.

We appreciate- the opportunity  to appear here today and commend 
the committee for its attention to this significant legislation.

Mr. Florio. Thank you very much.
[Testimony resumes on p. 69.]
[Mrs. Mullinix’s prepared statement follows:]
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STATEMENT OF CONNIE MULLINIX, CHAIRPERSON DESIGNATE, 
COUNCIL OF FAMILY NURSE PRACTIONERS, AMERICAN

NURSES ASSOCIATION

M r. C h air m an , I  am C onnie  M u l l in ix ,  a  c e r t i f i e d  F am il y  N urs e 

P r a c t i t i o n e r  fr om  C h ap e l H i l l ,  N o rt h  C a r o l in a .  I  am h e re  to d a y  a s  th e  

c h a i r p e r s o n  d e s ig n a te  o f  th e  ANA C o u n c il  o f  F a m il y  N urs e  P r a c t i t i o n e r s .

' W ith  me i s  C onnie  H o l le r a n ,  d i r e c t o r  o f  th e  ANA W ash in g to n  O f f i c e .

We a r e  v e ry  p le a s e d  t h a t  you  h av e  b e e n  a b le  to  f i t  t h i s  h e a r in g  

i n t o  y o u r v e ry  b u sy  co m m it te e  s c h e d u le .  We th in k  t h i s  i s  a  m ost  im­

p o r t a n t  p ie c e  o f  l e g i s l a t i o n .  R u ra l h e a l t h  c l i n i c s  a r e  b r in g in g  e s ­

s e n t i a l  h e a l t h  c a r e  t o  a b a d ly  u n d e rs e rv e d  segm en t o f  o u r  p o p u la t io n .  

M e d ic a re  b e n e f i t s  f o r  r u r a l  s t a t e s  ra n g e  fr om  $95  to  $2 80  lo w er p e r  

r e c i p i e n t  f o r  r u r a l  th a n  f o r  u rb a n  a r e a s .  We a r e  m ost  e a g e r  to  s e e  t h a t  

c o n t i n u i t y  o f  fu n d in g  i s  a v a i l a b l e  to  th e  r u r a l  c l i n i c s .

You may r e c a l l  t h a t  whe n t h i s  su b co m m it te e  h e ld  h e a r in g s  on  th e  

c u r r e n t  N urs e  T r a in in g  A c t,  s e v e r a l  n u r s e  p r a c t i t i o n e r s  d e s c r ib e d  t h e i r  

p r a c t i c e s  i n  r u r a l  M ain e , u rb a n  A lb u q u e rq u e , New M ex ic o , an d r u r a l  N o rt h  

C a r o l in a .  A t t h a t  ti m e  th e y  a d v is e d  yo u o f  th e  p ro b le m s i n  r e g a rd  to  

re im b u rs e m e n t and  g av e  e x a m p le s . Th ey  n o te d  t h a t  a  p a t i e n t  c o u ld  n o t 

c o l l e c t  fr om  in s u r a n c e  com pan ie s  f o r  c l i n i c  o r  home v i s i t s ,  b u t t h a t  

t h e r e  w ere  no  q u e s t i o n s  a b o u t t a k in g  t h a t  same p a t i e n t  to  a  h o s p i t a l

♦ by  am bula nce  and  p a y in g  f u l l  h o s p i t a l  c o s t s  f o r  c a r e .  Su ch  c a r e  c o u ld
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be more humanely and much less expensively provided in the home or in a

nearby clinic. It is such situations that you are now trying to correct,
and we strongly support that effort.

We believe that changes in reimbursement policies under Medicare are 
long overdue to make possible the continuation of existing rural clinics

and the development of new ones. In fact, we support the reimbursement ,
of health services such as those referred to in H.R. 8422, regardless of 

the setting in which they are delivered, rural or urban. Such reimburse­
ment policies should apply for all clinics not just satellite clinics. In *

fact we believe the services should be reimbursable in all settings.

Rural clinics, which were established largely in response to a 

lack of physician services, can be found in numerous locations throughout 
the country.

Many isolated rural communities have not been able to attract or 

retain physicians, and therefore have come to rely on clinics as an 
alternative for delivery of health services. The continued existence 
of these clinics is endangered by current Medicare regulations which 

prevent reimbursement unless a doctor is physically present. In many 
instances, as you heard in our testimony on the Nurse Training Act, 
these clinics are actually run by one or two nurse practitioners. Yet 

their financial stability is constantly threatened by unrealistic
*reimbursement policies.
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In light of the federal funds that are spent to help prepare nurse 

practitioners,it seems very short sighted to restrict federal payment 

mechanisms in such a way as to discourage their most effective use.

Present federal law, with respect to reimbursement, does not 

prohibit private insurance from reimbursing rural health clinics which 

utilize non-physician personnel, and some states have had projects that 

have proven quite successful such as the Grand Island, Vermont - Blue 

Shield experimental reimbursement program. Many insurers, however, 

have chosen not to reimburse clinics. We think congressional action on 

this bill would also influence the private sector to change their policies 

in this respect. Under Medicaid, although states have the option of 

covering clinic services, only 27 states reimburse clinics. We hope you 

urge changes there as well.

Medicare authorizes coverage of services provided by nurse practitioners 

or physicians’ assistants only if the services provided are under physician 

supervision and if the service is incident to a physician's service.

Medicare .restricts payment to "medical services." No one ever seems to 

define what constitutes "medical services" or to explain why if those 

same services are provided by a nurse, Medicare still calls them "medical 

services." We do think this needs to be carefully reviewed by the

Congress.

While we strongly support the need for legislation to permit 

reimbursement to rural clinics, we recommend certain changes. We were
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pleased to see the change made by the Ways and Means health subcommittee 
to substitute the term "primary care practitioner" for "physician 
extender" which was used in the original version of the bill to refer to 
both nurse practitioners and physician's assistants. We were also 
pleased to see that the provision for physician supervision was changed 
from supervision of all services to supervision of "covered services" 
meaning medical services covered by Medicare. Many services provided by 
nurses are not in any way classifiable as medical, things such as 
diabetic teaching, teaching family members to care for the ill member, 
and so on. We believe it is unnecessary for the bill to make reference 
to supervisory physician at alias it applies to nurses.

As we pointed out in our testimony before the Ways and Means 
health subcommittee, there are distinct differences between the nurse 
practitioner and the physician assistant.

These differences relate to (1) definition, (2) educational 
preparation, (3) focus of practice, and (4) legal requirements.

The American Medical Association has defined the physician's 
assistant as a skilled person qualified by academic and practical 
on-the-job training to provide patient services under the supervision 
and direction of a licensed physician who is responsible for the per­
formance of that assistant."
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In most states, physician assistants are not licensed. The 

employing physician determines the scope of practice and what is to be 

delegated to the physician assistant. State laws and regulations of 

physician assistants codify the authority of the physician to employ 

physician assistants.

The nurse practitioner, as defined by the American Nurses'

Association Council of Family Nurse Practitioners and Clinicians, is a 

primary care provider prepared to give continuous, personalized care 

to the patient/client at the point of entry into the health care 

system, and to continue as the individual's care provider. The nurse 
practitioner is a registered nurse prepared in a degree-granting program 

or in a post-RN continuing education program.

A nurse practitioner's preparation consists of a specialized program 

of study beyond that required for RN licensure. It must meet the ANA 

Guidelines for Short Term Continuing Education Programs that prepare a 

nurse to function in an expanded role. Published guidelines include 

those written for pediatric, family, adult, school health, college 

health, and obstetric-gynecologic nurse practitioners. Programs range 

from 36-52 weeks in a continuing education program to programs granting 

baccalaureate and master's degrees.

The Divisions on Practice of the American Nurses' Association provide 

for certification of nurse practitioners. To date, more than one thousand 

nurses have entered the certification process.

9 8 -2 75  0  -  77 - 5



A nurse practitioner is an Independent licensed health care profes­

sional responsible and legally accountable to the consumer. The nurse 

practitioner is expected to make complex professional judgments on a 

wide range of patient care problems. These judgments can and often do 

mean the difference between life and death. Like other health care 

professionals, the nurse practitioner must carry personal liability 

Insurance.

We must emphasize that the nurse practitioner is licensed as an 

independent health professional. In most states the physician’s 

assistant functions under a licensed physician. On the other hand, a 

nurse is licensed and registered to practice by the appropriate state 

agency. The law does not place the registered nurse under the direct 

supervision of any other health discipline. In the past few years, 31 

states have revised their nurse practice laws to accommodate the 

expanded role of the nurse practitioner. The other 19 states have not 

found it necessary to change their laws at this time.

A conservative estimate of nurses prepared to practice in this 

expanded role is 7,000. Of that number, more than 2,500 are prepared 

as family nurse practitioners able to provide a wide range of services 

to all age groups. Others are prepared in such specialties as midwifery, 

geriatrics, school health, Ob-Gyn. and pediatrics.

For the most part, nurse practitioners practice in clinics, HMO's 

and group practices and have a collaborative arrangement with a physician
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A collaborative arrangement assumes whatever cooperation is necessary 

in the management of a patient's health problem. It is further assumed 

that a nurse practitioner functioning on her own has an arrangement 

with one or more physicians being available for consultation, and that 

the nurse can refer patients easily.

As Uwe Reinhardt, an economist at Princeton University, has observed: 
"if (nurse practitioners) must remain under visual supervision

(or authorization) of a physician, their special and specialty 

distribution will necessarily parallel those of a physician, and 

thus permit continued existence of gaps in access to primary

care."

In current practice, in most instances, the physician's signature for 

Medicare authorization for reimbursement is only that —  a signature.

For most patients (generally 80-902 of their practice), the nurse 

practitioner sees, assesses and treats with no direct physician involvement.

It is important to clarify that ANA is advocating physician involvement 

in the delivery of primary health care by nurse practitioners. We 

recognize the critical necessity of appropriately delivered medical 

care by a physician. There is much care only a physician can deliver.

If a nurse practitioner is to provide quality care, it is imperative 

that a colleague relationship be developed with a physician. Where
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there is overlap in services between the physician and the nurse 

practitioner, a mutually agreed-upon framework must be developed for 

the provision of joint care.

We not only support collaboration, consultation and referral 

between nurse practitioners and physicians, but recognize the absolute

necessity of this relationship if comprehensive health care is to be ,

provided. Nurse practitioners are ethically, legally and morally

committed to the right of consumers to adequate services. The physician

is the recognized expert in medical aspects of health care, the nurse

in nursing aspects. The roles of each are complementary and not

substitutive.

Nurse practitioners deliver care in a variety of settings including 

but not limited to homes, ambulatory care centers, health maintenance 

organizations, schools, industries and physician's offices. Statistics 

indicate that a large number of nurse practitioners are in rural states 

and the majority practice in clinics providing direct primary care.

There is no question that the nurse practitioner participates 

in the medical regimen of care by carrying out the appropriate medical 

orders of the physician and by coordinating the activities and efforts 

of other health personnel who participate in the patient's care at 

different intervals.
V
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It also Is evident that a major portion of health care includes 

health promotion and health education, which the professional nurse 

does routinely.

Many people with cardiac problems, hypertension or chronic 

respiratory ailments may go untreated because of a tendency to "live 

with" rather than seek help for early symptoms which are not acute. 

Nurse practitioners can make the difference in health care because 

they focus on early detection, health maintenance and prevention, and 

patient teaching and counseling.

Let me give you a few examples from my own experience:

M. W., age 70, comes into the clinic to see me for blood pressure 

check. Blood pressure runs about 210/120 only when the patient is not 

oh medication properly. With this regular check, I am able to help 

him regulate medication and reduce his blood pressure.

Mr. D. , age 67, works daily in a print shop. He will not go to 

the doctor because that connotes being ill, but he will come to seek 

care from a nurse practitioner for hypertension.

Mrs. J., age 65, has chronic leg ulcers. She became very 

depressed because her condition prevented her from returning to 

work. With the care of a nurse practitioner, she was able to have

chronic leg ulcers controlled. Because the condition was controlled,
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she was able to continue working long enough to be able to get her 

retirement benefits.

Mr. M ., age 72, has hypertension and asthma. In having the 

availability of a nurse practitioner, the patient could get medication 

changed as needed. The nurse practitioner has physician contact as

needed if further referral is indicated. *

Mr. M. , age 68, comes to the clinic for a yearly check-up. He 

has emphysema - a chronic respiratory condition. Frequently in the 

past, the patient has not come in until he had an infection. I have 

worked with him and his family regarding preventive care, and he now 

comes to the clinic before infection begins.

Though these examples relate to the elderly, my work involves 

patients of all ages. I would just like to mention here that I am 

an ANA certified family nurse practitioner.

We believe there must be a system of peer review and other quality 

assurance mechanisms in operation so as to evaluate effectively the 

care provided by nurse practitioners. Standards have been developed 

by the ANA for each specialty practice area, and adherence to these 

standards is considered essential to professional nursing practice.

b
In summary, the ANA does urge prompt enactment of this legislation 

(with certain changes) , in order to continue necessary health services

in underserved areas.
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We do feel that this particular bill is restrictive both in services 

covered (medical only) and in its restriction to certain clinics, but 

we hope it is the first step toward appropriate reimbursement for health 

services wherever they are needed, rural, urban or suburban. We would 

like to see medicaid programs also reimburse services provided by 

nurses including various types of nurse practitioners and nurse midwives. 

Nurse midwives, geriatric nurses and pediatric nurse practitioners are 

providing a lot of the health services provided under TITLE XIX.

We do urge that you replace the phrase "physician extender" with 

"nurse practitioner and physician assistant" or "primary health care 

provider" as was done by the Ways and Means Committee, and that you 
remove the requirement of MD supervision of the RN (nurse practitioner) 

and replace that language with "mutually agreed upon protocols and/or 

in accordance with state law."

We think these changes are appropriate and do not weaken the bill. 

They are in keeping with the nurse’s legal responsibility for her/his 

practice. The state nurse practice acts do guide the changing and 

evolving role of the professional nurse to meet society’s changing

health needs.

As we have pointed out, nurse practitioners are legally liable 

for their practice, and they do carry their own malpractice insurance.



68

We hope the committee will find these changes acceptable. We feel 

strongly that this legislation Is very significant in helping to provide 

health care and improve continuity of health care, and we want to be 

able to support it all the way.

We appreciate the opportunity to appear here today and commend 

the committee for its attention to this significant legislation.

####
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STATEMENT OF DONALD W. FISHER, PH. D.

Dr. F isher Mr. Chairman, members of the committee, I am Donald 
W. Fisher. I am executive director  of the academy of physician 
assistants. I am also executive director of the association of physi­
cian assistant programs.

We great ly appreciate the oppor tunity  to be here today to appear 
before you. I t is quite interest ing that we have been here a couple of 
times in the past, and we have never mentioned our really eternal ap­
precia tion to this committee; because as I review the litera ture I find 
tha t it was this committee in 1970 tha t really created the physician 
assistant concept and has supported i t ever thereafter. So, we certainly 
are appreciative of that.

We are also appreciative of your efforts today to expand the medic­
aid program to include the reimbursement for clinic service, especially 
clinics in the rural areas.

I would like to ask tha t my full statement be submitted for the 
record and what I would like to do is jus t summarize part s of it.

I think it is important when we talk about reimbursing in rura l 
medically underserved areas tha t we unde rstand what the role of PA 
is, what a P A training program is, what the cost implications of th is 
are, what this does to health access care, and what th e quality of care 
looks like.

So what I would like to do is take a couple of minutes to talk  to 
you about these things.

Fi rs t of all, I  th ink it is very im portan t that you note tha t physician 
assistan t is a health care provider. The practice is under the supervision 
and direction of a licensed physician. We now have about 44 States 
that  have passed enabling legislation in the United States to permit 
this practice, and without exception they do require supervision of the 
services rendered by a physician assistant.

This is primarily because the PA renders medical services which 
heretofore have been rendered by physicians and physicians only, and 
we feel that supervision is necessary to insure the continuity  of pati ent 
care and to assure the highest quality of care for those medical serv­
ices. We have defined the role of the PA, and this is available in con­
text and I would be glad to share it with the committee.

I think  the estimates are cpiite accurate that  a PA  can do, if uti l­
ized properly , in a HMO setting about 70 percent o f what a physician 
does on a daily basis. A lot of what a physician does also is in the 
realm of preventive care, and I think this is the direction we need to 
move toward as a country more and more in the near future.

Most PA ’s in this country hold baccalaureate degrees p rior to enter­
ing physician assistant training  programs and most have at least 3 to 
5 years’ experience involving direct patient care p rior to entering the 
program. The thing also important to note of the G,000 total PA ’s 
U.S.-wide, is tha t about half  are practicing in towns of less than 
50,000, and three-quarters of them are practicing in primary care. 
We have just completed a national survey, and I think it  is quite in­
terest ing to note tha t the physician assistant  concept has a migratory  
pat tern  into medically underserved areas, which exceeds th at of any 
of the  other professions we have lieen able to examine.
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We have about 50 physician training programs currently  matr icula t­
ing s tudents, a total  of about 1,300 students each year, throughout the 
United States. About half  the PA train ing programs are in medical 
schools. The other half  are in colleges and junior colleges, but all of 
them have a formal affiliation with  a health academic center. The PA 
programs average 24 months in length.

Since we are talk ing about expanding the medicaid program, we 
need to  look at cost. Our cost data is beginning to come in  now with 
much more regularity. It  took us a year or two to reach a level that  we 
could do some really good economic research. It  also took several years 
before we had a critical mass of graduates working to  really do some 
research tha t presented any data really worth reviewing. Bu t we have 
tha t now. We find that i t costs about one-fourth less to train a physician 
assistant  than it does to tr ain  a physician, about a quarter  of the cost 
for tha t training. I think  it is also important  to note if you look at 
physician equivalent manuals t ha t with a physician ass istant and phy­
sician starting in training at the same time, the PA can provide 2.6 
years of physician equivalent service before the physician can enter 
into practice. Of course, that is a substantial savings also in the health 
care delivery system.

We have also seen data coming in now from practice settings across 
the country where physicians having employed a physician assistant 
have not increased the ir per-pa tient  rate. In many areas I have talked 
to physicians who haven’t done this, who haven’t increased. I  have also 
talked to physicians who in fact lowered th eir per-pa tient rate.

Let us look at some data coming in from HMO, and of course we 
realize this is different than we are discussing in medical practice, 
HMO settings, Kaiser-Permanete  data  shows tha t we can save ap­
proximately $20,000 per year, in that  health care setting. Tha t is a 
significant dollar savings, especially when we are so concerned about 
cost as we are today.

We have also seen reductions in hospitaliza tion throu gh the use of 
physician assistants in primary care settings, and this data  is coming 
in now with much more frequency.

In terms of access to care, there is a wide distr ibution of  PA ’s in all 
50 States of the  United  States. As I mentioned earlier , the majority  of 
them are located in towns of less than 50,000. And having just re­
viewed the da ta that we gathered in the last 3 or 4 months, we find that 
there are a significant number of physician assistants in inner-city 
medically underserved areas.

Quali ty of care is not an issue. Almost all studies—I don’t know of 
any that, don’t—show tha t quality  of care is highly favorable when 
provided by a physician assistant. In some specific studies, 85 percent 
of the patients related that the rated PA ’s in deliver ing the care was a 
little  more competent and the PA  actually provided more competent 
care for what they were trained  in than the physician had provided, 
and I  think that is important.

Seventy-one percent of the pa tients  reported an improvement in care 
because of the physician-physician assistant interface. I think it is 
clear that the PA concept has really been successful, and I think i t is 
time that, we l)egin to recognize this a little bit more fully. I f  you review 
the available research, it  shows tha t the physician assistant concept has
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addressed  three major  issues concern ing  th is Na tio n’s he alt h care  
sys tem ’s pro ble ms : a red uc tio n in cost, an impro vem ent  in access, and 
a del ive ry of high  qu ali ty  care. I  wou ld like to conc lude  with some 
specific recommenda tion s fo r the leg isl ati on  t hat is be fore you.

We,  as an organiza tio n,  ap prec iat e yo ur  effo rts to  expand  the  
medicaid  prog ram, in th at you are  reall y at tempt ing to amend  it by 
looking a t t he  m edicare p rogram , specif ical ly H.R.  8422.

I  would  lik e to  make some com men ts tha t rea lly  rel ate  to  the  paym ent 
system, defin itio ns of a clin ic, an d so fo rth . I  a m sure th a t y ou will  see 
th at  t hey rel ate  d ire ctl y to the medicaid  program .

I th in k there  is subs tan tia l ag ree me nt with  th e people I  t alk ed  w ith  
th at  there  is a need  to  e xpand the medic aid  prog ram, th at  thi s ex pa n­
sion sho uld  inc lud e cost- rel ate d reimb urs em ent to clin ics  and ru ra l 
med ical ly underse rve d area s.

M y 2 organiza tio ns  were a paid of  the ru ra l coa lition of abou t 17 
organiz ati ons th at  end orsed a number of  pr inc ipl es  th at we fe lt were 
im po rtan t to be conside red  in th is  he al th  legi sla tion.

I  do have some recommenda tion s. F ir st , h av ing l ooked at  some me d­
ica lly underse rved areas,  a nd  ha ving  t rav ele d ou t into these are as pe r­
son ally, I  find th at  ma ny of  these are as  hav e few clin ics,  “c lini cs,”  as 
such —co mm unity  he alt h cen ters or  wh ate ver you wa nt  to call  them, 
publi cly  owned c linics.

An d, also I found while trav el in g in these medically  underse rve d 
are as th at  there are  a grea t numb er of  physicia ns who  have  tak en  it 
upo n them selves  to he lp relieve  th is  access problem  in the  medically  
und erserv ed are as  They h ave  done th is by expa nd ing thei r p rac tice, by 
em plo yin g physic ian  as sis tan ts a nd  nu rse  pract ition ers. I  th in k fo r th is 
reason we have  a fear  tha t if  you don’t t ake into acco unt those pr ivat e 
physi cia ns th at  are  de liv eri ng  care in the se areas, th at the y are no t 
go ing  to  be  encou raged to con tinu e th is extens ion  of t hei r pract ice  into  
the  medically  underse rve d area. So, ou r rec ommenda tion  is th a t the  
clin ic as such sho uld  be defined  so th at  a pr ivate ph ys ician’s office could 
qu al ify  f or  th at  reimb ursement .

Th ere  are  fa r more numb ers  o f pa tie nt s be ing  seen toda y in pr ivate 
physicians' offices in medically  underse rved are as th an  the re are  in 
clinics, according  to  w hat  defin itio ns of  clinics t ha t I  ha ve been able to  
find.

I th in k if  you are  go ing  to  do th is,  it is im po rta nt  th at  thes e ph ys i­
cians be able  t o have an op tio n to go wi th the  cos t-re lated rei mb urs e­
ment or  a n op tio n to go fo r fee -fo r-se rvice reimb ursement  mode.

I  th in k we s hould , if  our  goal is to provide  reimb ursement  fo r ser v­
ices to  ind ige nt  pa tie nts , allo w the physicians the  op tion to con tinue 
the  way they  h ave  in the  p ast  few years . I th in k we a re ask ing  a lot to 
get them t o buy a new  p ract iti on er , to  expand  th ei r pr ac tic e in  th is  way,  
and at the same time to expand  th ei r whole scope of  reimb ursement  
into a new sys tem, som eth ing  they  do n't  un de rst an d,  the y are not  fa ­
mili ar  wi th.  I th in k th is  op po rtu ni ty  fo r an option wou ld allow’ us to 
ob tain some more da ta , too. Al l of  us are int ere ste d in  cost. T feel  cost 
reimb ursement  will in essence infl ate  or  cost the  Fe de ral Gover nm ent  
more th an  the  tra di tio na l fee -fo r-se rvice reimb ursement , esp ecially  if  
you are  co nside rin g r ur al  areas . We need some d a ta ; an op tion fo r cost- 
reimb urs em ent wou ld pro vid e us with a da ta  base to  com pare 2 or  3
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years  down the road  to see which is more  cost efficient, to see which 
pro vid es more  he alt h care fo r less dollars .

I know I  have  h eard com men ts in  the past th at  we can’t e xpand, and  
we sh are  th e phi losophy o f th e Congres s and th e De pa rtm en t o f H EW  
th at there  are  some be tte r ways  in th is  countr y to  reim burse fo r ser v­
ices th an  a  t radi tio na l service. We un de rst an d th at . We supp ort them . 
But  we feel th at  an op tio n is im po rta nt  so we can allow tra ns ition , if  
you  will , i nto  a new system. We do n't  believe t hat fee- for- serv ice rei m­
bur sem ent  to med icaid pa tie nt s or  m edicare  pa tie nt s in medically  un ­
derserved  a reas w ould  lead  to  f ra ud  and  abuse. An d I  ha ve h ea rd  t ha t, 
as I  have de alt  w ith  th is issue fo r m any  ye ars  now , i f a person is goin g 
to  be taki ng  a dvan tag e of  t he Fe de ral  reimb urs em ent prog ram s he or 
she is g oing to do it  w he the r he o r she h as a P A  o r has  reim burseme nt 
or  not .

Mr. F lorio. D r. Fi sh er , I am go ing  to  h ave  to in te rr up t y ou at  th is 
time . The bells have rung , and wh at we are  go ing  to do is tak e a 10- 
minute recess, go vote,  an d then  come back.

[B rief  recess.]
Mr. F lorio. If  we could proceed.
Mr.  Pr ey er  offers his  opologies.  He  has tw o othe r mee tings. T hat is 

a common fa ili ng  around  he re.
Proceed, Dr.  Fisher.
Dr . F ishe r. I  j us t h ave  a  couple  mo re recommenda tion s.
One  recommenda tion  rel ate s to  physician  sup erv isio n. We feel th at  

physici an  sup erv isio n and review of the ac tiv itie s of  physicia n ass ist ­
an ts and nurse prac tit ione rs  sh ould be r equ ired, bu t lim ited t o med ical  
fun ctions. We d on 't t hi nk  t hat sup erv isio n should  r equ ire  th e immedi­
ate  presence  of the physicia n.

I  also w ould like  to reco mmend th at the def ini tion  fo r ru ra l th a t is 
in Se na tor Cla rk ’s bill , S. 708, be the  one th at  wou ld be used by th is 
medicaid  bill,  and we are  also ma kin g th at  recommenda tion  to  H.R.  
8422 in  th at  it  sho uld  be defined as nonurbanize d areas,  the  50,000 
po pu lat ion  or less. One othe r reco mm end atio n we have is th at  we 
would  like to  see th e wo rds  “physic ian  as sista nt ” and “nurse pr ac ­
ti tion er ” subs titute d fo r physi cia n ex ten der and also subs titu ted  fo r 
pr im ar y healt h care prac tit ione r. We would like  t o see the  t erm s th at  
have become alm ost  definable now in  the State s across the  Un ite d 
States , phy sic ian  ass istant and nur se prac tit ion er .

We wou ld l ike no t to have  to  get  in  and  redefine  some new term s. W e 
feel physi cia n assis tan ts sho uld  be cert ified  by the Na tio na l Com mis­
sion  on Certif ica tion of Ph ys ic ian’s As sis tan ts to be elig ible  fo r the  
reim bursement,  and nurse  prac tit ione rs  sho uld  be cert ified by the 
Nu rse  Pr ac tit ione rs  Ass ociatio n, or  by  NC CP A which is the Na tional 
Com mission  on Ce rtif ica tion of  Ph ys ici an ’s Assis tan ts of  which the y 
hav e the option.

I have  some da ta  on costs  of  wh at we exp ect  th at  th is  migh t cost  
me dic are  and med ica id pro gra ms . I would be gla d to sub mit th is  to 
you fo r the com mit tee’s consider ation at  a la te r dat e. I  certa inl y ap ­
prec iat e the  op po rtu ni ty  t o be her e to spe ak and ag ain wa nt  to th an k 
you fo r the  su pp or t th is com mit tee has given fo r P A ’s

Tha nk  you.
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Mr. F lorio. W ithout  objection, both statements will be entered in 
the record in full as well as supplementary materials  you may desire to 
submit to the committee.

[Testimony resumes on p. 82.]
[Dr. Fisher’s prepared statement follows:]
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STATEMENT 
TO THE

SUBCOMMITTEE ON HEALTH & THE ENVIRONMENT 
COMMITTEE ON INTERSTATE AND FOREIGN COMMERCE

HOUSE OF REPRESENTATIVES

BY THE AMERICAN ACADEMY OF PHYSICIANS’ ASSISTANTS 
ON

REIMBURSEMENT CF RURAL HEALTH SERVICES UNDER THE MEDICAID PROGRAM
Ju ly  29,  1977 ’

I  am Donald W. F is her , Ph .D ., Execut ive  Direc to r o f th e American Academy 
of  Ph ys ic ian s' A ss is tant s and th e As socia tio n of  Phys ici an  A ss is ta nt  Programs. e
I  ap pr ec ia te  th is  op po rtu ni ty  to  share  wi th you my concerns about th e pr ov isi on s
of hea lt h  ca re to  c it iz en s li v in g  In  ru ra l and medica lly  under served  areas
throug hou t the Uni ted S ta te s.

The Ph ys ici an  A ss is ta nt  pro fe ss io n shares  with  th e Congress i t s  conce rn 
ove r the ev er -inc re as in g co st  of del iv er in g hea lt h  se rv ic es  to  th e peo ple  of  
th is  na tio n.  We ar e eq ua lly  con cern ed about and ccran ltte d to  th e prov is io n of  
prim ary  he al th  se rv ic es  th a t ar e eas il y  ac ce ss ib le  to  th e aged and me dic ally de­
pr iv ed  po pu lat ion s In  our  ru ra l towns and urban ce nt er s.

We be lie ve  th at th e u t il iz a ti o n  of  ph ys ic ian a ss is ta n ts  by qua li fi ed  ph ys i­
cian s can help slow th e sp ir a li n g  co st  of  med ica l ca re , wh ile  ex ten din g the access 
of ca re  to  more peo ple  than  ev er  be fo re . In  fa c t,  our li te ra tu re  is  re p le te  wi th 
a r ti c le s  te s ti fy in g  to  the many benef it s of  PA u t il iz a ti o n  In  va rio us  part s of th e 
coun try . However, one major stumbling  blo ck s t i l l  ex is ts  th a t i s  de lay ing  th e 
optimum u ti li z a ti o n  of  ph ys ic ian a ss is ta n ts , and th a t i s  the lack  of  Medicare and 
Medicaid reimbursement fo r se rv ic es  ren der ed  by ph ys ic ian a ss is ta n ts .

MEDICAL CARE AND THE PHYSICIAN ASSISTANT IN THE UNTIED STATES
The United S ta te s Congress has , in  th e pas t si x  yea rs , act iv ely  promoted 

th e tr a in in g  and development of  ph ys ic ian a ss is ta n ts  (PAs). The Corp reh ensiv e 
Health Manpower Tra in ing Act of  1970 was re sp on sibl e fa r th e development  of  42 
ph ys ic ian ass is ta n t tr a in in g  programs whose grad ua tes would a s s is t  prim ary ca re  
ph ys ic ians  by prov idi ng  ro ut in e me dic al and hea lth  ca re  se rv ic es  in  und erserved 
ar ea s.  The Health  Professio ns  Ed ucational As sis tan ce  Act of  1976 au thor ized  con­
ti nua ti on  of  fe der al  sup por t fo r ph ys ic ian a ssi st an t programs. I t  sho uld  be
po in ted cu t th a t the U.S. Department  of  HEW has  funded ph ys ic ian a ss is ta n t tr a in in g  *
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and r ese arch to  an amount over 48 mill ion do llar s.
The Congressional suppor t, ci te d above, coupled with organized  med icine's 

recogn itio n of the  need fo r formally traine d ass is ta n ts , has been res ponsi ble  fo r 
the  tra in in g and development of  phy sici an as si st an ts . In 1970, the  American 
Medical Associat ion defi ned  the  phy sici an as si st an t as " . . .  a sk il le d person qu ali ­
fie d by academic and p ra ct ic al  trai ni ng  to  provide pa tien t ser vic es  under the  
superv isio n and di re ct io n of a licens ed phy sici an who Is  responsible  fo r the  per­
formance of th at  as si st an t. " In 1971, Education al Essenti als^ -!] were Jo in tly 
developed by the  American Medical Assoc iation,  the  American Academy of Family 
Phy sici ans , the  American College of Phy sic ians, the  American Acadeny of Ped ia tr ic s,  
the  American Academy of Phy sici ans ' Ass is tant s, and the  American Socie ty of In te rn al  
Medicine. Through t h is  ac cred ita tio n mechanism, more than  50 programs have been 
acc red ited  to  da te.  In 1973, the  National  Board of Medical Examiners adminis tered  
National Ce rti fyi ng  Examinations and continues  to  do so under the  auspice s of  the  
National Caimission on Cer ti fica tion  of Ph ysi cia n's  As sis tan ts.  Over 40 st at es  
have enacted le gi sl at io n prov iding fo r the prac tic e of  physici an as si st an ts  with 
le gi sl at io n cu rre ntl y preposed or pending in  the  remaining st a te s.  In 1973» the  
Se cretary's  Cannission on Malprac tice st at ed  th at  the  then  growing concern over 
mal prac tice  should not be a de terren t to  the  u ti li za ti on  of physici an as si st an ts .

PHYSICIAN ASSISTAI7T IMPACT
Economics of Care:

Educational cos t da ta fran  the Natio nal Center of  Health Serv ices  Research 
(NCHSR) on phys icia n as si st an ts  show the  education cos t to  be 15,100 do llar s per 
yea r. 1-2] The cos t of producing  a physician  as si st an t is  les s than 1/4 th at  of 
pre par ation of a graduate  ph ys ic ia n.^ ] W er t's ^]  da ta shows th at  a PA can provide 
2.6 year s of phy sici an equ ivalen t service s before  a phy sici an who simultaneously  
began hi s medical educ ation can begin pr ac tice . Moreover, Record^ ] est imates a 
saving  of $20,000/PA/year in  an HMO se tt in g. Peterson1 J and hi s coll eagues  have 
shown very sign if ic an t reduct ions in  ho sp ita liz at ions  through the use of  PA st af fe d 
ambulatory care  cl in ic s in  a major VA ho sp ita l.

Access to  Care:
----------------T7T F81Record1 J and H il l1 in  sep ara te stu dies  have shown th at  the  outp uts of  primary 
care se rv ice s are  sim ila r fo r both  physici ans  and phys icia n as si st an ts . Moreover,
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S c h e ff le r^  and Fisher' -1 0 -' rep ort  wide di st ribu tion  of  PAs throughout a l l  50 st at es  
with a major ity of FAs in  primary care  se tt in gs . Sixty (60) percen t of PAs are  in  
cc mun iti es  of les s than  50,000. For example, in  Oklahoma, 62.2% of program graduates 
are  in communities of less  than 25,000; in  Utah, 72% of program gradu ates  are  in  
ccnrun iti es  of les s than 25,000, and in  Washington, 57-7% in  can nun itie s of les s 
than  20,000. Also, sign if ic an t numbers of physici an as si st an ts  are  working in 
inner ci ty  areas. The recent  he alt h manpower le gi sl at io n not only authorizes funds 
fo r physici an as si st an t tra in in g and National Health Serv ice Corps Sch olarsh ips , 
but al so  req uir es th at  pa rt  of each Area Health Education Center include  tra in in g 
fo r phy sici an as si st an ts  or nurse pr ac ti tion er s.  Also, i t  appears th at  the  Health  
Resources Administration has decided th at  new funding fo r the se cente rs w ill  be 
di recte d at inner ci ty  urban are as.
Quality of Care:

Numerous stud ies, N el so n/ 1 1  ̂ Pm dy J1 2 -' Henryl-1 3  ̂ and Norbrega'-1 ^  have shown 
th at  job acceptance,  as a functio n of qu al ity,  is  high ly favorable . For example, 
Nelson found th at  more than 85% of  pa tien ts  ra te  PAs as high ly competent and pro­
fe ss io na l, and 71% repo rt improvement in  the  qu ali ty  of  care. Record repo rts  no 
sign if ic an t dif fer ences in  mo rbidit ies  or outcomes in  primary care  service s delivered 
by MDs and PAs. More imp ortant ly, B.J.  Anderson, J.D. (S ta ff , American Medical 
Associa tion Legal Council) state d th at  as a re su lt  of decreased wait irg  time , in­
creased ac ce ss ib il ity to  professio na l care  and ov eral l pa tie nt  sa ti sf ac ti on , i t  
appeared th at  the  inc lus ion  of a physician as si st an t in  a pr ac tic e was an excellent 
de te rren t to  the  ever pre sen t th re at  of mal prac tice .

RESEARQLSHQWS-THAT THE PHYSICIAN ASSISTANT
CONCEPT HAS .BEEN. SUCCESSFUL  IN  ADDRE S S ING THE THR EE MAJOR ISSU FS  CONFRONTING  TUT

THE IMPEDIMENT: MEDICARE, PART B
In sp ite of evidence th at  the  physician  as si st an t concept has been suc cessf ully 

address ing major na tio na l he alt h problems, fu rthe r deployment of physician  as si st an ts  
in to  underserved areas is  being ser iou sly  impeded by the  cur ren t Medicare Law 
(T it le  XVTII (Section l86l  (s )(2 )(A)) , i t s  ru le s and regu la tio ns , as we te st if ie d  
befo re the Senate Finance Subcommittee on Health on Ju ly 21, 1977.
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Excerpts from th e Medicare Act and Pa rt B. Intermediary Manual reve al the  
problem:

T it le  XVIII Sec. l8 6l  (s ) : "The term ’Medical and Other Services' 
means any of the  following  items or  se rv ic es .. . (2) (A) Serv ices and 
Sup plie s. . .  furni shed as an inc iden t to  a ph ys ic ian 's pro fes sio nal 
se rv ice,  of  kinds which are  cormonly furn ishe d in  ph ys ic ian 's of fic es  
and are  cormonly ei th er  rendered without charge or  included in  the  
phy sic ian ’s b i l l s . . . . "
Part B Intermediary Manual, Sec. 6103 (B): " . . .  ther e is  no p rov isio n
under Part B which autho rizes coverage of the  service s of physici an 
as si st an ts  as independent p ra ct it io ner s,  the  only basis  fo r covering 
th e ir  service s under Par t B would be as service s furn ishe d inc ide nt 
to ' a physi cia n’s pro fessi onal serv ice  and one of  th e .. .re qu ire men ts. .. 

i fo r serv ice s to  be covered under th is  pro vis ion  is  th at  they must be 
of kinds th at  are 'cormonly fur nished ' in  ph ysicians' of fice s.  Thus, 
the  performance by a phy sici an ass is ta nt of service s which tr ad it io nal ly  
have been res erved to  physici ans  cannot be covered under Part B even 
though a l l  the  othe r 'in ci den t- to ' requi rements are  met."

The curre nt at te nt io n drawn to  the  "non-reimbursement" po lic y has had negative 
impacts in  ru ra l underserved areas of th is  nation. Without reimbursement fo r 
ser vic es performed by phy sici an as si st an ts  pr ac tic in g in  area s with lar ge  numbers 
of  Medicare re ci p ie nts , physici ans  cannot aff ord to  employ a phy sici an as si st an t 
even though the po te ntial  be ne fit s to  pat ie nt s are  well recogn ized. Physicians 
have had to  sharply  cu rt a il  the  u ti li za ti on  of th e ir  PAs when Medicare would not 
reimburse the  enploying phy sici an fo r th e ir  se rv ice s. Many program di re ct or s fe ar  
th at  th e ir  graduates w il l be forced in to  af flue nt  suburban or in st it u ti onal prac­
ti ces because the  enploying phy sici an cannot be reimbursed fo r ser vic es sa fe ly and 
leg all y delega ted. Most imp orta ntly , many Medicare re cipi en ts  are  having to  pay fo r 
the  delegated service s out of th e ir  meager incomes.

In summary, in the  pa st decade, we have seen the development of a new he alt h 
pro fession with an ac cred ita tio n mechanism which is  recognized  by the  Off ice  of 
Education (CHEW); cert if ic ati on  mechanisms through the  National Ccjrmission on 
Cer ti fica tion  of Ph ys ici an 's Assis tan ts and le gis la tion in  43 st at es  gra nting
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statut or y recogn itio n fo r th is  profe ssion . The evidence ex is ts  th at  physicia n 
as si st an ts  may reduce the  ph ys ic ian 's ri sk  of medical negligence  by improving 
the con tinuity of care. Research does ex is t which confirms exce lle nt  pa tie nt  accep­
tance of  phys ician ass is ta nts , th a t physicia n as si st an ts  are  improving access to  he alt h 
care by p ract ici ng  in geographical areas de fic ient  in  he alt h manpower, physician 
as si st an t pro ductivity -  with in th e ir  ro le  -  is  ccrp arable  to  phy sic ian  pro ducti ­
v it ie s , and th at  the  po te nt ia l fo r reducing the  cos t of he alt h care  is  pre sen t 
with  the  u ti li za ti on  of phy sici an as si st an ts .

RECOMMENDATIONS
Mr. Chairman, we fu lly suppor t your ef fo rt s to  expand the  Medicaid programs 

to  include  reimbursement to  cl in ic s loca ted  in  ru ra l medically underserved are as.
In th at  HR 85̂ 3 is  an amendment to  HR 8422 which es tabl ishe s secti on  1833 (A)(3) 
of T it le  XVIII, we would lik e to  make sev era l catments and recommendations which 
sp ec if ic al ly  impact on the  proposed expansion of the  Medicaid Program (HR 8543).

I t  seems to  me th at  the re  Is  su bs tant ia l agreement th at  the permanent expan­
sion of the Medicare and Medicaid program should Include co st -rel at ed  reimbursement 
to  cl in ic s loca ted  in  ru ra l,  medically  underserved  area s, in order to  cover the  
he alt h care ser vices of phy sic ian  as si st an ts  and nurse  pr ac ti tion er s.

I f  the  bas ic ob jec tive of HR 8543 and HR 8422 is  to  make he alt h services 
more av ail ab le to  medically-needy ci tize ns  provided  th at  ov er -u til iz at io n of he alt h 
ser vic es  and program abuse is  not enlarged upon, we fe el  seve ra l changes are  in  
order.

F ir s t,  many medically underserved ru ra l and urban areas have few "c lin ic s"  
as such — canmunity h ea lth  cente rs th at  are  publi cly  owned and operated . Many 
physicia ns have responded to  the  access problem in  smal l ccnnun ities and urban 
se tt in gs  by u ti li z in g  physician as si st an ts  and nurse  pra ct it io ne rs  to  provide care  
fo r the  res iden ts of these underserved areas.  I t is  our fear  th at  th is  tren d of 
physicians providing  increased access to  care  by u ti li z in g  physician  as si st an ts  
and nurse pr ac ti tion er s in  these areas w ill  be discouraged in  the  fut ure i f  these 
physicians cannot be included in  the  de fini tion  of c li n ic  and i f  they do not have 
the option to  rece ive  co st -rel at ed  reimbursement or fe e- fo r-s ervice  reimbursement 
fo r the  services of th e ir  phy sici an as si st an ts  or nurse pr ac ti tioner s. ' We unders tand



the  pre ference of  many members of Congress and of the  Department of Heal th,
Education and Welfare to  move In the  di re ct io n of a pro spective, co st -rel at ed  
or ca pi ta tio n approach. However, I f  your ob jec tiv e is  to  respond to  the  geo­
graph ic Imbalance of he alt h se rv ices , the  important ro le  played by the  pr iv ate 
phy sici an should not be Ignored.  We reccnmend th at  Congress def ine  "c lini c"
In such a way th at pr iv ate physici ans  In ru ra l and urban medically  underserved 
areas be el ig ib le  fo r reimbursement fo r the se rv ice s of the  phy sic ian  as si st an t 
and nurse pra ct it io ner  they  errploy. Furth er,  we reccnmend th at  sp ec ifi c language 
be added to  HR 85 3̂ or HR 8422 to  allow the se phy sici ans  an opti on to  choose cos t 
reimbursement reasonab ly re la te d to  providing the covered ser vic es or fe e- fo r-  
ser vic e reimbursement. The reimbursement ra te  fo r the  fe e- fo r-s ervice  option should 
be equ ivalen t to  the  ph ys ic ian's usu al and customary ra te . Physicians th at  se le ct  
th is  option over the  co st -re la ted cl in ic  reimbursement should not be permit ted  to 

employ more than  two ph ysician  as si st an ts  or nurse pr ac ti tion er s.
Second, we firm ly believe  th at phy sici an superv isio n and rev iew of the  ac ti v i­

ti e s  of phy sic ian  as si st an ts  or nurse pra ct it io ner s should be req uir ed  and lim ited 
to  medica l se rv ice s. Supervision should not requ ire  the  presence of a physi cian, 
but should en ta il  the  pre parat ion  of  writ ten pro toc ols  fo r medica l care  and tr e a t­
ment th at  are  mutua lly agreed upon by the  superv isin g physician and the  phy sici an 

ass is ta nt or nurse pr ac ti tione r.
La stl y, we be lieve  th at  the  term "primary care  pr ac tit ione r"  in  HR 8422 should 

replaced with phy sic ian  as si st an t and nurse  pr ac ti tioner . Phys ician as si st an ts  
should be cert if ie d  by the  Natio nal Ccnmission on Cer tif ic at io n of  Ph ysi cia n's  
Ass is tant s, and nurse pra ct it io ne rs  should be cert if ie d  by ei th er  the  Natio nal 
Caimission on Cer ti fica tion  of Ph ys ici an 's Assis tan ts csr the  American Nurses' 
Associa tion . The Sec reta ry of HEW should review the  ce rt if ic ati on  requirements 
one year from the  da te of passage and, i f  necessary  to  insure  high  qu al ity  he alt h 
ca re , se t new sta ndards of e li g ib il it y . Reimbursement should be permit ted  pri or 
to  fu ll  cert if ic ati on  in  st at es  where service s may be provided  in  th is  st ru ctur e.

Thank you very much fo r th is  opportunity  to  pre sen t my views on t h is  subjec t.

I hope you and your s ta ff  w il l ca ll  on me fo r any ass ist ance  I may provide.



80

REFERENCES

1. "E ss en ti a ls  of an Approved Edu cati ona l Program fo r the  A ss is ta nt  to  the 
Primary Care Phy sici an"  American Medical  Assoc iat ion  Council on Medical 
Edu cation, 1971.

2. Report on "Nurse Pra ct it io ne rs  and Phy sician 's Ass is tant s Train ing  and 
Deployment Study", Na tion al Center  fo r Hea lth Services Research, Health 
Resources Admin istr atio n, Dept. of  Health , Educat ion and Wel fare,  September 
30, 1976.

3. In s ti tu te  of  Medicine, Nation al Academy of  Scie nces. "The Cost of  M«l ical 
Edu cati on" , 1975.

4. Wert, Frank , Fn.D., "Economic Comparison of  M.D.:P.A. Tra inin g Costs" , 
Discu ssion Paper,  1976.

5. Record, Jane  Cassels , e t a l . ,  "Cost Ef fec tiv eness of Fn ys ic ian's Assoc iates:  
Kaiser-Pernun ente Experience", Ka iser Foundation Health Services Research 
Ce nte r, Po rtl and, Oregon, Unpublished Paper pre sen ted to  the  Hea lth Econ­
omics Org aniz ation, American Economics Assoc iat ion , Da llas, Texas, 1975. 
Research performed under DHEW Co ntract  No. N01-NB-44173.

6. Pe ter son, R.L. , Pooreson, R ., Fa sser , C.E. and Luchi, R ., "Cost Renefits 
of  P.A. Sta ffe d Anbulatory C lin ic s. ",  Submitted fo r pu bl icat ion,  January, 
1977, The P.A. Jo ur na l.

7. Record , Jane  Casse ls, e t a l . ,  "Ev olution  of  a Ph ys ic ian 's Ass is tant  Program 
in  th e Kaiser-Permanente System: Pol ic ie s,  Pr ac tic e Pa tte rns and Quality 
of  Care", Kaiser Foundation He1 th  Services Research, Portland, Oregon, 
Unpubl ished Paper, pre sen ted  to  the 4th  Annual Conference on New Heal th 
P ra cti ti oners , At lan ta,  Georgia , Apr il , 1976. Research supported  by DHEW 
Co ntract  No. NO1-NB-44173.

8. H il l,  Robert F ., Fh.D ., e t a l .,  "The Ph ys ic ian's Ass is tant  in  a Rural 
S a te ll it e  Cl in ic : Report on an Evalu ative  Case Study of  U ti li za tion , 
Acceptance and Economics", The P.A. Journal ,  pp 165-177, Fall , 1975.

9. Sch ef fl er , Richard, M., Ph.D., "C ha ra ct er is tics  of Ph ys ic ian 's .As sis tan ts:
A Focus on Sp ec ial ty" , The P.A. Jo ur na l, pp 30-41, Spring, 1975.

10. Fi sh er , Donald, ftt.D. Unpublished Pape r.

11. Nelson, E.G. , e t a l . ,  "P at ient  Acceptance of  Ph ys ic ian's Ass is tant s"  JAMA, 
228:1 pp 63-67, 1974.



REFERENCES (Con t .)

12. Pondy, L .R ., e t a l . , "A Stud y of P a ti en t Accep tance of th e P hy sic ia n 's  A ss is ta n t" , Pro c. of 3rd Ann. Conf,  of  Physi c ia n 's  A ssi st an ts , Difte Univ . 
Mad. Ce nter , Durham, North  Car ol in a,  1970.

13. Henry, R.A ., "Use of P hysi c ia n 's  A ss is ta n ts  in  G il ch ri s t County, F lo ri da.  
He alth Serv.  Rep. 87 (8 ): 687-692 , 1972.

14. Ho lshous er,  James E . , J r . ,  Governor of  North  Car ol in a,  "S tatemen t to  the 
Subcommittee on Hea lth  o f th e Conmitt ee on V.’ay s and Means, U.S. House of  
R ep re se nt at iv es ",  pre se nte d on Ju ly  23, 1976.



82

Mr. Florio. I  have some questions I would like to ask but rath er than  
begin them and then go vote I will vote now and be back as soon as 
possible.

[Br ief recess.]
Mr. Florio. Ladies and gentlemen, I would like to reconvene the 

hearing.
Jus t for everyone’s information, what is happening is that we are 

having a series of votes this morning. It may be a little  disruptive.
I have a couple of questions I would like to ask and will make them 

brief, perhaps more so than I would have liked.
You stated, Doctor, the degree of supervision should be confined 

only to medical functions. As defined by whom?
Dr. F isiikr. Well, I  think in many of the practices there are estab­

lished writ ten protocol and procedures. I think  that needs to be defined 
co-jointly between the physician, nurse practi tioner  and the physician.

Mr. F lorio. On a State basis or-----
I)r. F isiier. As f ar as PA’s are concerned, many of these are being 

defined on a State  basis. The type o f rules tha t are being promulgated 
are such that  the State medical board actually sits down and defines 
those things which PA 's cannot do and can do in some instances, and, 
of course, that is statewide.

Mr. F lorio. When we get a State medical board defining it, that is 
really no t conducive to negotiation of any sort, is it  ?

Dr. F isiier. Well, it is such a new concept and so few PA’s are out 
practicing in States where it is actually negotiated—in many cases 
these are promulgated in public hearings. The physician nurse prac­
tition er and physician team will come into the office of the S tate medi­
cal board and actually discuss these rules and regulations , so there is a 
lot of input by the practitioners. Then they have been amended and 
do finally get amended on a regular basis.

Mr. F lorio. With  regard to both areas, nurse practit ioner and physi­
cian assistant, what percentage of both specialties or both professions 
currently are involved in working in a hospital setting? Do you have 
any substan tial percentage of you people working in a clinical 
setting?

Dr. F isiier. I don’t for nurse practi tioners; maybe they do.
Mrs. Mullinix. I  can speak very specifically for my State. I would 

say less than 10 percent are working in hospi tals within North Caro­
lina. Now, within the hospitals that  also includes outpat ient depa rt­
ments so they are primarily  giving primary care—very few in 
hospitals.

Dr. F isiier. I  would say for P A’s nationwide our data indicates that  
between 10 and 13 percent are employed by hospitals. Our recent data 
indicated about 39 percent of physician assistants have privileges in 
hospitals, so they can actually go around and take care of patients 
in hospitals.

Mr. F lorio. You say the balance of physician assistants are actually 
employed in doctors’ offices?

Dr. F isiier. T hat  is correct.
Mr. F lorio. So there would be very few, if any?
Dr. F isher. Very few.
Mr. F lorio. In true clinic settings as of now ?
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Dr. F isher. Tha t is correct.
Mr. F lorio. I would like to comment on a statement you made about 

the cost of a physician's assistant being approximately  one cost. The 
cost is believed to lie approximately one quar ter of the  cost of the train ­
ing of a physician. I wonder if in fact th at  is misleading in terms of the 
ultimate  benefits to be derived for society. One of the deficiencies in­
volved with cost containment in preventive health is insufficient 
medical education. The physician extender service may be involved in 
that medical educational component of the health delivery service, 
thereby, put ting  more time in utiliz ing this service. Tha t time would, 
of course, be made up with the reduced cost.

* Rut I don’t think we should hold out these specialities as being cost 
saving in the  absolute dollars it may very well be that  we are going to 
get more health benefits for  our hea lth dollar,  but I  figured i t would be 
misleading to say that by adopt ing greater emphasis upon the extender

*" concept tha t we are talk ing  about reductions  in dollars.
Am I s triking any kind of a responsive cord ?
Ms. H oli.eran. I would like to speak on that and say that we agree 

there has been a lot of pressure in the evaluation studies being done, 
on the number of patients being seen in so many minutes, and with 
the kinds of teaching and prevention and tha t kind of primary care 
tha t we th ink is being denied people in the present system, an over­
emphasis on cost could be harmful.

Mrs. Mullinix. I would also like to add th at the doctor with whom 
I work and I think  our clients get better care f rom both of us rath er 
than either singly. The patien ts gets more of my time, preventive 
services and monitoring;  when they need the specialized care of the 
M.D. they see the Doc. With  this arrangement, we are able to see 
more patients.

Mr. F lorio. I see. You made reference to your inner-c ity experience, 
and there seems to be a number of physicians assistants in the inner 
city. The more we go through the bill, the more we find out tha t the 
problems that are common to rura l areas are also common to the 
inner-cities. Malnu trition  and lack of health education facilities are 
a few examples. I am start ing  to question the rationale  for even dealing 
with this problem on a rural  basis. I f there is a common problem why 
not deal with it on a rural  as well as an inner-city basis? Are there 
any specific problems not common to the inner city ghetto, which

* would just ify trea ting  the problem only on a rural  basis?
Mrs. Mullinix. We would very much like to have services for all 

people.
Dr. F isher. Yes, I m ight point out th at we are very strong advocates 

of not just limit ing this to rural . We would like to see as much of it 
urbanized as possible. We see tha t some of the data  coming in is tha t 
a person in the inner-city area who does not have access to care, would 
use the emergency room ; and if they bill for this service, that is quite 
expensive, and you are paying a lot more for tha t emergency room 
service than if the clinic or privately supported office were used. We 
support that.

Mr. Florio. We talk about reimbursement in medically under­
served areas. We suggest the need for option cost related reimburse­
ment as well as a fee for service. If  we are going to talk about cost
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conta inm ent which is very im po rtan t an d absolute ly esse ntia l in 
ter ms of deali ng  wi th the he al th  problems of  the na tio n, cos t-re lated 
reimb ursement  seems to  me one of  the  big  breakthrou gh s. I am ju st  
no t sure adop tin g a fee-for-se rvic e con cep t in the clinical se tti ng  is 
des irab le. You sta ted th at physicia ns might  find it  diff icult to comp re­
hend  or  ad ju st  to cost -re lated reimbursement .

I  find th at  very difficu lt to accep t. I th in k th a t the y are go ing to 
be able to ge t used  to it  a nd  c ert ain ly  be able  to  u nd ersta nd  i t wi thou t 
an y difficulty. I wou ld ju st  like  a bi t of thou gh t fro m bo th of  you 
as to wh eth er a clin ica l se tti ng  on  a fee-for -ser vice basi s would rea lly  
go towa rds  ma xim izing  th e he alt h bene fit fo r the he al th  do lla r in ­
ves tme nt. Also,  would it  tr y  to  conta in costs  in a more cost  effective 
w a y fiy ut ili zing  the ex ten ders in the  most cost  e ffective manne r th at  
they  c an be uti lized  ?

Mrs . Mul lin ix . I th in k in some of  ou r ru ra l are as  you are  rea lly  
ta lk in g abo ut eve rybody  needing  care  an d no t be ing  able  to  ge t it. 
An d wh at  we wou ld like  t o urge  is  t hat  we look at  outcome, therefore 
we are  ta lk ing abo ut th at th is service is del ive red . An d you can  re ­
imburse  fo r ju st th at  serv ice, no t ty ing it  di rec tly  to the person  th at  
gives it.

I t  is the clinics th at  are go ing  to be clos ing,  fo r exam ple,  the  ones 
in Nor th  Carol ina . We have some in  H ot  Sp rin gs , N.C. righ t now 
where  someone will  come in to  the clin ic an d wa nt  to receive care . My 
nu rse  pr ac tit ione r fri en d Ca thy says, “W hy  do n' t you come back on 
lu es da y because the n the docto r wil l be here an d the n you can  get  
reimb urs ed .”

Dr. F ishe r. On  the  fee-for-se rvic e option, I  th in k wh at we are  
de al ing with is ou r th ru st  to  pro vid e serv ices  to pa tie nts . W he ther  
the clin ics are clos ing,  or  pr iv at e physician  offices are  clos ing,  th at  
ha s a  very, very  r eal  b ea rin g on the  services being ren de red to  pa tie nts . 
W ha t we h ave  looked at is w ha t does i t cost?

I f  we are  g oin g to prov ide  service to pa tie nt s in pr iv at e ph ys ici an ’s 
office and  if  they wen t wi th fee-for-se rvic e mode,  which is w ha t the y a re 
do ing  r ig ht  now, ou r est imate  is i t would cost abou t $1 mil lion  fo r the 
fir st yea r.

Now,  th at  is not  an aw ful  lo t of money,  and that is und er  the  med icar e 
prog ram . U nder the  medic aid  it  would be su bs tan tia lly  less F ed eral  do l­
la rs  because  of  the  S ta te  pick ing it  up  as well. Thi s is based  on figu res 
th at  come out o f H E W  th at i f you fig ure  in the  ph ys ici an 's income, you 
figu re in the  n um ber of  m edi car e pa tie nts th at  th ey  see, i f you look at  
the increased in tens ity  of care fo r old er people,  an d the ded uct ible s, 
if  you  ta ke  all  these t hing s i n considera tion, th e cost fo r medicare  re im ­
bur sem ent  un de r fee -for-se rvice mode is $1,728 pe r p hysic ian  as sis tan t- 
physician  t eam , pe r yea r.

Th ere  are  5,000 PA ’s ou t here in the coun try . T hat  is $8.9 mil lion . 
Al l of  them  aren ’t  p ract ic in g in areas which we are ta lk in g abo ut for 
reimb ursement , so we tak e ha lf  of  them and we are  down to ha lf  
th at amoun t of money. I f  you look at  the  fact  th at  alread y in th is 
co un try  3 out of  4 of those pr ac tit ione rs  are  be ing  reim bursed under 
medicare  and  medicaid, with ou t the  expli cit  guide lines to qu ali ty in 
there th at  we wo uld like  to  see it, you are  tal ki ng  ab out t hree -qua rte rs 
of  th at  money  al read y be ing  p aid for , so you are  dow n to $1 mil lion .
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What are are talking about is a demonstration just to make sure that 
we have a transition into a new mode of  reimbursement to allow a 
physician an option to go either way. I  would think that for a physician 
in a rural medically underserved area it would be most eftective for 
them cost-wise, and I guess a majority would choose cost-reimburse­
ment, but we would like to have the experience to continue the fee-for- 
service mode so we have some comparative data.

What are we going  to compare the cost for service to in order to 
show and answer questions you are raising? We would then be compar­
ing apples to oranges.

Mr. F lorio. We have had a fee-for-service mechanism on line 
’ straight on through. What you are going to say is convert the doc­

tor’s office into a clinical setting.
Now’, I am just not sure how we are going  to do that. I f a doctor s 

k office is labeled a clinic then the procedure o f reimbursement through
fee-for-service would continue.

I am not accusing them, but we are almost making a sham out of the 
changes. We are not doing anything. We are providing a physician with 
an opportunity to call himself something else, to qualify  for a new pro ­
gram. I don’t think we are making any changes by labeling a doctor’s 
office something it is not. I really don’t foresee any changes, any sense 
of outreach which is the whole rationale for this bill.

And I would just like to conclude on you r thoughts with regard to 
a concept of having a clinic submit in advance its budget for a period 
of time, which of course would be approved, hopefully would be 
approved, and then have reimbursement in accordance w ith the ap­
proved budget.

In a sense I suppose we are talking almost HMO philosophy, but 
do you find that this could be incorporated into this type of approach ?

Mrs. Mullinix . I have no problems with that at all. It  sounds like 
there w ould be funding for the clinics, w’e are talking about, that the 
services could be provided, and I think it would avoid a lot o f problems 
that we are discussing now.

Another part of that is I should think that then the preventive 
part of it would be included so that we would be taking a step 
forward.

Mr. F lorio. .lust on the question of a fee-for-service, if  the fee-for- 
• service was given in your example to the doctor’s office, who would get

the fee? How would the breakdown go between the physician versus 
the physician extender? Would that be left for negotiations between
the physician extender and the physician ?

Dr. F isher. We would request that the fee go to the physician, to 
the practice, not to the physician assistant, not to the provider.

Mr. F lorio. D o you concur with that?
Mrs. Mull inix. Well, I think that is the way it is right now.
Mr. F lorio. I see no difference between the existing systems.
Dr. F isiier. But  there is a difference. The difference is that under 

the current existing system a physician cannot get reimbursed for 
those services rendered if  that physician is not immediately present 
w’hen the service is rendered or not incident to that service.

Mr. F lorio. Y ou state that the physician cannot get reimbursement?
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Dr. F isher. T ha t is correct, i f the  service is rendered by the physi­
cian assistant and the physician upstairs or in a different room or 
another site they cannot get reimbursed.

Mr. F lorio. What you are saying is the physician can get the money, 
he can still be ups tairs or anyplace else, but he is still going to have 
to sign off, because the money would be paid to him, under your suggestion.

Dr. F isher. That is right.
Mr. Florio. I unders tand what you are saying. I am just not sure 

that we are doing anything substantively different. Under  the pro­
posal we are calling something a clinic and we are going to have a 
physician who is not present, mandate the money to be paid to him. 
We certainly are not doing anything to enhance the importance or  the 
symbolic significance of your professions. We are still going to go 
throu gh the same procedure that we have now.

T am not sure that it is in accordance with what I hope is the 
philosophy of th is bill. I believe the philosophy is to update the caliber 
and importance of what your mutual professions are going to provide. 
Also the philosophy of the bill is to get some outreach by authorizing 
the clinics to go out into the  community in order to make the services 
available. T have some serious reservations with regard  to the sugges­
tions you are making.

Dr. F isher. Well, we agree with what your intent is an what you 
are trying to do, and of course one of my recommendations is tha t 
the physician’s prac tice be eligible to qualify  as a clinic and T haven't  
seen that  sufficiently expressed in the language of either of the bills 
to really assure that  that  option would be available to the physician’s 
practice. This is only one of our recommendations.

Mr. F lorio. My own opinion is probably not in keeping with the 
philosophy and would not be achieving what the bill would be designed 
to achieve, but there are other members on the committee besides myself.

T want to thank  you for  providing very good testimony and for pro­
viding  very good responses to the questions. It  has been very helpful 
to the committee.

Dr. F isher. Thank you.
Mrs. Mulu nix. Thank you.
Mr. F lorio. Mrs. Lubic, as well as Mrs. Kit ty Ernst, are the next 

panel tha t we have.
Good morning.
Thank you very much for your patience.
Whoever desires to may proceed.

STATEMENTS OF RUTH WATSON LUBIC, C.N.M.. GENERAL DIRECTOR,
MATERNITY CENTER ASSOCIATION; AND KITTY ERNST, C.N.M.,
M.P.H., PAST PRES IDEN T, AMERICAN COLLEGE OF NURSE
MIDWIFERY

Mrs. Lubic. Representative Florio, members of the subcommittee, 
my name is Ruth Watson Dubic. I am a char ter member of the 
Ins titu te o f Medicine of the  National Academy of Sciences. I am also
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a nurse-midwife and the chief executive of a national voluntary health 
agency, Materni ty Center Association, whose first director was Frances 
Perkins.

Mr. F lorio. I have read of her.
Mrs. Tabic. MCA has an overrid ing goal of improving matern ity 

care. It  has pursued this goal, for example, through establishing in 
1917 the first prenatal care centers; in 1931, the first school of nurse- 
midwifery in the United State s; in 1948, the first prepared child­
birth  program—in conjunct ion with the Yale Medical School. Pa ral ­
lel to these specific endeavors have been our continuing efforts in health

* education through the publication of materials for both the public and 
professionals.

I am going to talk with you today about a new model in family 
centered maternity  care tha t we have developed because I think it will

* explain why we are here to te stify in behalf of nurse-midwifery.
Eunice K. M. E rnst, who appears with me, is a consultant in nurse- 

midwifery  who was prepared at the rural Fro ntier Nursing  Service 
and knows it well. We thought that between us we could possibly 
elaborate on what nurse-midwifery might be able to accomplish if 
included as par t of this bill.

We feel that because nurse-midwifery in the  United States  is more 
than 50 years old it  has  a different evolutionary pattern than the cur­
rent nurse practitioner movement, which has surfaced mainly over 
the last 10 years. We have developed our own professional association, 
dating from 1955. O ur certification occurs in a different manner than 
through the American Nurses Association. We should also note tha t 
there is a nurse pract itioner in obstetrics  and gynecology whose func­
tion differs from that of the  nurse-midwife in the  sense tha t she does 
not perform delivery services. We would hope that these two different 
kinds of health  professionals would not be confused in the bill.

The assumption is often made, I believe, tha t attendance in de­
livery—that is, what we would term intra partum care—is not primary 
care; but in our estimation it is, because we deal with the normal 
parturie nt in all phases of her maternity cycle. We definitely do con­
sider labor and delivery to be par t of the primary care experience of 
families.

We operate in a team situation as experts in the normal. We have 
well-defined educational programs. Our functions and standards of 
qualifications are elaborated within the profession and in the team 
setting. I could not help thinking  of tha t when you asked how the 

« functions of  the physician’s assistant would be decided.
Let me move to the demonstration program that we are currently 

conducting, because I think  it will indicate how nurse-midwives—at 
least those who are a part  of this concept—deal with many of the 
questions that  you have raised. Our model was actua lly developed in 
response to public dissatisfac tion with in-hospital maternity services. 
Although it is located in New York City, the model can serve in either 
urban or  rura l areas.

The childbearing center, as we call it, is based on a nurse-midwife 
obstetrician team. The cost of care is one-third  to one-half tha t of in- 
hospital care in New York. The total fee is about $750. Physic ians are



88

employed by the center as consultants. They aren’t present when de­
livery is taking  place unless the nurse-midwife feels tha t she needs 
thei r consultation and support .

Families are encouraged to be responsible for  the ir own health care 
as rapidly as they can. We look on this  kind of primary care setting 
as a maxihome, if you will, and not a minihospital. Through a very 
extensive educational program, we are tryin g to get preventive care 
centered in the home and in the families where it  rea lly belongs, with 
professionals offering support.

We could take a very quick position on fee for  service. We are not 
in favor of th at idea at all. As a matter of fact, in setting up the model, 
Matern ity Center has taken the position that  it is not enough simply 
to cut up the health-cost pie into different segments for different types 
of practitioners, but rather we need to t ry to shrink the pie. And tha t 
is what we are trying to do. Blue Cross-Blue Shield has been very 
helpfu l to us in tha t they do reimburse the families coming to us for 
care, and all private insurers have followed suit.

With  regard to medicaid, New York State approved us for reim­
bursement, but the city of New York, on the advice of its obstetrical 
advisory committee, has not provided us with a medicaid vendor 
number, so our care has not been generally available to low-income 
families.

Mr. F lorio. I f you don 't mind, I will go vote and come righ t back.
[Br ief recess.]
Mr. F lorio. If  we could proceed.
Mrs. L ubic. I was jus t going to add one or two things, Representa­

tive Florio, before deferring  to Mrs. Ernst.
In  terms of supervision and control, we feel that in our model it is 

a team control. It is, of course, dependent upon having expert obstetr i­
cal backup. However, the team for us is more than the obstetrician and 
nurse-midwife and the public health nurse who provides followup care 
in the home. It consists very much of the families as members of the 
team.

In other words, there is a strong input from families. W ith this in 
mind, I would urge you to consider in any of your future deliberations 
that , while there should be direct payment to a health  agency, perhaps 
it should be a nonprofit agency, with a board of directors that has 
strong representation from consumers.

I think one of the reasons tha t our costs can be less than they are 
elsewhere is that  we really try  to emphasize a natu ral approach to 
childbearing, so we avoid the use of high technology. As a m atter of 
fact, it would be inappropriate  in our setting.

Anothe r reason tha t we can be less costly is that the services are 
evaluated from the point of view of whether or not they satisfy  
families rather than professionals. If  we don’t sa tisfy those families 
tha t we are trying to bring  in from do-it-yourself home delivery, we 
are not going to have anyone coming to us a t all. Families  feel that  
we are offering an improvement in care, because they do have inpu t 
and because there is no routine intervention in the ir childbearing 
experience.

I thin k it is fai r to say that if, for example, we replaced all our 
nurse-midwives with physicians in the same out-of-hospital setting,
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the care would be a lot more expensive. Physicians tend to want  to- 
utilize thei r skills, which is perfectly understandable. So there is no 
(piestion in my mind that improved care can be provided, and at lower 
cost.

I think your comment that we would get more fo r our health  dol lar 
in o ttering preventive services is very apt,  and our  model proves th at 
that is the case, in my estimation.

Mr. F lorio. Would it be f air  to say tha t your clinic, inasmuch as 
you presently don't have medicaid reimbursement, relies on either 
(lirect payment or on individuals  with Blue Cross-Blue Shield pro­
grams. Essentially, you are not largely dealing with lower income 
people, but would be dealing for the most par t with middle-income 
people?

Mrs. Lubic. We do see a spectrum of families, bu t I think the m a­
jori ty we see are middle-income people. And this is a result of the 
fact tha t when medicaid-eligible families are interested in our care, 
we have to tell them that we are not able to secure medicaid reimburse­
ment, and we try  to re fer them to other services. Bu t we do this  with 
great regret.

We have been fighting for  that  medicaid vendor number since 
November 1975. The obstetrical profession in New ^ or k City took an 
a prior i position tha t we are not safe, and even after having proved 
our safety since then, in the opinion of expert committees and also 
of the New York State  Health Department, which has looked very 
careful ly at our data, we still have not received the medicaid vendor 
number. That situation  will probably become moot by the end of 
September, because the State of New York has canceled its medicaid 
contract with the city of New York, bu t when you talk  about barriers 
to improvement of care it has been poignant for us.

Mr. Florio. The passage of this legislation, should it be modified 
so as to specifically include your type of facility , I assume it would 
also alleviate the  problem.

Mrs. L ubic. Yes, 1 think so, although T really thin k that  what has 
happened to us is we have been caught in a city-State fight, although 
the State has been very supportive.

Mr. F lorio. Yes.
[Mrs. Lubic’s prepared statement follows:]
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My name Is Ruth Watson Lublc. I am a charter member of the Institute 
of Medicine of the National Academy of Sciences. I am also a nurse-midwife, 
and the chief executive of a national voluntary health agency, Maternity 
Center Association, whose first director was Frances Perkins (for those of you 
who might remember). MCA has an overriding goal of improving maternity care.
It has pursued this goal through, for example, establishing in 1917 the first 
prenatal care centers; in 1931, the first school of nurse-midwifery in the U.S.; 
in 1948, the first prepared childbirth program (in conjunction with the Yale 
Medical School.) Overarching these specific endeavors have been our continuing 
efforts in health education and prevention— the publication of materials for 
both the public and professionals.

Eunice K. M. Ernst, who is testifying with me,is a consultant in nurse- 
midwifery, well known to MCA, who was prepared at the rural Frontier Nursing 
Service and knows it well. In consideration of your crowded schedule, we will 
testify jointly.

In commenting on HR 8422 we urge you to specifically mention nurse-midwives 
because of their history of effective practice in both rural and urban areas 
and because of the public’s demand for our services today.

What is a nurse-midwife? The American College of Nurse-Midwives defines the 
concept as follows: "The nurse—midwife is a Registered Nurse who by virtue of 
added knowledge and skill gained through an organized program of study and 
clinical experience recognized by the American College of Nurse-Mldwlves, has 
extended the limits of her practice into the area of management of care of mothers 
and babies throughout the maternity cycle so long as progress meets criteria ac­
cepted as normal."

Maternity and Infant Care projects and other programs have reinforced the 
acknowledged value of nurse-midwives in serving low-income families. We have seen 
for example, the dramatic results demonstrated in the Mississippi Delta by the 
County Health Improvement Program, where infant deaths declined from a national 
high of 39.1 per 1,000 live births to 21.3 in Just three years. This success led 
to the creation of the Southeastern Regional Council on Development of Nurse- 
Midwifery, whose goal is to begin or expand nurse-midwifery services throughout 
the six states of the region. Impressive results have also been achieved in many 
other settings such as Madera County, California.



Childbearing today la In a very fluid state. Nowhere are women more aware 
of and less patient with the "system" than in the field of their own reproductive 
functioning. Disenchantment with available services is demonstrated by the wom­
en's clinics which have grown up in many rural and urban areas, most often to 
provide gynecologic and fertility control assistance. But perhaps a more dramatic 
response is seen in mtternity care in the return to home deliveries, with or with­
out professional assistance. This return, most prevalent on the West Coast, is 
widely documented in the media.

At first glance, it may seem paradoxical that awareness of health would lead 
away from institutionalized maternity care rather than toward it. But, as young 
people have informed themselves about childbirth, they have recognized its 
Inherent normalcy and demanded a cooperative role in planning care. Routinized 
hospital practices have been illuminated as the ritual they often are.

Nurse-Midwifery is being increasingly sought to provide an answer to this 
public health dilemma because, 1 believe, education of mothers and families is 
the soul of nurse-midwifery practice, a dimension which causes it to differ quali­
tatively from an obstetrical approach to childbearing women. This fact, tied to 
the expertise of the nurse-midwife in the normal childbearing process, means that 
she has tended to be health oriented, not pathology oriented. These two facts, 
tied to her ability to teach the theoretical aspects of childbearing and rearing, 
and also provide practical suggestions in on-the-spot clinical situations, enhance 
her educational effectiveness.

But, more important, in my opinion, nurse-midwifery management of the entire 
childbearing experience offers an unusual opportunity for establishment of trust 
between care receivers and care givers. In this manner the validity and acceptance of teaching, which at times can be only theoretical and not applied until a future 
time, are ensured. Nurse-mldwives, then, are with a family through one of its most 
exciting and gratifying life cycle events, sharing in the Joy at the climax of the 
reproductive miracle as well as being supportive through the days of expectation 
and the trials of settling a newborn into the family.

Second, maternity care is prototypical preventive health care and, therefore 
a natural entry point for providing the information that women and families are 
seeking. It has always been our experience at Maternity Center that families 
involved in the childbearing experience are eager for other health care information 
"Lack of patient motivation," a phrase we professionals often use when our health 
teaching is ineffectual, is seldom a problem in prenatal classes which are meticu­
lously attuned to the interests and needs of families. But looked at from the point 
of the needs of the health care delivery system as well as the grass roots needs of families, what can nurse-midwives do? Are they sensitive to the "big picture"?

In 1973, Maternity Center Associa tion, through nurse-midwifery leadership, 
put into effect a new kind of pragmatism in the maternity care field. We took 
complaints of the "opting out" families, those involved in unattended home birth, 
cast them against a screen of the fears of professionals and designed an alterna­
tive which we felt would meet the needs of all concerned, either Individually or 
socletally. Therefore, we developed a plan for sa fe , satisfying and economic 
maternity care which utilizes both the best of past experience and current scienti­
fic and health planning theory. It does this through rigorously screening the 
families to Insure that they are proper candidates for care in our demonstration.



the Childbearing Center. The Center opened In September of 1975 after more than two years of scrutiny by the New York State Public Health Council, Including its advisory bodies. The Health and Hospitals Planning Council of Southern New York,The Comprehensive Health Planning Agency of New York City, and The New York State Hospital Review Council. Dr. Seymour Romney of the Albert Einstein College of Medicine’s Department of Gynecology and Obstetrics and its former chairman, has recently written the following:

"The Maternity Center Association, which has been responsible for sig­
nificant innovations in maternity care in this country is currently running a delivery service in an "out-of-hospital" maternity unit.After a year's experience, the program has unequivocally established the fact that safe, more personal, compassionate, maternity care can be offered more economically than in the hospital. In part designed to examine an alternative to a growing inclination on the part of many younger people to have births at home in a non-safe setting, the Mater­nity Center has carefully developed criteria for screening pregnant women for admission to the program. Once voluntarily enrolled in the 
program, patients are constantly monitored and evaluated as to maternal and fetal health status. Arrangements and criteria exist for contin­gency transfer of any patient to an accredited back up hospital. The husbands incidentally have been Incorporated in many aspects of the comprehensive care."

What are the essentials to the success of the demonstration? Basic to the success is the utilization of a health care team which ensures the achievement of all three goals: safety, satisfaction, and economy.

At the heart of the team are nurse-midwives, functioning with the consultation support and assistance of physicians, both obstetric and pediatric, nurse-midwife assistants and public health nurses. The input of the families themselves is the sine qua non of the team's functioning.

The utilization of nurse-midwives ensures the economy of the Childbearing Center. Our fee represents cost and is one-third to one-half of the fees (not necessarily the costs) at medical centers nearby. For example, private care at one tertiary unit costs a family $1300 for in-hospital services including a 2-day postpartum stay, $700 for the obstetrician's delivery fee and $30 for each pre­natal and postpartum visit. This total $2300 is for a perfectly normal delivery- no extras. The costs to Medicaid in New York for a normal delivery are considered to be $2000 with, at another nearby hospital of secondary level, a per diem of $205 for mother and/or Infant in intensive care. The per diem for normal nursery care is one-third the $205 figure, or about $70. That's a baseline of $275 per normal postpartum day. Obstetrical fees and prenatal care would be added on and bring the total to the $2000 figure.

The complete cost of care at the Childbearing Center is $750 and includes full prenatal care with at minimum two of the visits by one of our staff physicians a pediatric exam for the infant, public health nurse follow-up in the home on days one and three to five, and all return visits. It also includes intensive prenatal education. Because families go home in up to twelve hours following delivery, their instruction emphasizes the care of a newborn and is designed to build their confidence in providing such care. While in the Center, parents and infant are never separated. We have been approved by New York State for Medicaid reimburse­ment and all private insurors, including Blue Cross, cover our families.
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Essential also to Its economy Is the CbC's placement out of high cost 
hospital space. A back-up hospital for problems Is essential, but normal child­
birth does not need hospital facilities. We do keep safety measures such as 
intravenous capability, oxygen, emergency drugs, infant resuscitation equipment, 
and infant warmer and a transfer lsolette.

Our best safety factor is the nurse-midwife and her adherence to the criteria 
drawn up by the team. For the nurse-midwife's proven expertise is in the manage­
ment of the normal and if there is any question of deviation therefrom, we transfer 
immediately. Deliveries are performed by nurse-midwives with the qualified physi­
cian available by telephone for consultation or in house if summoned.

Requests for information in order to replicate our setting overwhelm us.
Always the reimbursement question is asked and most often it must be negatively 
answered. (New York is an exception), even though nurse-miwifery has been alive 
in both rural and urban areas in the United States for over 50 years.

Two long term experiences in the U.S.: that of the Frontier Nursing Service 
and, MCA's (1931-58) are well reported in the literature. They demonstrated results 
better than the country as a whole. Both services utilized nurse-midwlves as the 
primary care-givers. MCA's experience matched in 1958 that of a major teaching 
center in New York. At the Frontier Nursing Service, since 1952, there have been 
no maternal deaths in 8,000 deliveries and in the 10,000 preceding births, that 
rate was 1/3 of the country.

"The low maternal death rate is particularly significant since 60 per 
cent of deliveries between 1925 and 1954 were conducted in the home 
in an extremely poverty-stricken area, where the main mode of trans­
portation was by horseback, modern facilities and medical assistance 
were difficult to attain, and the percentage of high-risk mothers and 
infants was great."

I hasten to add that the back-up hospital was as far as 40 miles from homes.
An interesting sidelight is that the FNS, after 50 years of home birth, in 1975 
opened a modern hospital. This information is often cited by opponents of out-of- 
hospltal birth as evidence that home delivery is unsafe. It is my information 
that it was rather the unavailability of third-party reimbursement for home care 
that precipitated the hospital's construction. It is also interesting that after 
a yea r'8 operation the service reported both a drop in preventive visits in the 
home and escalating costs for hospital acute care visits. It is time this restric­
tive economic barrier to the provision of nurse-midwifery care be destroyed. I 
urge you to do sol

98 -2 7 5  0  -  77 - 7
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Mr. F lorio. I nfortunately , before you go on I  am going to have to go vote. I will be right back.
[Br ief recess.]
Mr. F lorio. Please proceed.

STA TEM ENT  OF K ITTY  ERNST, C.N.M., M.P.H.
Mrs. Ernst. I would like to speak to three points.F irst, I have a little  trouble with the term “physician extender.” I don t know* .how to “extend ’ a physician. I do know’ how to work with a physician to extend care. 1 don’t know what the word should be, so I will leave it at tha t.
I he F rontier Nursing Service is where I  tra ined as a nurse-midwife 25 years ago. The service was established by Mary Breckenridge who, as you may know, was a person with a lot of vision and a grea t pioneering spirit . She set up a model for a decentra lized program of care at a time when everything was moving toward central ization; at a time when we were trying to corral mothers into hospitals so that  we could monitor th eir pregnancy, thei r labor and their delivery experiences.
I he model demonstrated by the F rontier  Nursing  Service provided a centrally located medical care facility,  with outpost centers staffed by public health nurse-midwives. For  almost 50 years this model has been copied by people from all over the world. It  could well have been one of our major expor ts in health care, because it met the health needs of pople in underdeveloped countries. A great strength of the model was the effective and efficient utilization of personnel. Every  person in the Frontier Nursing Service at that  time was asked to  realize the ir greates t potential. The growth  of the nurse-midwife was not stunted because the services rendered did not fit on a reimbursement form.I wo years ago T returned to the  Fron tier  Nursing Service. I found some star tling  changes.

The service is now directed by a physician. There is a brand  new’ hospital on the side of the mountain with a full complement of phy­sicians and nursing staff. With the aid of Federal and private found a­tion moneys the educational programs for nurses have been expanded.oung people in the community are being trained  as home health aids. Progress is evident—not only in visible growth of services, but in cost tha t becomes increasingly difficult to meet. A critical issue to be re­solved if the present system is to survive, is the reimbursement for nurse-practitioner and nurse-midwife services. There is a great desire to retain the preventive aspects of care inherent in the decentralized model demonstrated to be so effective over the past 50 years—but the system for  reimbursement appears to be a significant factor in forcing centralization—hospitalization. One wonders, for example if the shift from the home to the hospital for normal childbirth  could have been indirectly caused by the fact that medical insurance, including medic­aid, paid for hospital b irth  only. T will speak to a reversal of this  trendon the part of some childbearing families in a moment.The nurse-midwife, and now’ the family nurse-practitioner , working  in consultation with the physician has been largely responsible for the success of rural health care in the Appalachian Mountain area served
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by F.N.S. However, the effective utilization of nursing  and medical 
manpower demonstrated there is at risk today—largely because the 
services rendered are not eligible for reimbursement unless the  phy­
sician is present or unless the family member is admitted to the 
hospital.

Preventive care is the sine qua non of the nurse-midwife and the 
nurse-pract itioner. The F.N.S. has demonstrated its effectiveness by 
reducing the need for costly hospitalization. This does not help oc­
cupancy ra tes in the new hospital but, perhaps in rura l areas at least, 
we should give special consideration in re imbursing systems that  keep 
bed occupancy down by emphasizing effective preventive and home 
based health  care.

Finally, as the budget  of the Frontier Nursing Service and other 
like, voluntary health care agencies multiplies , to meet the cost of 
expanded service and educational programs, the resources and reserves 
drain  away. The voluntarism upon which the service was built, cannot 
continue to compensate for the lack of  an on-going system of  third - 
party reimbursement for the expanded services rendered.

It  will be a great t ragedy for the people and for all of  us if th is kind 
of health care institu tion becomes a victim of an unresponsive and 
inequitable payment system. Therefore, I support the payment of 
nurse-practitioners and nurse-midwives as you have proposed it.

The thi rd point I would like to speak to is the ground swell of 
reaction among certain childbearing families who are seeking an alte r­
native to the tradi tional hospital birth experience. We have a much 
more informed public today.

When T talk  with childbearing families I find tha t they are reading 
the medical journals , and that  they  understand what they are reading. 
As a result of that unders tanding, and their own experiences, they have 
come to look at  b irth quite differently. They ask legi timate questions, 
which aren’t always answered. Consequently, they have taken it upon 
themselves to begin to develop some of their own alternatives for  care— 
like do-it-yourself home b irth.

I am currently working with several groups in the eas tern Pennsyl­
vania area, who are exploring the feasibil ity of birth centers as one 
alternative.  These a re responsible people—who feel th at we must find 
a better way to star t families.

Mrs. Lubic. And one is in New Jersey.
Mrs. E rnst. In working with these groups, it  becomes apparent that  

there will be a real problem in development and survival i f thi rd-par ty 
reimbursement is not available to nurse-midwives working in consulta­
tion with the obstetrician/gvnecologist. It  has been suffarested more 
than once, tha t nurse-midwives developing alternat ive birth services 
should set up  private  practice and collect fee for service. I  have to say 
tha t my philosophical view is tha t health care should not be for  un­
limited profit. Therefore , I do not see nurse-midwives replica ting the 
medical model of fee for service. Tf we are to make quality  care avail ­
able to all of the American people, we must ever explore new systems 
for deliverv of tha t care at a cost that we as a society can afford.

Lastly , I  feel th at nurse-midwiferv should lx* mentioned in the bill 
for the same reasons th at Mrs. Lubic has already mentioned.

Thank  you.
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Mrs. L ubic. I  just wanted to add one thing, Representative Florio, 
about the idea of backup. This backup has been something of a problem 
for us, although we have had backup services available from the begin­
ning of our demonstration. It is one of the things that has made life a 
little more difficult in terms of professional opposition to what we are 
doing. I would be enchanted if there were in the bill a specification that 
acute care settings have a responsibil ity to provide backup to pr imary  
care settings, not only for maternity services, but I  think it is part icu­
larly  poignant in maternity. Even though in our unit we screen the 
families very carefully, emergencies can occur, and we s till need to 
have backup facilities in order to transfer  families when they are **unable to complete the ir pregnancy and labor in our setting. So that 
would be a very important thing to us. I have seen the lack of adequate 
backup used agains t the viabi lity of units like ours.

Thank you. ”
Mr. F lorio. I would just, like to tha nk you both fo r very interesting 

and informative statements. As you probably know, I have legisla­
tion that, quite candidly, I  am going to t ry  to introduce via the amend­
ment process into this bill so that the whole question of midwife facili­
ties will be adequately addressed in th is bil l as it is ultimately passed in this committee, hopefully. So I thank  you both for your cooperation.

Mrs. Lubic. Thank you.
Mr. F lorio. Our last panel consists of Mr. James Bernstein, as well as Miss Nancy M. Lane.
Air. Breyer asked me to give you his regards.
Mr. B ernstein. Oh, thank you.
Mr. F lorio. Whoever desires to may proceed first.

STATEMENTS OF JAMES D. BERNSTEIN, CHIEF, OFFICE OF RURAL
HEALTH SERVICES, NORTH CAROLINA DEPARTMENT OF HUMAN
RESOURCES, ALSO ON BEHALF OF THE NATIONAL GOVERNORS’
CONFERENCE; AND NANCY M. LANE, HEALTH PROGRAM ANA­
LYST, APPALACHIAN REGIONAL COMMISSION

Mr. Bernstein. Air. Chairman and members of the committee, my 
name is James Bernstein and I am representing the National Gov­
ernors' Conference and the S tate of North Carolina which, as one of the *Nation’s most rura l States, has moved aggressively in recent years to 
provide its  rural residents with access to quality pr imary medical care.

As a member of the staff of the department of human resources, 
it has been my privilege to serve as the chief of our office of rural  health *
services, created and funded bv North Carolina as an innovative effort 
to assure access to  care to some 55 percent of our population residing in communities of less than 2,500 persons.

Though our office is heavily involved in assisting physicians find 
appropria te practice sites in our rura l areas, we have also developed 17 
outstanding primary care centers in physicianless communities which 
are staffed by physician extenders, family nurse practitioners, and 
physician s assistants, who deliver care under the remote supervision of physicians in neighboring commercial centers.
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These clinics provide access to  care to some 51,000 rural residents 
and, though some are in ear ly stages of operation, are providing serv­
ices at the rate of 60,000 medical encounters annually.

The extender clinics have been well received by the communities. 
Pat ient rosters demonstrate this reception by thei r containing a good 
cross section of the local population. Excellent payment rates portend 
well for the future  of the  clinics.

Our efforts in these rura l areas are based upon our understanding 
tha t the character and qua lity of ru ral residents are rural North Caro­
linians’ greatest resource. Our conviction has been that  given adequate 

J  technical assistance to acquaint rura l leaders with the elements of
medical delivery systems, such leaders become the  best guaran tee of 
access to quality medical care services.

Over the past 4 years the system has been carefully observed by the 
► medical community at all levels. Support for the clinic concept in

our State has grown from an outstanding group of leaders in the early 
1970’s. Today the concept is generally endorsed throughout the medical 
community.

Our units receiving State assistance were planned to achieve self- 
sufficiency from patient revenues in an average of 3 years. We are 
pleased with their progress.

A persistent problem, however, has been the refusal of medicare to 
reimburse these clinics for services rendered those insured by their  
program because the supervis ing physician is not always present in 
the facility.

Medicaid reimbursement presented a similar hurdle when our sys­
tem was init iated but, due to greater  Sta te flexibility, was quickly and 
effectively resolved.

Our staff, working with that  of the medicaid program, sought a 
method of reimbursement which would be fa ir to medicaid and clinic 
alike. The principle  a t issue was that  medicaid bear only its  f air  por­
tion of the costs ra ther  than a portion which, in fact, would amount 
to a subsidy of the operation. The result was a contract for cost-based 
reimbursement to the clinics calculated at a level of patient flow which 
would produce self-sufficiency ra ther  tha n actual cost while in a sta rt­
up mode. The agreed reimbursement per encounter was $12, whether 
the service was a brief return visit or a complete physical exam in- 

; eluding extensive lab work and an EKG . Contracts did make provi­
sion for adjustments on the basis of audit,  but the $12 has proved an 
excellent projection and no adjustments have been sought thus far.

The best way to illus trate  costs to the medicaid program is by re- 
• viewing the operation of five of our more developed units in fiscal

year 1976. F or these five units, cost to medicaid at the $12 rat e totaled 
$36,673 for  3,056 service encounters. This amount represented 11 per­
cent of the income of those centers dur ing the year and was generated 
by 12 percent of the patient encounters.

Projecting  this experience over our 18 centers a t full operation we 
would project some 12,960 medical encounters generat ing a cost to 
medicaid of $155,520 for  a year's  service. Naturally tha t is the  total 
medicaid bill, and the State  would pick up its proport ion, which is 
somewhere around 20 percent.
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I do not have data  to indicate whether this represents a reduction or increase in cost to the medicaid program. Medicaid recipients served by our programs might seek care in private physicians' offices, in hospital emergency rooms, or not at all. Care in emergency rooms 
for the same encounters would be twice the clinic cost, and this  re­source, even though inappropriate, is more likely chosen in the areas we serve. I cannot estimate the impact of the primary care clinics on hospitaliza tion but a federally funded study by the Mitre Corp, in one of our clinic areas would tend to indicate some decrease in hospital usage which may be at tribu ted to the presence of the physician ex­tende r clinic.

North Carolina obviously believes that  primary medical care pro­vided by physician extenders should be reimbursed by medicaid because it is quality medical care under the laws of our State. We have found our cost reimbursement based upon cost of a fully opera- *tional, financially viable system is acceptable to us. We would encour­age other States to consider similar action.
Aft er reviewing House bill 8543 briefly, I  have some concern about three parts  of the bill. First, I believe the section of the bill defining rura l areas eligible for reimbursement pu ts too much emphasis in law on the definition for  medically underserved populations  under section 1307 (7) of the Public Health Service Act. The formula used is not as 

sensitive as it should be and will eliminate from reimbursement some clinics in North Carolina and the rest of the country tha t have been delivering needed services for several years.
I would strongly recommend that the wording be changed back to tha t in House bill 2504 which provides greater flexibility for the 

Secretary in the area of designation. In addition we believe a g rand­father  clause covering these clinics presently in operation should be added to the bill. Realizing that medically underserved area designa­tion changes over time, we assume that once designated eligible for reimbursement a clinic will continue to receive reimbursement regard­less of a change in area  designation status. Otherwise the incentive to improve health services for a community is lost.
Second, I  am concerned about the process of determin ing the re­imbursement rate. Most rura l health clinics have extremely small staffs, many consisting of two or three people. If  we want to keep these 

practices efficient, we cannot expect them to mainta in sophisticated *cost-accounting procedures which would differentiate between the average cost of a medicaid recipient, a medicare beneficiary, or a pri ­
vate pay patient. We have found tha t quality p rimary care for the poor and the elderly usually involved more time and expense than the rest *of the population. Therefore, an across-the-board 80 percent of cost 
reimbursement rate  would unfairly penalize the majority  of the pa­tients who use the clinic who are not covered by medicare or medicaid.

Given the size o f these operat ions, a small loss in revenue can make 
the difference between success or failure of the entire operation. Rather  than  putting the burden on the clinics to maintain a sophisticated cost 
accounting system, I suggest weighted system wide multip liers be used for medicare and medicaid patients based on the results of a compara­
tive study carried out by the Secretary. For  example, if it is deter­
mined tha t the average medicare beneficiary visit costs 10 percent more
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than the average visit in the  study, medicare would reimburse 89 per ­
cent of the 110 percent of the average encounter cost for all clinics 
covered by this law. The same concept could be used for medicaid 
patients. This system would be simple to administer and reduce any 
financial barriers fo r the poor and elderly.

The th ird area of concern is the requirement  tha t reimbursement for 
medicaid services by physician extenders be made mandatory where 
legal. The National Governors Conference recognizes the need for 
physician extender services, especially in our  rura l areas, and supports  
and encourages its membership to make use of the concept to make pri- 
mary care more accessible.

The conference is more concerned that States  have ample flexibility 
in terms of  time and mechanism to establish viable medicaid programs 
meeting their  budgetary and legal constraints.

‘ In addition, we feel there  is a good possibility tha t mandatory reim­
bursement could discourage States  from expanding th eir nurse, ph ar­
macy, and medical practices acts perm ittin g physician extenders to 
operate in rural clinics.

For these reasons, the National Governors Conference recommends 
tha t this provision be opt ional rath er than  mandatory. With the ex­
ception of these concerns the National Governors Conference and the 
State of North Carolina strongly support the committee’s efforts to 
make available an accessible prim ary health  care services to our poor 
and elderly.

Thank you for invit ing me to testify today.

STATEMENT OF NANCY M. LANE

Ms. Lane. I, too, would like to thank you, Mr. Florio, for your endur­
ance during these hearings, as well as taking time to endure them for us.

My name is Nancy M. Lane.  I am a health program analyst on the 
staff of the Appalachian Regional Commission. For the past 5 years 
T have been part  of the commission’s program to place pr imary  care 
clinics in communities where access to health care is an identified 
problem.

The Appalachian Regional Commission programs are developed 
and administered in partn ership between the adminis tration and the

S Governors of the 13 Appalachian States. We have two cochairmen.
One is former Governor Robert W. Scott, who was just appointed by 
President Carter , and Governor Marvin Mandel of Maryland, who was 
selected by the Governors as S tates’ cochairman. The member Sta tes 
pay half  the costs for administering the commission and have an 
equal role with the admin istration in determining the commission’s 
goals and priorities.

The population of the 13-State region is largely nonm etropolitan ; 
45 percent of the 19 million people live in open countrv or towns of 
less than  1,000 persons. Another 8 percent live in slightly larger, but 
still nonmetropolitan areas. Consequently, we tend to be concerned 
about issues that affect rural people.

I have a prepared statement that  I would like to have submitted 
for the record and in our own interests, and in the interes ts of the time 
of the folks here, begin to synopsize.
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Ap pa lach ia 's concern  is by now no secret to  Members  of  the  Con­
gress and  people aro un d the  cou ntry. By Octob er 1, we will  hav e 
fun ded 240 pr im ary care pro jec ts funded  un de r the  au thor ity  of  the  
Ap pa lach ian Act . Th is  au thor ity  gives us permissio n to su pp or t tiie  
defic it of a program  fo r as many as 60 m onth s. Beyond  60 m onths  we have no au thor ity .

Since we have been now more th an  5 ye ars  into the  clin ic pr og ram, 
we have ma ny th at  have reached the end of  th ei r sta tu to ry  lim it fo r support .

We  are no t Johnny-co me -la tely’s to  wo rry ing abou t the  financ ial 
survival of  ou r clinics. Fo ur  yea rs ago we recogn ized  th at  the clin ics 
would n ot be able to s urv ive  unles s we d id som eth ing  abo ut t h ird-p ar ty  reimbursement .

At the  tim e medicaid, medicare  and pr iv at e insura nce  w ere  all  con ­
cerns . You asked ea rli er  abo ut medicaid  and medicare  volu me in  the  
clinics. I  have  done a “quick  and d ir ty ” s urv ey of  the  di str ibut ion of  
pa tie nts in the  clinics. More th an  ha lf  are  sel f-pay. I f  the  othe r ha lf  
dep end  on th ird p ar tie s t hat  do n' t r eim burse, you  ha ve a proble m.

In  28 State s medicaid  pro gra ms  now reimb urse for nurse  pr ac ti ­
tio ne r and  p hysic ian  a ss ist an t se rvices . P riva te  insuranc e, pa rti cu la rly 
Blue Cross , has ten ded to follow the  pa tter n set  by the medicaid  pr o­gra m.  In  medicare  cha nge  requir es cha nge  in Fe de ral law. Medicare  
use of  the  clin ics rep res ents any where  from 10 to  30 perce nt of  the 
volume, dependin g on t he  po pu lat ion  of  the  are a.

I would like  to exp ress ou r ap prec iat ion  to  Con gressm an Car te r 
and Congres sma n Br oy hi ll who are  n ot here , bu t who have been long, 
long supp orter s of  an at tempt  to  make th is  type  of  a cha nge in the med icare law.

Before going  f ur th er , I  would like  to  take  a few  minutes  to  jx iin t out  
why  the Commission star ted fu nd ing clinics. We  have  broa d au th or ity  
to  fund  com prehensive  healt h services and show  th ei r significa nce in 
economic dev elopment.  AR C sta rte d out wi th the trad iti on al  methods of  healt h care, hospita ls,  ambulances;  we tr ie d also  hel ico pte rs and 
fixed -win g vehicles. We  supp orted  some home he alt h services.

In  the  ea rly  1970’s we discovered th at  Fro ntier  Nu rsi ng  Serv ices , 
which had  star ted lon g before  us r ea lly  d id  h ave  a be tte r idea, and we tri ed  th ei r nurse  pr ac tit ione r clinic model .

Since th at  tim e the  con cep t o f clin ics has spread  from early  acc ept­
ance in Ke ntu cky, Tennessee , and New Y ork to  tod ay  when  all  13 State s are m aking hea vy inv estments  in p rim ary care.

Clin ics con tinu e to pro vid e low-cost services. The ir  qu ali ty  sta nds 
up unde r review’ of  the most Do ub tin g Thomas of  phy sicians. Schol­
ar ly  lit er atur e tod ay is ful l of  qu al ity  stud ies . A few do sta nd  out.  
One to  be noted  is the  Bu rli ng ton studie s of  nurse  prac tit ion ers, not  
in Ap pa lac hia, bu t in  Canada  where the y are  par t of the  na tio na l 
healt h insurance  system . I n a  ran domized  tr ia l con duc ted ove r a p eriod  of 3 yea rs, they  fou nd  out the qu al ity  diffe rences between the nurse  
prac tit ione r and  physic ian  care were n egl igib le.

An oth er very im po rta nt  pa rt  of  ou r com mitment to nurse  pr ac ti ­
tioners and  physi cia n assis tan ts is t he fact  th at  we can con tinu e to get 
them into Ap pa lac hia. Despi te a numb er of  re crui tin g prog ram s fo r 
Ap pa lac hia , there  are  st ill  man y com muniti es to  which we can not at-
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trac t physicians. However, when we establish an organized primary 
care center we are able to recrui t the nurse practit ioner and physician 
assistant, and in many instances that center with the established prac­
titioner then draws a physician.

The definition of a clinic is always a very difficult question to an­
swer. It  varies with the size of the population  to be served. From the 
table of budgets of 19 rural clinics and one urban, you find somewhat 
of a pattern .

The average clinic serves 2,800 people. E ighty percent of the  clinics 
are in towns of fewer than  10,000 people. The annual medical care cost

~ in the clinics per person served is about $55. This compares favorably
to the national bill of $121 per person for outpat ient services in 1976.

The Commission has over a period of time developed a series of 
criteria to describe our p rimary care clinics. I n addition to the labora-

* tory, pharmacy and hospita l referral that you have required in your
bill, H.K. 8543, we also find tha t standing orders that are a product of 
the negotiation between the supervising physician and the extenders 
are essential; a supervis ing physician is legally responsible for the 
quality  of care and accessible for referra l; that  problem-oriented 
medical records are kept on all patie nts; that  services be geographic 
or population-specific; that  we have interna l quality controls such as 
a regula r record au di t; that regula r in-service programs are held  for 
physician extenders and supervising physicians;  telephone consulta­
tion and home visits are available; tha t emphasis is placed on patient 
education and counseling; and tha t there is follow-up on missed 
appointments.

These are all very difficult to measure, but when you take a look at 
the successful clinics these are the qualities tha t stand out.

As far  as cost is concerned, we have found tha t $60,000 will 
set up a clinic for two nurse practitioners, against $80,000 to set up a 
clinic for one physician. This cost continues to sell the region on the 
merits of very small clinics.

I would like to make a few comments on the bill that you have under 
consideration. The addition  of medicaid as a mandatory  service is ac­
ceptable to the Commission. This is something that the Governors have 
seriously considered, and as a majority accepted.

The addition  of prevention and nursing home visits when those 
> services are included in the State  medicaid plan is also a very wel­

come addition.
The fact tha t you accept those clinics tha t have full- time as well as 

part-time physicians is again welcome to the Commission. Our clinics 
are evenly divided between the two models.

We have some concerns about applying  the medicare reasonable cost 
methodology to the definition of cost in these clinics. When this has 
been applied to home health services, the costs have escalated far  be­
yond tlie cost for care in our clinics. The States  have been able to keep 
the cost, the average total cost per visit, down to around $18. This is 
because they have been very careful about the addition of unnecessary 
equipment and personnel. If  you don' t design a cost formula tha t 
gives the Secretary or someone the oppor tunity  to challenge costs, I 
fear that we will not be able to boast these low costs in a few years.
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We  share  the  concern s of pro fessional  associations wi th the  term 
“physic ian  ex ten de r’’ and su pp or t the  cha nge to “nurse  prac tit ione r 
and physi cia n assis tan t,’’ w hich seems to c omprehensive ly describe  t he 
pro fes sional s concerned. The nurse-mid wiv es may tak e issue wi th us. 

e hav e subsumed nur se midwife  under nur se pr ac tit ione r, bu t the
Com mission  is a wh ole hea rted su pp or te r of  the  nurse-midw ife.

It  has been a concern  of  the  State s th at  cer tifi cat ion  and  licensure
are  in  t he ir  dom ain , an d they  would  p re fe r to see the de finition o f nu rse  
pr ac tit ione r or  physi cia n assis tan t lef t with the  State ra th er  t ha n the  
Secre tar y.

ou r bill  has  in it  a pro vis ion  fo r cer tificat ion  of the pr im ary care  
clinic  th at  pe rm its  the Se creta ry  t o in te rp re t health an d saf ety  stan d­
ard s. Ag ain  concerned abo ut ou r pas t expe rience, we wou ld hope  th at  
if  you  f ind these  st an da rd s necessary , you would app ly the s imp le ty pes 
of  st an da rd s t ha t are  ap pli ed  to  a physi cia n’s office, adding  pe rha ps  the 
cr ite ria fo r care  fo r hand ica pp ed  provis ions and cr ite ria for loca tion  
in flood zones. We would no t welcome appli ca tio n of  hospi tal  ou t­
pa tie nt  de pa rtm en t stan da rd s to these  pr im ary care centers.  Exp er i­
ence in Tennessee show ed us th at  th is eliminated  the  small clin ic 
housed in a double-wide tra ile r. Fo r example, you do n’t need a 3 -ho ur 
firew all if  everyo ne can  e xit the  c linic  i n 5 minutes. I choose that  only  
as a n example o f my concern.

e w ould  welcome un ifo rm  r epor tin g.  T his would make acc ounting 
in clin ics  much  more simplif ied.  We su pp or t Mr. Be rns tein and  Mrs. 
Da vis on the  def ini tion  of  m edical ly under served  area s. G ra nd fa th er ­
ing cl inic s to  prese rve  re imbursement once th ey  become cert ified  should 
th ei r are a lose des ign ation  as medically  und erse rv ed ; to have  them thu s 
lose th ei r reim bursem ent  wou ld be to  de stroy ev erything  th at  you have  
done  in passing  the  bill .

At  th is po int  I would like to stop and than k you ag ain  fo r the  op ­
po rtun ity  to tes tif y and answer any  que stio ns you wou ld like to ask.

[Test imony re sumes on p. 120.]
[Ms. La ne ’s prep ared  sta tem ent and att achm en ts fol low :]
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STATEMENT OF

NANCY M. LANE, HEALTH PROGRAM ANALYST,
APPALACHIAN REGIONAL CONWISSION,

BEFORE THE

UNITED STATES HOUSE OF REPRESENTATIVES SUBCOMMITTEE ON HEALTH 
AND ENVIRONMENT OF THE COMMITTEE ON INTERSTATE AND FOREIGN COMMERCE 

J u ly  29 , 1977

Mr. Ch airm an :

My name i s  Nancy M. La ne ; I am a h e a l th  pr og ra m  a n a ly s t on th e  s t a f f  

o f  th e  A ppal ac hia n  R egio nal Co mmiss ion. Fo r th e  p a s t  f iv e  y e a r s , I ha ve  

be en  p a r t  o f  th e  C om m is sion 's  pr og ra m  to  p la c e  p ri m ary  c a re  c l i n i c s  in  

co m m un it ie s whe re  a c c e ss  to  h e a l th  c a re  i s  an  id e n t i f i e d  pr ob le m . Appa ­

la c h ia n  R eg io nal  Co mm iss ion  pr og ra m s a re  dev el oped  an d a d m in is te re d  in  

p a r tn e r s h ip  be tw ee n th e  A d m in is tr a ti o n  and th e  Gov er no rs  o f  t h e  t h i r t e e n  

A ppal ac hia n  S t a t e s .  We ha ve  two  Coc ha irm en , fo rm er  Gov erno r R ober t W.

S c o t t , who was  j u s t  a p p o in te d  by  P re s id e n t C a r te r  an d Gov er no r M arvin 

Man del o f  M ar yla nd,  who was s e le c te d  by  th e  G ov er no rs  as  S t a t e s ' Coc ha irm an . 

The member s t a t e s  pa y h a l f  o f  th e  c o s ts  f o r  a d m in is te r in g  th e  Comm iss ion  

and ha ve  an equal r o le  w it h  th e  A d m in is tr a ti o n  in  d e te rm in in g  pr og ra m  g o a ls  

an d p r i o r i t i e s .

The p o p u la ti o n  o f  th e  1 3 - s ta te  re g io n  i s  la r g e ly  n o n -m e tr o p o li ta n ;

45 p e rc e n t o f  th e  19 m i l l io n  peop le  l i v e  in  op en  c o u n tr y  o r  towns  o f  l e s s  

th an  1,0 00  p e rso n s . A no th er  8 p e rc e n t l iv e  in  s l i g h t l y  l a r g e r ,  b u t s t i l l  

n o ri -m e tr o p o li ta n  a r e a s . C onse quen tl y , we te n d  to  be co nce rn ed  ab ou t i s i  s 

t h a t  a f f e c t  r u r a l  p e o p le .
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ARC Role

Si nc e 1965, th e  Commission has t r ie d  to  de ve lop pro gra ms  th a t would 

imp rove ru ra l h ea lt h  s ta tu s  w ithout d ra in in g  ru ra l  p u rs es.  We hav e a ls o  

t r ie d  to  focu s on h e a lt h  r a th e r  th an  med ical  c a re . Pr im ary h e a lt h  ca re  

c l in ic s  s ta ffe d  by new h ea lt h  p r a c t it io n e r s , nurs e  p ra c t it io n e r s  and 

physi c ia n  a s s is ta n ts  sp e c ia ll y  tr a in e d  in  d ia gnosi s and tr ea tm en t o f 

common h ea lt h  pr ob lems,  are  one  o f  our su ccess fu l so lu ti o n s . More th an  

80 perc en t o f  th e 200 c li n ic s  fun ded to  date  are  lo ca te d  in  towns of 

10 ,00 0 o r few er peo ple . An av er ag e c li n ic  se rv es  2,8 00  people , tho ugh
•*

a few se rv e more th an  10 ,000 . The av erag e an nual med ical care  co st  pe r

pe rson  se rv ed  in  one o f  th es e  c l in ic s  i s  $55.

ARC has le g is la ti v e  a u th o rit y  to  pro vi de  com mu nit ies  w ith d e f ic i t

fu nd in g fo r bo th  co n st ru c ti o n  and o p era ti ng  c o s ts , but a u th o rit y  fo r

op era ti n g  cost s is  li m it ed  to  60 months. Fou r yea rs  ag o,  we re co gn iz ed

th a t  th ese  c li n ic s  would  no t mee t th e  second le g is la te d  manda te — f in a n c ia l

s e lf - s u f f ic ie n c y  - -  un le ss  someth ing was done to  cha nge  rei mbu rse me nt

p o l ic ie s . Med icare, Me dic aid  and  th e  in su ra nce  comp an ies , in  most cases,

did  no t co ve r th e se rv ic es o f th e  new h ea lt h  p ra c t it io n e r s . The UMW

Hea lth and  Re tir em en t Funds were an exce ption . The c l in ic s  or ga ni ze d ta sk

fo rc es to  dea l with  each  th ir d  p a r ty . The Commission su pp or te d them . As

th e number o f  c li n ic s  and p r a c t it io n e r s  in cre ased , th e  S ta te s  have chan ged

t h e i r  Me dic aid  prog rams. Today , 28 Me dic aid  pro gra ms  re im bu rs e p r a c t it io n e r  
1 2/se rv ic e s ; 9 in  A ppal ac hia .—1— In most cases,  when Medica id change d,  Blue

S hie ld  fo llo w ed . Med icare, which re p re se n ts  as much as  30 perc en t o f  th e  usa ge,  t
rema ins  uncha nge d. Si nc e c l in ic  bu dg et s ar e t ig h t ,  th e i r  su rv iv a l re q u ir es
cooper at io n  by a l l  pay ors .
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Concerned about the p li gh t of  the  c li n ic s , the Commission, at  a 

meeting in Ann apolis, Maryland, March 21 of  th is  ye ar , adopted a re so lu tion 

ca ll in g  upon Pr es iden t Car te r to  jo in  us in  a requ es t to CongTess to  ac t 

qui ckly on le g is la ti o n  to  permit  Medicare reimbursement fo r thes e se rv ic es . 

S pec if ic al ly , th a t re so lu tion s ta te s :

WHEREAS, the ov er al l Commission program of develop ing prim ary 

he al th  ca re  se rv ices  in  underse rved ru ra l area s is  se riou sly 

jeo pa rd ize d by th e fa il u re  of  Medicare to reim burs e physici an  

ex ten de rs,  and
►

WHEREAS, even though the  to ta l qu es tio n of  reimbursement is  

complex and a ff ec ts  ot he r pr of es sion s,  the  se ttl em en t of the 

qu es tio n of reimbursement fo r phys ici an  exten ders should no t be 

postponed u n ti l a l l  the complex issu es  on a ll  re la te d  ma tte rs 

have been to ta ll y  reso lved , and

WHEREAS, the  Car ter  Ad minis tra tion has endorsed le g is la ti on  

now pending be fo re  the Congress, which , when approved , w il l overcome 

ex is ting  li m it at io ns under T it le  XVIII of  the Socia l Se cu rit y Act,

and

WHEREAS, the peop le served by thes e c li n ic s  have no a lt e rn a ti ve  

ac ce ss ib le  sou rces of  he al th  ca re ;

NOW, THEREFORE, BE IT RESOLVED THAT:

The Appalach ian Regional Commission hereby exp res ses  i t s  

ap pr ec ia tio n to  Pres iden t Car te r fo r his  suppor t of  pending le g is la ti o n , 

and

Hereby requ es ts  p ri o ri ty  a tt en ti on  to  the Adm in is tra tio n's 

e ff o rt s  and prompt passage of ap pr op riat e Leg is la tion .
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Jun e 1976, th e  Commission pass ed’an oth er  re so lu ti o n  th a t o u tl in es th e 

co ndit io ns un der which th e  members endorse  rei mb urs em ent fo r physi ci an  

exte nder s.  S p e c if ic a ll y , th ese  are :

(a)  The physi ci an  ex te nder  is  fu nct io nin g in  an or ga ni ze d healt h  

ca re  sys tem ;

(b) The physi ci an  ex te nder  is  pro vi di ng  me dic al se rv ic es ac co rd ing 

to  w ri tt en  st an din g ord er s ag ree d upon by a du ly  li ce nse d 

physi ci an  (w he ther  o r no t suc h se rv ic es are  perfo rm ed in  th e 

o ff ic e  o f,  o r a t a pl ac e a t which such physi c ia n  is  p h y si call y
*

p re se n t;

(c)  The physi ci an  p a r ti c ip a ti n g  in  th e w ri tt en  o rd ers  assumes 

f u l l  le ga l and e th ic a l re sp o n s ib il it y  as to  th e  n ecess it y , 

p ro p ri e ty  and q u a li ty  th ere o f;

(d) The reimb ursem ent be prov ided  a t  a r a te  commensurate wi th  

th e se rv ic es pro vi de d,  ra th e r  than  th e  p ro v id er  o f se rv ic es;

and

(e)  The reimb ursem ent be made to  th e c l in ic  o r sp on so rin g org ani­

za ti on .

La st month, th e Go vernors, re co gn iz in g th e need to  s t a r t  where th e problem 

is  ac ut e and to  open th e is su e  g ra dual ly , ac ce pted  th e lan guage of th e a tt ac hed  

Rural  C oali ti on  re so lu ti o n .

ARC C lin ic  Problems

With th e number o f ARC -supported  c l in ic  p ro je c ts  ex pe cted  to  re ac h 240 

by Oc tob er 1, th e problem  i s  even more ac ute  fo r  th e  Ap pa lac hia n pe op le .
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F ort y  c l in ic s  w il l  re ach  t h e i r  60-m onth l im it  t h i s  y e a r . Twelve  have  be en  ab le  

w it h  th e  co o p era ti o n  o f  th e  S e c re ta ry  o f  DHEW, to  o b ta in  ano th er te m po ra ry  

le a se  on l i f e  th ro ugh th e  RHI g ra n t prog ram. A few ha ve  c lo sed ; n in e  ha ve  

pe nd in g re q u e s ts ; te n  more  a re  u n c e r ta in . In  C en tr a l A ppal ac hia , where  

many c l in ic s  beca me s e l f - s u f f i c i e n t ,  th e  pr ob lem i s  j u s t  becoming c le a r .

The Uni te d Mine Wo rkers H ealt h  and  R et ir em en t Funds fo rm er ly  p a id  100 

p erc en t o f  ch a rg es , f u l ly  in te n d in g  to  co ver  a sh a re  o f  in d ig e n t ca re  

c o s ts , bu t th ey  ha ve  cu t back . The fu nd s ha ve  be en  s e r io u s ly  tr o u b le d  

by s t r i k e s ,  f lo o d s , fr e e z e s  and o th e r  ev en ts  th a t  re du ce d co al  to nn ag e 

th i s  y ea r.

Once g ra n ts  en d,  th e  c l i n i c s  mu st e i th e r  f in d  t h e i r  su pport  from 

n o n -f ed e ra l so u rc es o r r e s t r i c t  s e rv ic e s  to  peo p le  who can pay t o t a l  c o s ts . 

U n fo rt u n a te ly , many e l i g ib l e  peo p le  a re  th us re q u ir ed  to  pa y tw ic e be ca us e 

th e  se rv ic e  ca nn ot  be  re im burs ed  un de r T i t l e  XVI II,  P a r t B o f  th e  S ocia l 

S e c u r it y  A ct , to  wh ich  th ey  ha ve  su b sc ri b ed . C u rre n tl y , T i t l e  XVIII 

p ro h ib it s  re im bu rs em en t fo r  s e rv ic e s  o f  th e  new h e a lt h  p r a c t i t io n e r s ,  

u n le s s  a p h y sic ia n  i s  p re se n t and im m ed ia te ly  re vi ew s th e  d ia g n o s is  and  

tr ea tm en t p ro v id ed .

I f  th e se  c l in ic s  f a i l ,  we w il l ha ve  d es tr o y ed  th e  grow th o f  an a l t e r ­

n a ti v e  to  ex pen si ve h o s p i t a l i z a t io n . At t h e i r  c u r re n t r a t e ,  ARC c l in ic s  

p ro v id e  ch ro n ic  ca re  v i s i t s  to  M ed icare p a t ie n ts  a t  o n e -s ix th  (1 /6 ) th e  
p r ic e  o f  a s in g le  da y in  th e  av er ag e h o s p i t a l . ^  A st u d y  re c e n t ly  co m pleted  

fo r  th e  ARC by th e  M it re  C o rp o ra ti o n ^  su g g est s th a t  th e se  c l i n i c s  co n­

t r ib u t e  to  re du ce d h o s p i ta l iz a t io n  — 10 to  30 p e rc en t over  p a ir e d

co n tr o l co m m un iti es .

Tab le  I sa mples  c l in ic  use  by pay or.  S e lf -p ay  i s  th e  la r g e s t  ca te g o ry , 

bu t th e  c l i n i c s  ca nn ot  su rv iv e  w it h  22 to  36 p e rc e n t o f  t h e i r  volume

un re im bur se d.
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N at io na l Problem

The problem is  no t co nf ined  to  Ap pa lac hia . Since we f i r s t  ra is ed  

th e is su e , we hav e re ce iv ed  l e t t e r s  from c li n ic s  ac ro ss  th e co un try.

The Old West and So uthe rn  Gov ernors  have jo in ed  ou rs as ki ng  fo r change .

The d if fe re n ce  o f urban and ru ra l per  cap it a  reimb ursem ent un de r Pa rt  

B Medica re is  61 perc en t.  Although th e span  i s  a pr od uc t o f many fa c to rs , 

a c lo se r loo k a t West V ir g in ia , on a co un ty-by-co un ty  b asi s showed the 

counti es  with  th e lowe st ra te s  were a ls o  th e co unties  with ou t p h y s ic ia n s .^

The re cen t h ea lt h  manpower le g is la ti o n  notw ithst an din g, ph ys ic ia ns  

a re  no t moving to  Ap pa lach ia.  In some ru ra l p a r ts  o f App alachia,  p a r ti c u ­

la r ly  the ru ra l So uth,  physi ci an s ar e s t i l l  le a v in g .^  Ye t, with  gr an t 

su pport , p ra c ti ti o n e rs  have  bee n w il li n g  to  s e t t l e  in  th e same towns va ca ted 

by physi c ia ns.

I f  th e new h ealt h  p ra c ti ti o n e rs  could  no t be a tt ra c te d  to  th e remote 

s e tt in g s  li k e  C la ir f ie ld , E lk la nd , S t.  Cha rles , Fa rm ing ton , B ri cev il le  

and Washburn,  th e Commission program  would no t hav e grown so . The ir  

tu rn over  i s  s t i l l  hi gh ; th e av erag e st ay  is  2.S year s;  bu t th ey  come.

A re cen t stu dy  by th e U niv ers ity  o f Nor th C ar ol in a Departm ent o f Economics 

showed th a t th e fi n an c ia l s t a b i l i ty  pr ov ided  by th e g ra n ts  i s  a major 
f a c t o r .^  Th ei r stud y in cl ud ed  101 ru ra l c li n ic s .Th ei r stud y in cl ud ed  101 ru ra l c li n ic s .
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We do not  know th e exact number o f r u ra l  c l i n i c s .  However, th e 

es tim at ed  700 co ve r ab ou t 20 p erc en t o f  th e  r u ra l  m ed ic al ly  un de rs er ve d

a re a s .

C li n ic  S tr u c tu re

ARC ha s alw ays s tr e s s e d  org an iz ed  c l i n i c s .  Per so nn el  can  tu rn  ov er , 

but a w e ll -o rg an iz ed  c l i n i c  can  ab so rb  th e  ch an ge . The No rth  C aro lina 

st udy re fe re n ced  e a r l i e r  shows th a t  th e  lo nger  a c l in ic  i s  in  p la c e , 

th e  le s s  i t s  s t a b i l i t y  i s  a f fe c te d  by a change  in  p e rs o n n e l.  Thi s is  in  

sh ar p c o n tr a s t to  th e  trau m a ca us ed  by th e  d ep a rt u re  o f  so lo  o r p a r tn e r ­

sh ip  p h ysi c ia ns from sm al l town s.

C le a rl y , a b i l l  to  pe rm it  re im bu rsem en t to  c l in ic s  i s  in  th e  b es t 

in te r e s t  o f th e  sm al l tow ns and  ru ra l  a re as o f  th i s  coun tr y . The ty pe  

o f  o rg an iz a ti o n  — p r o f i t  o r  n o n -p ro f it  — is  no t as im port an t as  th e 

in te rn a l compo nents. By experi en ce , we hav e fou nd  th a t  su c cess fu l c l in ic s  

sh are  common fe a tu re s ; b es id es ac ce ss  to  x -ra y , la b o ra to ry , pha rmacy  and h o sp it a ls

— w rit te n  st and in g  o rd ers  (p ro to co ls ) th a t  a re  a pro duct  o f 

n e g o ti a ti o n  be tween  su p e rv is in g  p h y si c ia n  and e x te n d e r (s ) .

— su p e rv is in g  ph y si c ia n  le g a ll y  re sp o n s ib le  fo r q u a l i ty  o f  ca re .

- -  p ro b le m -o ri en te d  med ical  re co rd s Kept on a l l  re g u la r  p a t ie n ts .

— ge og ra ph ic  o r p o p u la ti o n -s p e c if ic  se rv ic e s .

— in te rn a l  q u a li ty  c o n tr o ls , such  as re g u la r  re co rd  a u d it .

e



— p ro v is io n  fo r re g u la r  in se rv ic e  co nfe re nce s be tw een 

p h y si c ia n  ex te nders  and  su p e rv is in g  p h y sic ia n s .

— ap po in tm en t sy stem s th a t  make p ro fe s s io n a l ca re  and 

ad vic e e a s ie r  fo r  p a t ie n ts  to  o b ta in .

— a v a il a b le  te le phone c o n s u lt a ti o n  and home v i s i t s .

— em ph as is on p a t ie n t  ed ucati on  and counse li n g .

— fo llow -u p on miss ed  ap poin tm en ts .

Q u a li ty

Ev ery  new p ro fe s s io n  mu st make i t s  ca se  fo r  q u a l i ty , i f  i t  i s  to  

be ac ce pte d  by  th e  con sum ing  p u b li c . S tu d ie s o f  q u a l i ty  o f  th e  nurs e 

p r a c t i t io n e r  and  p h y si c ia n  a s s i s t a n t  a re  al m os t le g io n . A ll  a re  p o s i t iv e . 

Though most a re  done on sm al l sa mples  w it h  na rro w d e f in i t io n s  o f  q u a l i ty , 

a few st an d  o u t.  For f iv e  y e ra s , Runyan o f  T en nes se el S / ha s fo llo w ed  

1,00 6 p a t ie n ts  t r e a te d  by n u rs e  p r a c t i t io n e r s  in  s a t e l l i t e  am bu la to ry  

ca re  c e n te rs . Those  p a t ie n ts  con ti nue  to  ha ve  lowe r bl oo d p re ss u re , 

lo wer  bloo d su gar and 50 p e rc e n t lo wer  h o s p i ta l iz a t io n  r a te s  th an  pa ir ed  

co h o rt s in  h o s p it a l o u tp a t ie n t  depar tm en ts . In  a few s tu d ie s , su rg er y  

r a te s  have  in c re a se d , su g g e st in g  th a t  n p 's  and p a 's  sh ou ld  no t be  exe mpted 

from  q u a li ty  and u t i l i z a t i o n  c o n tro ls .

In  O n ta ri o , where  nurs e  p r a c t i t io n e r s  a re  p a r t o f  th e  N at io nal  H ea lth 

In su ra nce  prog ram, S ack e tt  an d h is  co ll eag u es d id  a o ne-y ear ran do mize d 

co mpa ris on  o f  p r a c t i t io n e r s  and p h y si c ia n  ca re  fo r  1,59 8 fa m ili e s . By 

t h e i r  measures  o f  q u a l i ty , th e  out com e o f  ca re  in  th e  two gr ou ps  was 
i d e n t i c a l . ^ '



I l l

The criteria for a successful clinic are also criteria for quality. 

Congressman Rogers and Dr. Carter, you have built a system of certifica­

tions into your bill that should both prevent abuse and permit the types 

of activities that improve quality.

Residents of medically underserved areas see doctors as frequently 

as residents of served areas -- for acute care. In rural areas, because

* of the travel problems, the medically underserved short-change themselves
4/for preventive services and health maintenance. It is in the shift to 

health maintenance that we see the reduced hospitalization that has been 
documented in the studies by D a v i s , R u n y a n , — Is aacs^/ and Anderson.A3/



C rit iq u e  o f  H.R. 8543

(1) We en do rse re im bu rse men t fo r  se rv ic e s  o f  physi c ia n  ex te nder s 

when th ey  a re  pr ov id ed  in  c l in ic s  s ta f fe d  by fu ll - ti m e  as  w el l as  p a r t -  

tim e p h y sic ia n s . Ap pa lach ian c l in ic s  a re  ab ou t ev en ly  d iv id ed  be tween  

th e two ty p es .

(2 ) The b i l l ' s  co nc ep t o f  mak ing  co ve ra ge  fo r  r u ra l  c l in ic s  man­

dat ory  un de r bo th  Me dic are  and  Me dica id i s  ac ce p ta b le  to  th e  Com mission , 

w ith bu t one re se rv a ti o n . In  S ta te s  where a s im p li fi e d  co st -r ei m bur se m en t 

pro gram is  a lr eady  in  e f f e c t , th i s  law sh ou ld  no t make i t  more cum bersome .

(3 ) Reim bursement ba se d on c o s ts  i s  goo d. The Med ica re d e f in i ti o n  

o f "r easo nab le  co s ts "  ha s in  th e  p a s t le d  to  u n co n tr o ll ed  e s c a la ti o n  o f 

c o s ts , p a r t ic u la r ly  in  th e  home h e a lt h  prog ram . ARC c l in ic s  p re se n tl y  oper at e 

on mod erate  st andar ds th a t  kee p t h e i r  co s ts  low . The a l l - in c lu s iv e  co st

per  v i s i t  now av er ag es  $18 . Me dica id program s in  No rth  C aro li na and 

Ten ne ssee  hav e managed to  co n tr o l c o s ts  nea r th a t av er ag e.  I t  i s  d i f f i c u l t  

to  ju dg e from  th e  lang ua ge  o f  th e  b i l l  whe th er  or  no t you  ha ve  co ntinued  to  

per m it  th e  S ta te s  and th e S ecre ta ry  to  e x e rc is e  d is c re ti o n  w ith re gard  to  

th e  c o s ts . I hope th a t  i s  yo ur  in te n t .

(4 ) In r e fe r r in g  to  th e  new h e a lt h  p r a c t i t io n e r s , H.R. 8S43 us es  th e 

te rm , physi c ia n  ex te nders . The Commission a p p re c ia te s  th e  co nc er ns  o f  th e 

p ro fe s s io n a ls  who hav e bee n bro ad ly  grouped un de r th is  ter m in  pre v io us 

y e a rs , and  en do rs es  ch an ging  th e  te rm  to  th e  more s p e c if ic  te rm s,  "n ur se  

p r a c t i t io n e r"  and " c e r t i f i e d  p hysi c ia n  a s s i s t a n t . "



113

(5) The d e f in it io n  o f physi ci an  ex te nder  in  H.R. 8543 is  l e f t  to  

th e S ecre ta ry . I t  i s  th e Comm ission' s p o sit io n  th a t c e r t i f ic a t io n  be l e f t  in  

i t s  tr a d i t io n a l  p la ce , with  th e S ta te s . Th is pe rm its  S ta te s to  ac ce pt  

curr en t p ro fe ssi o n a l exams,  and we would en do rse  a recommendation to  do 

so , bu t i t  a ls o  en courages th e  S ta te s to  ex pe rim en t and deve lop  new and

b e tt e r  v eh ic le s.

*  (6) Un lik e th e  House b i l l s ,  S. 708 defi nes a co oper at iv e re la ti o n sh ip  

betw een physi ci an s and th e  new h ea lt h  p ra c ti ti o n e rs  (S ec tion  (C) of  (a a) (2 ) 

amending  Se ct io n 1861). We have found th a t when physi ci an s and new hea lt h
♦

p ra c ti ti o n e rs  jo in t ly  pre par e th e  p ro to co ls  (o r st an din g ord er s)  fo r me dic al 

c a re , th ey  deve lop a b e tt e r  se ns e o f agree me nt and o f each  o th e r 's  s k i l l  

and bac kgr oun d le v e ls . The p a ti e n t b e n e f it s .

(7) H.R. 8543 au th o ri zes such o th er re qu ire men ts  as th e Secre ta ry

may fi nd  ne ce ss ar y fo r th e hea lt h  and sa fe ty  o f  c li n ic  p a ti e n ts . I t  a ls o  r e ­

qu ir es  c e r t i f ic a t io n  by th e  S ta te  agen cy th a t c li n ic s  meet th e re qu ire men ts  

o f th e b i l l  and o th er re g u la ti o n s p re sc ri bed  by th e  Secre ta ry . Taken a t 

fa ce  val ue,  th es e  seem li k e  re as onab le  re quirem en ts . Pa st  ex pe rien ce  

shows th a t broa d d is c re ti o n a ry  au th o ri ty  to  re g u la te  by th e Fe de ra l Government 

can le ad  to  defi n in g  st an dar ds th a t may add to  c o s ts . Minimum st andar ds,  

such as  th os e ap p li ed  to  p h y si c ia n s'  o f f ic e s , no t th e st an dar ds fo r h o sp it a l 

o u tp a ti en t de pa rtm en ts , sh ou ld  be th e c e r t i f ic a t io n  st an dar ds fo r ru ra l h ea tl h

c li n ic s .

(8) F in a ll y , un ifo rm  re p o rt in g  pr oc ed ur es  fo r Me dicaid  and Medica re 

would keep bo th  au d it in g  cost s and c li n ic  ad m in is tr a ti v e  co st s re as on ab ly
•>

low un der th e  re qu irem en ts  o f  th is  b i l l .
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J u n e  l k ,  1977

’!EM2ER3 OF THE SENATE FINANCE AND HOUSE WAYS AND MEANS COMMITTEES:

T he o r g a n i z a t i o n s  l i s t e d  b e lo w  e n d o r s e  t h e  f o l l o w i n g  p r i n c i o l e s  a s  
t h e  b a s i s  o f  l e g i s l a t i o n  t o  b r i n g  h e a l t h  s e r v i c e s  t o  m e d ic a l ly  u n d e r s e r v e d  
a r e a s —

1 . T he m o s t u r g e n t ,  c r i t i c a l  n e e d  f o r  h e a l t h  s e r v i c e s  e x i s t s  i n  m e d ic a l l y
*  u n d e r s e r v e d  s m a l l  to w n s  a n d  r u r a l  a r e a s ,  m an y o f  w h ic h  r e l y  upo n  

p r im a r y  h e a l t h  c l i n i c s  s t a f f e d  b y  n u r s e  p r a c t i t i o n e r s  o r  p h y s i c i a n  
a s s i s t a n t s .  T h e r e f o r e ,  M e d ic a re  r e im b u r s e m e n t s h o u ld  b e  e x p a n d e d  
t o  c o v e r  h e a l t h  s e r v i c e s  p r o v id e d  b y  t h o s e  c l i n i c s ,  a s  a  f i r s t  s t e p  
to w a r d  r e im b u r s e m e n t  b y  a l l  t h i r d - p a r t y  p a y e r s ,  f o r  p r im a r y  h e a l t h

•  s e r v i c e s  i n  a l l  m e d i c a l l y  u n d e r s e r v e d  a r e a s .

2 . R e im b u rse m e n t f o r  c l i n i c  s e r v i c e s  s h o u ld  b e  r e l a t e d  t o  t h e  c o s t  o f
p r o v i d i n g  t h e  p r im a r y  h e a l t h  s e r v i c e s ,  s h o u ld  go  t o  t h e  c l i n i c  r a t h e r  
th a n  t o  an y  p a r t i c u l a r  p r o v i d e r ,  a n d  s h o u ld  c o v e r  p h y s i c i a n  s e r v i c e s  
i n  a d d i t i o n  t c  t h o s e  p r o v id e d  by  n u r s e  p r a c t i t i o n e r s  an d  p h y s i c i a n  
a s s i s t a n t s .

3 . P u b l i c  p r im a r y  h e a l t h  c l i n i c s  a n d  p r im a r y  h e a l t h  c l i n i c s  t h a t  r e c e i v e
F e d e r a l  o p e r a t i n g  f u n d s  t h a t  a r e  l o c a t e d  i n  u r b a n i z e d  m e d ic a l l y  
u n d e r s e r v e d  a r e a s  s h o u ld  b e  e l i g i b l e  f o r  c o s t  r e im b u rs e m e n t on  a  
d e m o n s t r a t i o n  b a s i s .

1». I n  r e c o g n i t i o n  o f  t h e  f a c t  t h a t  p h y s i c i a n s  i n  p r i v a t e  p r a c t i c e  t h a t
em p lo y  n u r s e  p r a c t i t i o n e r s  a n d / o r  p h y s i c i a n  a s s i s t a n t s  h e l p  f i l l  t h e  
g ap  o f  p r im a r y  h e a l t h  s e r v i c e s  i n  s m a l l  to w n s  a n d  r u r a l  ^ r e a s , a n d  
s i n c e  man y s u c h  p h y s i c i a n s  a r e  r e l u c t a n t  t o  bec om e s a l a r i e d  p r o v i d e r s  
w i t h i n  a  c l i n i c ,  t h e y  s h o u ld  b e  a l lo w e d  a n o t h e r  o p t i o n .  On a  o n e - y e a r  
d e m o n s t r a t i o n  b a s i s ,  th e y  s h o u ld  b e  p e r m i t t e d  t o  c h o o s e  f e e - f o r - s e r v i c e  
r e im b u r s e m e n t c o v e r i n g  t h e  s e r v i c e s  o f  t h e  n u r s e  p r a c t i t i o n e r s  an d  
p h y s i c i a n  a s s i s t a n t s  t h e y  e m p lo y , a t  a  r a t e  t h a t  i s  e q u i v a l e n t  t o  t h e  
p h y s i c i a n ' s  u s u a l  a n d  c u s to m a r y  r a t e .  P h y s i c i a n s  t h a t  s e l e c t  t h i s  
o p t i o n  s h o u ld  n o t  b e  p e r m i t t e d  t o  em n lo y  m ore  t h a n  tw o n h v s i c i a n  
a s s i s t a n t s  o r  n u r s e  p r a c t i t i o n e r s .

5 . T he S e c r e t a r y  o f  H e a l t h ,  E d u c a t i o n ,  a n d  W e lf a r e  s h o u ld  r e p o r t  t o  C o n g re s s
o n e  y e a r  a f t e r  im p le m e n ta t io n  o f  t h i s  l e g i s l a t i o n  on t h e  r u r a l  a n d  
u r b a n  d e m o n s t r a t i o n s  a n d  on  t h e  r u r a l  c o s t  r e im b u rs e m e n t a r r a n g e m e n t .
T h i s  r e p o r t  s h o u ld  a d d r e s s  t h e  q u e s t i o n s  o f  e x p a n d in g  t h e  p ro g ra m  t o  
u rb a r f  a r e a s  a n d  c o n t i n u i n g  t h e  f e e - f o r - s e r v i c e  a r r a n g e m e n t .

•
6 .  E x c e p t f o r  t h e  u r b a n  d e m o n s t r a t i o n  c o m p o n e n t,  a  c l i n i c  o r  p r a c t i c e  e l i g i b l e

f o r  r e im b u r s e m e n t s h o u ld  b e  o n e  t h a t  s e r / e s  a  r u r a l ,  m e d ic a l l y  u n d e r s e r v e d  
p o p u l a t i o n .  " R u r a l "  s h o u ld  b e  d e f i n e d  a s  a n  a r e a  t h a t  i s  n o t  " u r b a n i z e d " ,  
a  B u re a u  o f  t h e  C e n su s  te r m  t h a t  w o u ld , i n  e f f e c t ,  e x c lu d e  c o m m u n it ie s

*  o v e r  5 0 ,0 0 0  a n d  t h e i r  s u b u r b s .  C l i n i c s  o r  p r a c t i c e s  r e c e i v i n g  r e im b u r s e ­
m en t i n  a r e a s  t h a t  l o s e  t h e i r  d e s i g n a t i o n s  "as " m e d ic a l ly  u n d e r s e r v e d "  
s h o u ld  c o n t in u e  t o  r e c e i v e  r e im b u r s e m e n t .
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We urge the House Ways and Means Committee and the Senate Finance 
Committee to promptly act upon these princinles, 30 that primary health 
services will he more accessible to medically underserved Americans.

American Academy of Physician Assistants

American Nurses' Association

American Hospital Association

Appalachian Regional Commission
«

Association of Physician Assistant Programs 

Friends Committee on National Legislation

National Association of Community Health Centers

National Association of Counties

National Association of Farmworker Organizations

National Association of Social Workers

National Council on the Aging

National Council of Senior Citizens

National Farmers Union

National Retired Teachers Association/American Association of Retired Persons

National Rural Center

National Rural Electric Cooperatives Association

United Mine Workers of America Health and Retirement Funds

«
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TH E APPALACHIAN REGIONAL COMMISSION 
IM S  C O N N E C T IC U T  AVENUE  

W A S H IN G TO N . D .C . 20235

Date:  Ju ly  27 , 1977

S u b je c t:  Pr im ar y Ca re P ra c t i t io n e r  Su rve y 

To : Nancy Lane

Purs uan t to  th e  h eari n g s bei ng  h e ld  on th e  r e v is io n  o f  Med ica re 
l e g i s l a t i o n ,  I th ought th e  fo ll ow in g  in fo rm ati on  mi gh t be  u s e fu l .
Th ese d a ta  o r ig in a te d  from th e  P ro je c t In fo rm at io n  Sys tem r e p o r ts  
from  1975 and  197 6. They we re ta ken  from  a l l  a v a il a b le  re p o r ts  
from pri m ar y ca re  pr og ra m s;  ho we ve r, you  w il l  no te  th a t  th e  r e tu rn  
r a te  o f  ap pro x im at el y  29 p e rc en t i s  much lower  th an  fo r  o th e r ARC- 
fund ed  h e a lt h  prog rams (75 p e r c e n t ) .

1.  Number o f  c e n te rs  su rv ey ed : 57 = 29%

2. Number o f c e n te r s , em ploy ing one o r  more o f th e  fo ll ow in g :
Nu rse  P ra c t i t io n e r s ,  Nu rse  C l in ic ia n s , P hysi c ia ns A s s is ta n ts  
and  P hysi c ia n  E xte nder s:  43 = 75%

3. Number o f  pri m ary  ca re  p r a c t i t io n e r s :  68 (s ur ve y)

4 . Number o f  ARC-funded pr im ar y ca re  c l i n i c s  w it h  pr im ar y ca re  
p r a c t i t io n e r s :  150 c l i n i c s  (e s ti m a te )

5.  Number o f  P P /c l in ic :  1 .6  (a ve ra ge )

6 . T o ta l num ber  o f  ARC-funded pr im ar y ca re  p r a c t i t io n e r s :  240 ( e s t . )

Geo gr ap hic D ispe rs em en t (# o f  NPs, PE s, PAs, NCs and % o f  T o ta l Number)

1. Urban ( a t  le a s e  one town w ith  a p o p u la ti o n  ov er  10 ,0 00):  13 ■ 19%

2. Sm all  Urban ( a t  l e a s t  one  town  w it h  a po p.  be tw een 2,50 0 and  9, 99 9)
4 = 6%

3.  Sm all  Town ( a t  le a s t  one town w ith  a po p.  be tw een 1,00 0 and  2 ,4 99):
35 = 51%

4. D is per se d  R ur al  (no  tow ns g re a te r  th an  1 ,0 00):  16 = 24%

/:

VIRGINIA GENWELL
H ea lt h  E va lu a ti o n  S p e c ia l is t

c c : Jim  Ken ne lly

9 8 -2 75  0  -  77 - 8
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TABLE I - DISTRIBUTION OF CLINIC VISITS BY PAYOR

% BY CLINIC

PAYOR 1 2 3 4 5 6 7

S e lf 28 55 66 63 34 49 40

Me dic aid 10 6 18 IS 29 19 23

Me dicare 17 30 7 7 9 9 20

P ri v a te  In su ra nce 4 9 9 15 10 23 17

UMW Funds 41 - - - 18

1. S t.  C harl es  Community  H ea lth  C li n ic , S t.  C h a rl e s , VA

2. M itre  Stu dy , ARC C l in ic s , 1976

3. Neigh borho od  H ea lth C en te rs  - R ura l,  March 1976

4.  Nurse  P ra c t i ti o n e r  C li n ic s , Ru ra l New Me xico, 1974

5. La urel Fork - C le ar Fo rk , 1976

6.  Hot S p ri n g s , No rth  C a ro li n a , 1975

7.  Grand I s l e ,  VT, 1976
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Mr. Florio. Thank you very much.
I think  you both. I really have just one or two questions.
What is the experience with payments from Blue Cross-Blue Shield, 

particularly with the part-time physician? Is the physician required 
to signoff, or are there other personnel who are required to sign for 
services rendered or allowed to sign for services rendered?

Mr. Bernstein. I am sure it varies completely from plan to plan, 
but in North Carolina there is an agreement such tha t the extender 
signs oil'. But  it  is done in such a way that  the practice is certified, be­
fore they will reimburse a prac tice they want to know tha t the  exten­
ders have gone through the board of medical experts or the board of »
nursing, whatever has been done, and has to be done and proper, then 
they let the nurse practitioner or physician assistant sign the claim.

Mr. Florio. I see.
Ms. Lane. And I can speak more comprehensively for the States. r

Even in Appalachia within Blue Cross there are a number of experi­
ments going on. Some plans require that  the physicians s ign off, but 
permit the billing clerk to use a rubberstamp. Some have accepted the 
nurse practi tioner  and physician assistant and permit  them to sign.
There is not a uniform practice.

In some States Blue Cross has given provider status to the primary 
care clinics; in some reimbursement is validated as a physician service.

Mr. F lorio. I see.
We thank  you both for your testimony, and conclude the hearings 

at this point.
Thank you.
[The following statements were received for the record:]
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Statem en t

o f  the

AMERICAN MEDICAL ASSOCIATION

to  the

Subcommittee on H ea lth  and the Env ironm en t 
Committee on In te rs ta te  and Fore ign Commerce

Au gu st 12,197 7

Re: H.R. 8543 -  To amend t i t l e  X V II I and XIX 
o f  th e S ocia l S e c u ri ty  Act  to  p ro v id e  
payment fo r  ru ra l h e a lt h  c l in i c  s e rv ic e s , 
and fo r  o th e r pu rp ose s.

The Am erican Med ical  A s so c ia ti o n  su bm its  th e fo ll o w in g  st ate m ent 

• re la t iv e  to  H.R. 8543, a b i l l  which  wou ld  re co gniz e Med icare and M edica id  

payment fo r  the se rv ic e s  o f  p h ys ic ia n  exte nders  p ro v id ed  th ro ugh  " ru ra l h e a lt h  

c l in ic s "  and wo uld e s ta b li s h  dem onstra tion  p ro je c ts  fo r  p hys ic ia n  c l in ic s  

in  urb an  s e tt in g s  and fo r  o rg an iz ed cente rs  o f fe r in g  co mpreh en sive  o u tp a ti e n t

me ntal h ea lth  s e rv ic e s .

H.R. 8543 is  a m o d if ic a ti o n  and broad ex pa ns ion o f  le g is la t io n  

in tr oduced  e a r l ie r  th is  sess io n , and we und er stan d and su pport  the Sub co mmittee 's 

d e s ir e  to  respo nd to  a need fo r  re cog n iz in g  Med icare re im bu rsem en t fo r  exte nde r 

s e rv ic e s . We p a r t ic u la r ly  ap plau d the Sub co mmittee 's  co ncern fo r  ex pa nd ing the 

a v a i la b i l i t y  o f se rv ic e s  to  the ru ra l poor.  We are  a ls o  s u p p o rt iv e  o f in co rp o ­

ra ti n g  a p p ro p ri a te  re c o g n it io n  o f  exte nder se rv ic e s  as re im burs ab le  under

M edic a id .

As you  may r e c a l l ,  the AMA has  been a t the fo re f ro n t  in  su pp o rt in g  the 

u t i l i z a t i o n  o f p h y s ic ia n 's  a s s is ta n ts  and e a r ly  re cogniz ed th e ir  sp ec ia l u t i l i t y
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sta ndard  o f ca re .

in  m ed ical  ca re  sh ortage are as.  In  the pa st  we have p o in te d  out th e need 

fo r  le g is la t io n  re cogn iz in g  th e ro le  o f the p h y s ic ia n 's  a s s is ta n t in  se rv in g  

to  "e x te n d " th e se rv ic e s  o f  a phys ic ia n  in to  sh or ta ge  ar ea s.

To th is  end we have deve lope d and had in tr oduced  le g is la t io n  in 

th is  Congress under which  Med ica re wou ld re im bu rse th e phys ic ia n  fo r  se rv ic es  

pe rfo rm ed  by h is  superv is ed exte nder ir re s p e c ti v e  whe ther  the exte nder p e r­

formed se rv ic e s  a t ,  o r  away fro m , th e p h y s ic ia n 's  o f f ic e .  We b e li e v e  th a t t

en ac tm en t o f our le g is la t io n  wou ld  encoura ge w id e r use o f p hys ic ia n  ext ende rs  

and g iv e  pro per re c o g n it io n  to  t h e ir  e s s e n ti a , n a tu re , which  is  to  exten d the 

p h y s ic ia n 's  s e rv ic e s . The ex te nder can p ro v id e  q u a li ty  p a ti e n t ca re , fo ll o w in g  

pro per t r a in in g  in  a c c re d it e d  tr a in in g  prog rams,  when he has met any S ta te  

re qu irem ents  fo r  p ro v is io n  o f s e rv ic e s , and when he pro v id es se rv ic e  udde r the 

s u p e rv is io n  and d ir e c t io n  o f a p h y s ic ia n . The n e ce ss it y  o f p ro per su pe rv is io n  

and d ir e c t io n  empha size the e s s e n ti a l ro le  o f  the p h y s ic ia n , which  is  to  as su re  

th a t h is  ext ender is  p ro p e rl y  tr a in e d  and superv is ed. The p h ys ic ia n  mus t alw ays 

rema in an sw erab le  to ,  and ta ke  r e s p o n s ib il it y  fo r  the pro per tr ea tm en t o f ,  the 

p a t ie n t .  Under no ci rc um st ance s should  th is  re s p o n s ib il it y  be de le gate d to  

in d iv id u a ls  w it h  inad eq ua te  t r a in in g .  Bo th p hys ic ia ns  and p a ti e n ts  demand q u a li ty  

ca re . F a il u re  to  re ta in  phys ic ia n  d ir e c t io n  and su pe rv is io n  wou ld  be d e tr im e n ta l 

to  q u a li ty  p a ti e n t ca re  in  th e long  ru n.

W hile  an exte nder can be advantageous  in  many s e t t in g s ,  th e exte nder 

is  o ft e n  e s p e c ia ll y  advantageous  in  ru ra l sh ortage ar ea s in  which  no p hys ic ia n  

is  p e rs o n a ll y  a v a il a b le . However, in  a rush  to  p ro v id e  some se rv ic e s  to  a 

shortage are a, i t  wou ld be easy to  brush aside pro per sa fe guard s. I t  is  

im pe ra ti ve  to  pre serv e fo r  a l l  p a t ie n ts - - in c lu d in g  thos e in  ru ra l a re as— a hig h

k



The b i l l  be fo re  you--H .R . 85^3 --does ad dres s c e r ta in  la udable  ends . 

N evert he le ss , as we p o in t o u t,  th e b i l l  re ta in s  many o f the weaknesses o f 

e a r l ie r  le g is la t io n  w h il e  ad ding  severa l o b je c ti o n a b le  p ro v is io n s  not even 

re la te d  to  re imbu rsem en t fo r  ext enders  in  ru ra l shortage are as.

EXTENDER REQUIREMENTS

The b i l l  d e fi n e s  a "p h y s ic ia n  e x te n de r"  as "a  nu rse p r a c t it io n e r  or 

phys ic ia n  a s s is ta n t who per fo rm s such se rv ic e s  as he is  le g a ll y  a u th o ri ze d  to  

perform  ( in  the S ta te  in  which  he per fo rm s such s e rv ic e s ) in  acco rdan ce  w it h  

S ta te  law (o r th e S ta te  re g u la to ry  mechanism p ro v id ed  by S ta te  law ) and who 

meets such t r a in in g ,  educa tion  and experience re qu irem ents  (o r any co m bin atio n 

th e re o f)  as th e S e cre ta ry  may p re s c ri b e  in  re g u la ti o n s " .

The c o n d it io n  th a t the ex te nder meet S ta te  re qu irem ents  is  a p ro v is io n  

which  we su p p o rt , and we b e li e v e  th a t such a p ro v is io n  p ro p e rl y  re cogniz es the 

prim ary  (and e x c lu s iv e ) re s p o n s ib il it y  o f  th e in d iv id u a l S ta te  to  det erm in e the 

q u a li f ic a t io n s  and sco pe o f th e e x te n d e r' s  p ra c t ic e .

The b i l l  fu r th e r  d e fines  th e p h ys ic ia n  e x te n de r,  howe ver, as one who 

a ls o  meets "s uc h t r a in in g ,  e d u ca tio n , and experience re qu irem ents  (o r any co mbi ­

n a ti o n  th e re o f)  as th e S ecre ta ry  may p re s c r ib e  in  re g u la ti o n s " . We b e li e v e  th a t 

the p h ys ic ia n  exte nder sh ou ld  co mplete a t r a in in g  prog ram, o r  have expe rience , 

mee tin g the t r a in in g  program  st andar ds o f re co gniz ed a c c re d it in g  agencie s. 

Comp liance w it h  any st andard s e s ta b li s h e d  in  S ta te s re g u la ti n g  th is  ca te gory  o f 

pe rson ne l wou ld  be s u f f ic ie n t  to  ass ur e the a p p ro p ri a te  t r a in in g .  The fe d e ra l 

gov ern me nt sh ou ld  no t us urp th e S ta te 's  t r a d it io n a l  ro le  o f  de te rm in in g  p ra c ti c e  

q u a li f ic a t io n s  nor  sh ou ld  the S ecre ta ry  be g iven th e  power to  det erm in e the 

q u a li ty  o f e d u ca ti o n , exp erience  o r  t r a in in g  th a t an in d iv id u a l has re ceiv ed 

and th us deemed q u a l i f ie d  unde r th e prog ram. The lan guage in  the b i l l  a u th o r iz in g
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th e  S ecre ta ry  to  e s ta b li s h  standard s sh ou ld  be de le te d .

We are a ls o  concerned th a t th e d e f in i t io n  does not ap pe ar  to  

re co gniz e wha t we b e lie v e  to  be th e  und e rl y in g  co nc ep t o f th e p h ys ic ia n  ex te nder,  

na mely,  th a t the exte nder is  a c tu a ll y  in te nd ed  as an ex pa ns ion o f  a p h y s ic ia n 's  

s e rv ic e s , w it h  th e ne ce ss ary c lo se  and co ntinued s u p e rv is io n  o f the exte nde r by 

th e  p h ys ic ia n  which  th a t im p li e s . W hi le  th e re  is  some language in  o th e r p ro ­

v is io n s  o f the b i l l  p e r ta in in g  to  ge ne ra l su pe rv is io n  by a p h y s ic ia n , th e re  is  

no c le a r  and une qu ivoc al  re quirem ent th a t a phys ic ia n  sh ou ld  be re spons ib le  fo r  

s u p e rv is io n  o f  the exte nder and th e se rv ic es  he p ro v id e s . Th is  re s p o n s ib il it y

and su pe rv is io n  is  ne ce ss ar y to  ass ur e q u a li ty  p a ti e n t ca re . The d e f in i t io n  o f  f
"p h y s ic ia n  ex te nde r"  sh ou ld  be amended to  s ta te  c le a r ly  th a t th e exte nder may 

perf o rm  se rv ic es  o n ly  under th e su pe rv is io n  o f  a p h y s ic ia n .

RURAL HEALTH CLINICS

C ert a in  p o rti o n s  o f  H.R.  85^3 re co gnize co nc ep ts  on which  an exte nder 

prog ram sh ou ld  be b u i l t ;  howe ve r, o th e r p o rti o n s  o f the b i l l  are  tro ubleso m e.

W hile  the o b je c ti v e  o f  the b i l l ,  o s te n s ib ly , is  to  p ro v id e  payment fo r  se rv ic es  

o f the phys ic ia n  e x te nde r,  the b i l l  wo uld  acc om pl ish th is  by c re a ti n g  a new 

body o f  se rv ic es  known as " r u r a l h e a lt h  c l in i c  s e rv ic e s ."  These new se rv ic es  

wo uld be , in  es senc e,  phys ic ia n  se rv ic e s  and p h ys ic ia n  exte nder se rv ic e s  when 

fu rn is h e d  to  an o u tp a ti e n t o f  th e newly cre ate d  e n t it y  c a ll e d  a " ru ra l h ea lth  

c l i n i c . "  Any se rv ic e s  pro vi ded by a " ru ra l h e a lt h  c l in i c "  wo uld be re im bu rsed  

o u t o f Part  B Med ica re  funds o n ly  to  th e " c l i n i c " , and wo uld be re im bu rsed  on 

th e basis  o f "80 perc ent o f cos ts  which  ar e re as on ab le  and re la te d  to  the cost o f 

fu rn is h in g  such se rv ic e s  o r on such o th e r te s ts  o f re as on ab lene ss  as th e S ecre ta ry  

may p re s c ri b e  in  re g u la ti o n s  . . . " .

kThe " ru ra l h e a lt h  c l i n i c "  i t s e l f  wou ld be d e fined  as an e n t it y  wh ich
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co mpl ies w it h  a l l  o f the f o l 1 ow in g :( 1 )  is  p r im a r il y  engaged in  p ro v id in g  ru ra l 

h ea lth  c l in i c  s e rv ic e s , (2) ha s,  ( in  th e case o f  a c l in i c  which  is  no t p h y s ic ia n - 

d ir e c te d ) an ar rang em en t w it h  one o r  more p hys ic ia ns  fo r  re view  by the phys ic ia ns  

o f  a l l  se rv ic e s  pro v id ed  by th e p h ys ic ia n  e x te n de r,  fo r  p re p a ra ti o n  o f med ical  

o rd e rs , fo r  s u p e rv is io n  and gu idan ce  o f th e ex te nder and fo r  r e fe r ra l and fo r  

advi ce  and ass is ta n ce  in  med ical  em er ge nc ies,  (3 ) m a in ta in s  c l in ic a l  re cord s ,

(4 ) ar rang es  fo r  r e fe r ra l and ad m ission  o f  p a ti e n ts  to  h o s p it a ls , (5) p ro v id es fo r
I

deve lop me nt o f gove rn in g  p o li c ie s  re la t in g  to  se rv ic e s  w it h  advic e  o f a grou p o f 

p ro fe ss io n a l pe rs on ne l ( in c lu d in g  a t le a s t one p hys ic ia n  and one e x te n d e r) ,

(6 ) p ro v id es fo r  a p h ys ic ia n  o r phys ic ia n  exte nder to  be re spons ib le  fo r  ex ecu­

t io n  o f p o li c ie s  re la t in g  to  s e rv ic e s , (7 ) p ro v id es d ir e c t ly  fo r  ro u ti n e  d ia g n o s ti c  

se rv ic e s  in c lu d in g  c l in ic a l  la b o ra to ry  se rv ic e s  (as  de te rm ined  by the S e c re ta ry ),  

(8 ) has drug s and b io lo g ic a ls  a v a il a b le  fo r  emergency tr ea tm en t (as de te rm ined  by 

th e S ecre ta ry ) and co m pl ies w it h  S ta te  and fe d e ra l re quirem ents  fo r  st o ra ge and 

d is pensin g  o f  dr ug s and (9 ) meets such o th e r re quirem ents  as the S ecre ta ry  

re qu i r es.

As a fu r th e r  l im i ta t io n ,  such, a c l in i c  co uld  o n ly  be one which  (1 ) is  

lo ca te d  in  "a  ru ra l ar ea  desi gnate d by th e S ecre ta ry  as ha ving m e d ic a lly  un de r­

se rved  p o p u la ti o n s "; (2 ) ag re es  not to  ch arge  fo r  items and se rv ic e s  ex ce pt  fo r  

any d e d u c ti b le  o r  co in su ra nce  am ounts ; (3 ) em plo ys a p hys ic ia n  ex te nde r;  and 

(4 ) is  no t a r e h a b i li ta t io n  ce n te r o r  a f a c i l i t y  p r im a r il y  fo r  the tr ea tm en t o f

me nta l d isease s.

We not e th a t th is  b i l l ,  u n li k e  pre dece ss or  le g is la t io n ,  does not 

s p e c i f ic a l ly  p r o h ib it  the re imbu rsem en t fo r  se rv ic e s  o f an exte nder p ro v id ed  in  a 

p h y s ic ia n -d ir e c te d  c l in i c .  However, in  o rd e r fo r  a p h y s ic ia n -d ir e c te d  c l in i c  to  

be e l ig ib le  fo r  re im bu rs em en t, i t  wou ld  have to  meet the o th e rw is e  a p p li c a b le
o

p ro v is io n s  o f th e  d e f in i t io n  o f "a  ru ra l h e a lt h  c l i n i c . "
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In fa c t ,  th e d e f in i t io n  i t s e l f  p o in ts  out a g la r in g  in cons is te ncy 

a ll o w in g  payment e x c lu s iv e ly  to  a " c l i n ic " .  By what re as on ing sh ou ld  a fa c i 1i t y  

be re im bu rsed  fo r  what must  be id e n t i f ie d  e s s e n t ia ll y  as p h y s ic ia n 's  serv ic es? The 

fun damen ta l concep t in  the b i l l  is  th a t the exte nder is  in  fa c t p ro v id in g  an 

ex te ns io n  o f "p h y s ic ia n "  s e rv ic e s , ye t the p ro v is io n s  o f the b i l l  in  th is  

re ga rd  s t ra in  lo g ic a l a n a ly s is  by li m i t in g  payment (o u t o f P art  B on th e basis  o f 

co s t)  to  a s p e c ia ll y  re co gnized  f a c i l i t y — th e " ru ra l h e a lt h  c l i n i c " - - f o r
k»

phys ic ia n  se rv ic e s  pe rfo rm ed  by a non -p h ys ic ia n .

We b e lie v e  th a t i t  wou ld  be d e tr im e n ta l to  encoura ge th ro ugh  fe dera l 

re imbu rsem en t o f an e n t it y  th is  p ro v is io n  o f  phys ic ia n  se rv ic e s  by non -p hys ic ia ns .

The e n t it y  cr eate d by th e  b i l l  is  not lic ensed  by the S ta te  to  p ra c ti c e  med ic ine 

nor can i t  p ro v id e  se rv ic es  o th e r than  th ro ugh  i t s  em plo yees. How ever, th ere  

is  no re qu irem ent th a t a p h ys ic ia n  be an employ ee o f the e n t i t y ,  nor th a t a 

p h ys ic ia n  be a v a il a b le  to  superv is e  the exte nde r.

Furtherm or e, i t  is  d i f f i c u l t  to  co nc ei ve  o f  a s it u a t io n  in  which  a 

p hys ic ia n  would  opera te  a " ru ra l h e a lt h  c l in i c " .  In fa c t ,  d is in c e n ti v e s  fo r  

p a r t ic ip a t io n  by p hys ic ia ns  are  conta in ed  in  the b i l l .  I f  a p h ys ic ia n  d id  ag ree to  

opera te  such a " c l i n i c " ,  he wou ld be li m it e d  to  re imbu rsem en t fro m Med ica re  fo r  

h is  own and h is  e x te n d e r' s  se rv ic e s  on the basi s o f " c o s t "  de te rm ined  by the 

S e c re ta ry . The p a ti e n t co uld  be charged noth in g  more beyond co in sura nce and 

d e d u c ti b le . Moreo ve r, phys ic ia ns  wo uld be re lu c ta n t to  a llo w  th e exte nder to  

p a r t ic ip a te  in  p re pa ri ng  p o li c ie s  gove rn in g  the se rv ic e s  p ro v id e d .p a r t ic u la r ly  

where  th e ext ende r a lo ne is  re spons ib le  fo r  c a rry in g  out thes e p o li c ie s .

In a d d it io n , the b i l l  does noth in g  to  encourage p hys ic ia ns  to  make 

g re a te r use o f  phys ic ia n  ext enders  o u ts id e  o f th e s o -c a ll e d  " c l i n i c "  s e tt in g .

I f  in  fa c t i t  wo uld  tu rn  pre se nt p hys ic ia n  s a t e l l i t e  s e tt in g s  in to  " c l in ic s " ,
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the b i l l  co u ld  w e ll  be d ir e c t ly  c o u n te r-p ro d u c ti v e .

Of g re a t im po rta nc e a ls o  is  th e fa i lu r e  o f  the b i l l  to  a llo w  re im ­

burse me nt fo r  ext enders  employed  d i r e c t ly  by phys ic ia ns  o u ts id e  any ' c l i n i c  

s e tt in g  as de fined  by th e b i l l .  We b e li e v e  th a t th is  f a i lu r e ,  by c re a ti n g  a 

d is t in c t  b ia s in  fa vo r o f  a llo w in g  re imbu rsem en t o n ly  to  a " c l i n i c " ,  w i l l  

h in d e r th e d e s ir a b le  expanded use o f  the p h ys ic ia n  exte nder.

RESPONSIBILITY FOR EXTENDER

As we p o in te d  ou t e a r l ie r  in  our st ate m ent we have long  supported the 

T use o f  the phys ic ia n  ex te nde r.  However, we b e li e v e  th a t th is  pe rson  sh ou ld  be

u t i l iz e d  as o r ig in a l ly  in te nded, i . e . ,  as an exte ns io n  o f and a s s is ta n t to  the 

phys ic ia n  w it h  the p h ys ic ia n  re m aining p r im a r il y  re spo n s ib le  fo r  th e e x te n d e r 's  

p a t ie n t ca re  fu n c ti o n s .

As th e b i l l  is  w r it te n ,  ho we ve r, i t  is  unc le a r e x a c tl y  who is  respon ­

s ib le  fo r  the a c ti o n s  o f th e e x te nde r.  A lthoug h the d e f in i t io n  o f  the exte nde r 

re qu ir e s  "s u p e rv is io n "  by th e p h y s ic ia n , the b i l l  in  e s ta b li s h in g  re qu irem ents  fo  

the c l i n i c ,  s ta te s  th a t p o li c ie s  are  de ve lope d "w it h  th e advic e  o f  . . . .  a 

group o f  p ro fe ss io n a l pe rs onne l,  in c lu d in g  one o r  more phys ic ia ns  and one o r  more 

p h ys ic ia n  ex te nde rs , to  go ve rn  th e s e rv ic e s "  p ro v id ed  by the c l in i c  (Emphas is 

added).  Mor eo ve r, i t  p ro v id es th a t a p h ys ic ia n  o r exte nder may be "r e s p o n s ib le  fo  

th e execu tion  o f  such p o li c ie s  re la t in g  to  th e p ro v is io n  o f the c l in i c 's  se rv ic e s

We question  th e s u f f ic ie n c y  o f the app a re n tl y  li m it e d  ro le  o f the 

p h ys ic ia n  w it h  re sp ect  to  the p ro v is io n  o f med ical  se rv ic e s  by th e " c l i n ic " .

o
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Such p ro v is io n s  in  the b i l l  cou ld  a llo w  the ext ender to  be re spons ib le  fo r  

execu ting  the p o li c ie s  o f th e  " c l i n i c "  in  re ga rd  to  se rv ic e s  w h il e  th e p o li c ie s  ar e 

de ve lope d o n ly  th ro ugh  "a d v ic e "  o f  the p h y s ic ia n . Th is  lan guage o f  the b i l l  does 

not c le a r ly  re qu ir e  cl ose  su p e rv is io n  by the phys ic ia n  o f se rv ic e s  pro vi ded 

by an exte nder.  Furtherm ore , an a u th o r it y  a llo w in g  th e non -p h ys ic ia n  to  as su re  

th a t he is  c a rry in g  out the p o li c ie s  o f the c l in i c  in  re ga rd  to  med ical  se rv ic e s  

is  h ig h ly  in a p p ro p ri a te  and co uld  w e ll  lead  to  fe de ra l re imbu rsem en t fo r  se rv ic es  

o f an ext ender which  wou ld not be o th e rw is e  re im burs ab le  o u ts id e  the " c l i n ic "  

even i f  pe rfo rm ed  by a p h y s ic ia n .

PAYMENT INCONSISTENCY

Because payment under th is  b i l l  is  li m it e d  to  the " c l i n i c " ,  the 

e x te n d e r' s  se rv ic es  wou ld  be paid  in  the " c l i n i c "  s e t t in g ,b u t  payment wou ld 

co n ti n u e  to  be de nied  when se rv ic e s  are  fu rn is h e d  in  anoth er s e t t in g .

Fo r exam ple , unde r p re sent HEW In te rp re ta ti o n s  concern in g Med icare,  

th e o n ly  way in  which  the e x te n d e r' s  se rv ic e s  can be re im bu rsed  is  i f  they  are 

pe rform ed " in c id e n t to "  a p h y s ic ia n 's  p ro fe s s io n a l s e rv ic e . Furtherm ore , under 

th e s t r i c t  Med ica re in te rp re ta t io n  th is :

" .  . . l im i ts  coverage  to  the se rv ic e s  o f  nu rses  and o th e r 

a s s is ta n ts  th a t ar e commonly fu rn is h e d  as a ne ce ss ar y a d ju n c t to  

the p h y s ic ia n 's  per so na l in - o f f ic e  s e rv ic e . Th us , the pe rfo rm an ce  

by a p h y s ic ia n 's  a s s is ta n t o f  se rv ic e s  which  t r a d i t io n a l l y  have been 

re se rv ed to  phys ic ia ns  ca nn ot  be co ve red unde r P art  B even though 

a l l  the o th e r ' ln c id e n t - to ' re qu irem ents  are  m e t. "

Now, howe ver, H.R . 85*»3 proposes  to  re im bu rse fo r  se rv ic e s  th a t a re . 

not 'i n c id e n t  to * a p h y s ic ia n 's  s e rv ic e s . W hi le  we b e li e v e  th a t se rv ic e s  

o f an exte nder sh ou ld  be re im burs ed, we do not un de rs tand  th e ra ti o n a le  fo r  

a llo w in g  such re imbu rsem en t to  a f a c i l i t y  fo r  se rv ic e s  o f an exte nder w h ile

thos e same s e iv ic e s  wou ld  no t be re im burs ab le  when pe rformed  unde r th e d ir e c ti o n  »
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o r su pe rv is io n  o f  a p h ys ic ia n  in  h is  own o f f ic e  o r  in  o th e r s e tt in g s  o th e r 

than  in  the " ru ra l h e a lt h  c l i n i c " .  ,

We b e li e v e  th a t th e b i l l  as p re s e n tl y  w r it te n  wou ld  c re a te  many 

unint en de d prob lem s which  co uld  adve rs e ly  a f fe c t  de ve lop men t o f  q u a li ty  ca re .

MEDICAID RECOGNITION OF EXTENDER

H.R. 85^3 wo uld m odify e a r l ie r  le g is la t iv e  pro posa ls  by in c lu d in g  

in  re co gnized  re imbu rsem en t unde r M edi ca id  th e new " ru ra l h e a lt h  c l in i c  s e r­

v ic e s " . The term s " ru ra l h e a lt h  c l in i c "  and " r u r a l h e a lt h  c l in i c  s e rv ic e s "  

wou ld be de fi n e d  as th ey are  fo r  M edicare , and payment to  the " c l i n ic "  unde r 

Med icaid cou ld  not excee d th e amount pa ya ble unde r M ed icare . A " c l i n ic "  

q u a li f ie d  unde r Med icare wou ld  be e l ig ib le  a ls o  fo r  re imbu rsem en t unde r M edica id

We ind eed s u p p o rt , as we po in te d  o u t e a r l ie r ,  th e co nc ep t o f re im bu rse 

ment under p ro per ci rc um st ance s fo r  se rv ic e s  pe rfo rm ed  by exte nders . We 

b e lie v e  th a t both  Med icare and M ed icaid sh ou ld  re co gniz e such re im bu rsem en t. 

How eve r, th e o b je c ti o n a b le  p ro v is io n s  o f  the propos ed  Med icare p ro v is io n s  are 

e q u a ll y  a p p li c a b le  to  the p ro v is io n s  o f M ed icaid  s in ce  th e la t t e r  wo uld  

in co rp o ra te  th e  Med icare li m i ta t io n s .

In  a d d it io n ,  th e M edica id  p ro v is io n s  propose two new co nc ep ts  which  

wo uld compound the d e tr im e n ta l e f fe c t  o f  the " c l i n ic s "  on h e a lt h  ca re . F i r s t ,  

M edica id  wou ld  re im bu rs e ( in  a d d it io n  to  thos e d e fined  " ru ra l h e a lt h  c l in i c  

s e rv ic e s ")  "a ny  o th e r o u tp a t ie n t se rv ic e s  which  are  o ff e re d  by a ru ra l h e a lt h  

c l i n i c . "  Under th is  p ro v is io n , any se rv ic e  in  the S ta te  pla n when o ff e re d  by 

a " c l i n ic "  wou ld  be re im burs ab le  to  the c l in i c  a t th e re as onable cost

le ve l de te rm in ed by M ed icare . These se rv ic e s  could  in c lu de  many o th e r than  

p h y s ic ia n s ' s e rv ic e s . Th us , th e o r ig in a l argum ent fo r  re cog n iz in g  se rv ic es  

o f  ext enders  in  o rd e r to  exten d p hys ic ia ns  se rv ic e s  has re s u lt e d  in  the c re ­

a ti o n  o f a s p e c ia ll y  re co gnized  " c l i n i c "  and then  fu r th e r  tw is te d  unde r the



Med icaid pr op osa l by a ll o w in g  re imbu rsem en t to  the " c l i n i c "  fo r  o th e r 

than  phys ic ia n  o r p h ys ic ia n  ext ender se rv ic e s  to  in c lu d e  any o u tp a ti e n t ca re  

under the S ta te  p la n . We b e lie v e  th a t th is  new co nc ep t debases the in te nd ed  

exte nsio n  o f  phys ic ia n  se rv ic e s  and co uld  re s u lt  in  u n li m it e d  fu nd in g  fo r  

eve ry  se rv ic e  a v a il a b le  un de r M ed icaid on an o u tp a ti e n t b a s is . Th is  p ro ­

v is io n  sh ou ld  be s tr ic k e n .

Second, the new M edica id  pr op os al  l im i ts  th e in d iv id u a l' s  fr e e  

ch oi ce  o f f a c i l i t y  o r  p h ys ic ia n  p re s e n tl y  as su red unde r th e Med icaid law.

The new pro po sa l wou ld  a u th o r iz e  an ex em pt ion in  a S ta te  plan th a t "o n ly  

pro vi des fo r  ru ra l h e a lt h  c l in i c  se rv ic e s  o n ly  in  ru ra l a re a s".  W hi le  the

Subcomm ittee may in te nd  m ere ly  to  re q u ir e  a S ta te  to  o f f e r  such se rv ic es  

on ly  in  ru ra l ar ea s w it h o u t r is k in g  S ta te  p la n  nonc om pl ianc e w it h  o th e rw is e  

a p p li c a b le  law, am big u ity  e x is ts  in  th is  ph rase  in  i t s  use o f  the word "o n ly "  

tw ic e . I t  ap pears th a t th e  in te rp re ta t io n  co uld  be m a in ta in ed th a t a s ta te  

plan may re q u ir e , in  ru ra l a re as, th a t M ed icaid  se rv ic e s  can be pro vi ded o n ly  

th ro ug h " r u r a l h e a lt h  c l in ic s " .  Th is  p ro v is io n  unde r such in te rp re ta ti o n  wou) 

be extrem ely  o b je c ti o n a b le . The p ro v is io n  could  in  e f fe c t  re q u ir e  a l l  

persons in  a ru ra l area  re c e iv in g  M ed icaid in  t h e ir  ar ea  to  u t i l i z e  the 

" ru ra l h e a lt h  c l in i c " .  As we have po in te d  ou t above, such " c l in ic s "  co uld  

u t i l i z e  ext enders  hav ing 1i t t l e  p h ys ic ia n  d ir e c t io n  o r s u p e rv is io n , co uld  

p ro v id e  any o u tp a ti e n t s e rv ic e  re co gnized  unde r th e s ta te  p la n , and wou ld 

have ar rang em en ts w it h  h o s p it a ls  fo r  adm ission s o f p a t ie n ts .

We b e li e v e  th a t such a u th o r it y  cou ld  re a d il y  re s u lt  in  the c re a ti o n  

in  ru ra l sh ortage areas o f  a type o f "M ed ic a id  m i l l "  p r im a r il y  funded and 

u t i li z e d  by Med icare and M edic a id , w it h  M edica id  p a ti e n ts  fo rc ed  to  make 

use o f the c l in ic s  i f  se ek in g M edica id  o u tp a t ie n t s e rv ic e s , and p r im a r il y  

s ta ff e d , ope ra te d , and c o n t ro ll e d  by n on -p h ys ic ia ns . We b e li e v e  th a t th is  

wou ld  lea d to  two  cl ass es o f ca re  in  a co m m un ity -- th ose  in  the mains tre am  o f



med ical  ca re  and thos e fo rc ed  in to  sp ec ia l " c l i n ic s . "  Th is  is  not the goal

o f q u a li ty  med ical  ca re . The p o te n t ia l fo r  u ndes ir ab le  deve lop me nt o f

two cl as se s o f  ca re  sh ou ld  not be r is k e d . Th is  p ro v is io n  sh ou ld  be s tr ic k e n .

DEMONSTRATION PROJECTS

The b i l l  p ro v id es fo r  two new p ro je c ts  fo r  dem onst ra tions under

Medi ca re .

The f i r s t  o f  thes e p ro je c ts  (w it h  re s u lt s  and recomm endat ions to  be 

re ported  by the S ecre ta ry  to  Congress  by Ja nu ary 1, 1981) wou ld  be d ir e c te d  

toward re imbu rsem en t o f "s e rv ic e s  p ro v id ed  by p h y s ic ia n -d ir e c te d  c l in ic s  in  

urban m e d ic a lly  und er se rv ed  a re as" and fo r  se rv ic e s  o f exte nders  emp loye d by

the urban c l in ic s .

The p ro v is io n s  are  ambiguous and in c lu de  se vera l c o n tra d ic ti o n s .

Fo r exa m ple ,d em onstra tion  p ro je c ts  ar e to  re im burs e on a cos t basis  urb an  

c l in ic s  employ ing e x te n de rs , ye t the dem onstration is  to  eva lu a te  the d i f ­

fe re nce s between re imbu rsem en t on the basis  o f cos t and fe e - fo r - s e rv ic e ; any 

urban c l in i c  p ro je c t is  to  be re im bu rsed  on a cos t b a s is , ye t the dem onst ra tion 

is  to  id e n t i fy  the "a p p ro p r ia te  method" o f de te rm in in g  compe ns at ion o f  

p hys ic ia ns  on a cos t b a s is ; p ro je c ts  ar e to  be fo r  c l in ic s  in  "u rb an m e d ic a lly  

un de rserve d a re a s ", ye t the p ro je c ts  ar e to  d e fi n e  such c l in ic s  and must 

id e n t if y  a p p ro p ri a te  c r i t e r ia  fo r  d e s ig n a ti n g  "u rb an m e d ic a ll y  un de rser ve d 

a re a s ."  Reimbursement wou ld  be fro m bo th  P art  A and P a rt  B o f Med icar e.

We b e li e v e  th a t dem onstration p ro je c ts  fo r  re im burs in g  exte nder 

se rv ic es  are  a p p ro p r ia te , bu t we b e lie v e  th is  pro po sa l is  d e fe c ti v e  and un­

n e c e s s a ri ly  ambigu ous  in  severa l re spe c ts . One o f the mos t fun damen ta l d e fe c ts  

o f the pro posa l is  the p o te n t ia l ly  s e lf -d e fe a ti n g  su ggest io n  th a t 

phys ic ia n  se rv ic e s  can be gen era te d in  a sh ortage ar ea  by fu r th e r  li m i t in g  

phys ic ia n  re im bu rsem en t to  " c o s ts " . A more a p p ro p r ia te  appro ach to  de mon stra ­

ti o n  p ro je c ts  wou ld  in c lu d e  re imbu rsem en t o f  p hys ic ia ns  ( ir re s p e c ti v e  o f
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whe th er lo ca te d  in  a " c l i n ic " )  on a fe e - fo r -s e rv ic e  basis  a t us ua l and 

cu stom ary le v e ls .

Furtherm or e, t f e  pro po sa l in  the b i l l  is  so vague  th a t im ple ­

men tin g re g u la ti o n s  co uld  w e ll  det erm in e the re s u lt s  o f  the p ro je c ts . There  

ar e no c r i t e r ia  o r d e f in it io n s  as to  "u rb an m e d ic a lly  un de rser ve d a re a s ",  

c l in ic s ,  phys ic ia n  ex te nde rs , p h y s ic ia n s , cost bas is  o r any o th e r te rm  in  

th is  s e c ti o n , no r is  th e re  any in c o rp o ra ti o n  by re fe re nce o f any o th e r p ro -
W-

v is io n  o f the b i l l  o r  o f e x is t in g  law.

These p ro v is io n s  sh ou ld  be d e le te d .

The second new p ro je c t a u th o r iz a ti o n  wou ld  re co gnize Med ica re  

re imbu rsem en t (o ut o f P art  A and P a rt  B) to  "o rg an iz ed  cente rs  o f fe r in g  

compreh en sive  o u tp a ti e n t men ta l h e a lt h  s e rv ic e s ."  A re p o rt  o f th e  re s u lt s  

w it h  recommendations wo uld be p ro v id ed  by th e S ecre ta ry  to  Congress by 

Ja nu ary 1 , 1981 .

The p ro je c ts  wo uld a ll o w  the S ecre ta ry  to  eva lu a te  va rio u s  methods 

o f re im bu rs em en t, r e la t iv e  e ff e c ts  on u t i l i z a t io n  re s u lt in g  fro m va ry in g  

d e f in i t io n s  o f  and li m it a t io n s  on s e rv ic e s , the d e f in i t io n  o f a c e n te r, the 

d e f in i t io n  and q u a li f ic a t io n s  o f in d iv id u a ls  p ro v id in g  s e rv ic e s , and o th e r 

changes a ff e c t in g  re imbu rsem en t o f  men ta l h e a lt h  se rv ic e s  unde r Med icar e.

The language o f the p ro v is io n  is  a ls o  vague  and u n c e rt a in  in  

se vera l area s and ra is e s  questions  . Most  bas ic  is  the p o te n t ia l e f fe c t  o f  

thes e p ro v is io n s , on pre se nt l im it a t io n s  on o u tp a ti e n t me ntal h e a lt h  ca re  

unde r Med icar e.

We b e lie ve  th a t many asp ect s o f thes 'e p ro je c ts  can be c a rr ie d  

ou t unde r e x is t in g  a u th o r it y .  In th e absence o f c la r i f y in g  lang ua ge , these 

p ro v is io n s  sh ou ld  be d e le te d .



CONCLUSION

The AMA is  indeed  sym path etic  w it h  the pr ob lem which  th e Subcommittee 

has be fo re  i t ,  and we re cogn iz e  the o b je c ti v e s  o f c e r ta in  p ro v is io n s  o f 

the le g is la t io n .  However, th e b i l l  em phasizes th e d i f f i c u l t i e s  which  a r is e  

when the Med icare and M edi ca id  progra ms  ar e so ug ht  to  be used and ta il o re d  to  

reach what is  perc e iv ed to  be ve ry  li m it e d  and sp ec ia l s it u a t io n s .  However, 

once a payment sys tem  is  p ro v id ed  and an e n t i t y  c re a te d  and re co gn ized  fo r  

payment pur pose s,  p r o l i fe r a t io n  w i l l  c e r ta in ly  fo ll o w . I t  is  im portan t th a t 

pro per med ical  sa fe gua rd s be p ro v id e d . W hile  we re cogn iz e  a ls o  the ex ig enc ie s  

th a t p e r ta in  to  c e r ta in  ru ra l s it u a t io n s ,  we must be c a re fu l to  avo id  a 

d u p li c a t io n  o f  pro ble m s,  as has come to  l ig h t  co ncern in g q u a li ty  and 

p ro p r ie ty  o f se rv ic e s  in  the s o -c a ll e d  M edi ca id  m i l l s ,  g e n e ra ll y  id e n t if ie d  

in  the past  w it h  urban are as.

We have a lr e a d y  po in te d  out th a t th e b i l l  wo uld have many u n d e s ir ­

ab le  e ff e c ts  on q u a l i ty  ca re . I t  wou ld  e s ta b li s h  new e n t it ie s  to  re ce iv e  

payment on a co s t bas is  fo r  se rv ic e s  p ro v id ed  (e it h e r  by a p h ys ic ia n  o r by 

an exte nder)  w h il e  not c le a r ly  p ro v id in g  fo r  a p p ro p ri a te  phys ic ia n  d ir e c t io n  

and su p e rv is io n  o f, a n d  re s p o n s ib il it y  fo r ,  th e ex te nde r.  I t  co uld  in  e f fe c t  3  

low non -p hys ic ia ns  an im prop er  ro le  in  d e te rm in in g  and c a rry in g  ou t p h ys ic ia n  

s e rv ic e s . I t  co uld  c re a te  and en courage two  c la sses o f care  in  M edic a id .

I t  wou ld c re a te  p ro je c ts  fu r th e r  l im i t in g  and d is co u ra g in g  p h ys ic ia n  se rv ic e s  

in  urban a re as. I t  wou ld  c re a te  ambigu ous  a u th o r it y  fo r  p ro je c ts  in  

me nta l h e a lt h  se rv ic e s  unde r Medi ca re . A ll  o f thes e and o th e r issu es are 

c re ate d in  the b i l l  and  sh ou ld  be s a t is f a c t o r i ly  addres se d and m o d if ie d .

Aside  fro m th e  many issu es  c re a te d  by the b i l l ,  th e re  remain s the 

des ir ed  in te n t to  p ro v id e  fo r  payment o f  p h ys ic ia n  exte nder s e rv ic e s . I f  the



Medica re and Med icaid prog rams are to  re co gnize payment fo r  se rv ic e s  o f 

phys ic ia n  exte nders , d is c r im in a ti o n  sh ou ld  no t be cr eate d aga in s t the fu nda­

me nta l s it u a t io n  out o f which  the p hys ic ia n  ext ender movement de ve lope d.

Proper  re c o g n it io n  and reimb urs em ent must in c lu de the bas ic  co nc ep ts  o f :

( I )  pro per supe rv is io n  and c o n tr o l by the phys ic ia n  o f a p ro p e rl y  tr a in e d  

phys ic ia n  ex te nder;  (2) re te n ti o n  o f r e s p o n s ib il it y  in  th e phys ic ia n  fo r  the 

se rv ic es  pe rfo rm ed  by the ext ende r as ev iden ce d by the b i l l i n g  fo r  the 

se rv ic es  in  the name o f the p h y s ic ia n , and (3 ) co mpl ianc e w it h  s ta te  re q u ir e ­

ments . I f  thes e p r in c ip le s  ar e adhered  to ,  the use o f phys ic ia n  ex te nde rs  

would  be encoura ged in  sh or ta ge  are as.  To th is  end,  amendment to  th e Me dic are 

law g iv in g  re c o g n it io n  tc  the tr u e  natu re  o f the e x te n de r' s  se rv ic e  wo uld  

be more a pp ro p ri a te  than c re a ti n g  In Med ica re  and Med icaid a new e n t i t y - -  

th e " ru ra l h e a lt h  c l in i c " —Un o rd e r to  re co gnize the e x te n de r' s  s e rv ic e . A 

simple amendment to  in clu de th e e x te n de r' s  s e rv ic e . A si m ple amendment 

alon g the li n e s  th a t we sugg es t wou ld fo s te r  the develop me nt o f  the o r ig in a l 

concep t and help  pro vi de q u a li ty  ca re  in  sh or ta ge  are as.

Befor e c lo s in g  we must ra is e  the question  as to  whe ther  s u f f ic ie n t  

ex pe rienc e has been accumula ted by Med ica re to  j u s t i f y  the u n q u a li fi e d  

app roa ch o f th is  b i l l  in f u l l  re c o g n it io n  o f  the " ru ra l h e a lt h  c l in i c " .

W il l co st  be reas on ab le  fo r  the Me dic are pop u la ti o n  o r w i l l  Med ica re  funds 

be re qu ired  to  underw ri te  a d is p ro p o rti o n a te  share o f " c l i n ic "  co st s?  Has 

i t  been e s ta b lish e d  th a t reas on ab le  co st  re imburse me nt w i l l  not re s u lt  in  

co sts g re a te r in  many ru ra l s it u a t io n s  than  und er fe e - fo r -s e rv ic e  fo r  

se rv ic es  fu rn is h e d  by phys ic ia ns?  In ou r view  p re s e n tl y  on go ing exp erim ent s 

in  reimb urs ement o f exten de rs  sh ou ld  be completed  and evalu a te d befo re  a 

wides prea d program is  und er take n.



The AMA st an ds  ready to  a s s is t th e Subcommittee in  deve lop men t 

o f  a p p ro p ri a te  le g is la t io n  in  li e u  o f H.R. 8543-

A c c o rd in g ly , H.R. 8543 sh ou ld  not be ad op ted w it h o u t s u b s ta n ti a l

amendments re f le c t in g  th e  above  vi ew s.
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Mr. Chairman, I am Leo J. Gehrig, M.D., Senior Vice President of the American Hospital 

Association. The Association represents over 6,500 health care institutions (including 

most of the hospitals in the country; extended and long-term care institutions; mental 

health facilities; and hospital schools of nursing), and over 24,000 personal members.

We appreciate this opportunity to share our views and recommendations on your bill,

H.R.8543, which requires State plans for medical assistance to Include as benefits 

certain services rendered in rural health clinics. We support the intent of this legis­

lation, although we are concerned with regard to the potential impact of using nonphysician 

providers in less supervised settings. We would like to offer for the Subcommittee's 

consideration some constructive suggestions for improvement of the bill.

Background ,

The American Hospital Association has long recognized the need for innovative use of new

and existing health care professionals to provide needed health care services in areas 

where primary care physicians are either unavailable or present in insufficient numbers 

to satisfy medical care needs. The AHA has encouraged the training and appropriate use 

of such health care personnel in order to make health care services more widely accessible, 

to extend the services of physicians by utilizing their time more efficiently, and to en­

hance the quality of medical services.
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We have also strongly encouraged the development of training and experience requirements 

to assure that quality health care Is given when provided by nonphysicians. The Asso­

ciation is one of the founders and participants in the National Commission for Certifi­

cation of Physician Assistants alorg with 17 other health care organizations. We have 

supported the use of these health care professionals in our hospitals and have dissemi­

nated recommended institutional procedures and guidelines for physician extenders in the

hospital setting.
J

The Congress has also recognized the importance of the effective and efficient use of our 

health manpower resources. Under authority of the Health Professions Educational Assistance 

Act, which was authored by this subcommittee, funds are provided to schools of public 

health and allied health as well as scholarship and loan programs for students in these 

programs. Training programs of the military services have also been an important source 

of qualified nonphysician health care professionals.

We would like to make a general observation at this point which is designed to facilitate 

discussion of this subject. We believe there is some confusion regarding the definition 

of physician extenders which stems in part from the lack of a generally accepted termi­

nology. While we agree with the language provided in Section(a)(3) of H.R.8422, the 

Ways and Means Committee reported bill, we would recommend the use of the term "non­

physician primary health care provider" as a generic substitute for "primary care prac­

titioner." This terminology is, in our view, more appropriate in describing the category 

of health care professionals other than physicians who may be utilized in rural health 

clinics.

Need For Reimbursement Modifications

)

V

In some rural areas of the country clinics have been established to provide certain 

primary care and first aid services to people who otherwise have no immediate access to
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such services. These clinics are operated frequently without the benefit of a physician 
on site to supervise the services of these nonphyslclan providers. Currently, 27 States 
have opted under Title XIX to provide reimbursement for such services. Clearly, there 
are many areas of the country where financial support through the Medicaid program 
is needed to make possible the continued operation of such clinics.

Mr. Chairman, your bill makes changes to Title XIX of the Social Security Act which
would : V

■ require all State plans for medical assistance to provide these benefits;
. mandate payment of reasonable cost for provided services; and 
• facilitate certification of these facilities through the use of existing 

certification standards under Title XVIII. Moreover, this legislation 
permits a State to limit this new benefit to health clinics in rural areas 
only without falling out of compliance with federal requirements.

It is, of course, the intent of H.R.8643 to revise the reimbursement provisions of the 
Medicaid-program with respect to the payment for services rendered in these settings.
In all cases we strongly recommend that reimbursement for services provided by rural 
clinics be on the basis of reasonable costs related to providing such services. We 
would, therefore, oppose granting the Secretary of HEW the authority to approve State 
plans with alternative systems of reimbursement which depart from this Important 
principle of Medicare reimbursement.

In view of the fact that nonphysician health care providers are rendering services in 
some rural areas which lack other health resources and that there exists a problem of 
reimbursement in these situations, we support H.R.8543. Nevertheless, we are concerned 
about the lack of adequate physician supervision in these settings. Therefore, we would

(

#
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recommend that reimbursement of nonphysician primary health care providers be permitted 

only as long as there is not available sufficient physician direction which would other­

wise permit payment under existing provisions of the Medicaid program. Further, we be­

lieve that the provisions of H.R.8543 should be considered experimental with an evalua­
tion of the quality of services provided carried out within one year after the date of 

enactment to insure that these amendments to Title XIX of the Social Security Act serve

their Intended purpose.

J
We would now like to summarize our specific recommendations which we believe will improve 

the provisions of H.R.8543.

T
1. Reimbursement under Section 1905(1) of Title XIX for nonphysician primary health 

care services in settings that are hospital-based or operated should flow through 

the hospital reimbursement provisions under Medicaid,

2. Reimbursement under Section 1905(1) for nonphysician primary care providers 

employed by physicians in a nonhospital clinic or facility should be made to

the employing physicians.

3. Nonphysician primary health care providers in hospital-based or operated 

clinics must be subject to the rules, regulations, and procedures of the 

institution with respect to the scope of services provided by such Individuals.

Mr. Chairman, we appreciate this opportunity to express our views and recommendations be­

fore your Committee on H.R.8543.

0
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NATIONAL COUNCIL OF COMMUNITY MENTAL HEALTH CENTERS 
2233  W is c o n s in  A v en u e , N .W ., W a sh in g to n , D .C . 20007

S ta t e m e n t  S u b m it te d  to

H e a l th  a n d  E n v ir o n m e n t S u b co m m it te e  
C o m m it te e  on  I n t e r s t a t e  a n d  F o r e ig n  Co mmerce  
U .S . H ouse  o f  R e p r e s e n t a t i v e s

C o n c e rn in g

HR 84 22  an d  HR 8 5 4 3 ,
C l i n i c  S e r v i c e s  u n d e r  M e d ic a re  a n d  M e d ic a id

J u l y  2 8 , 19 77

T h i s  s t a t e m e n t  i s  s u b m i t te d  on  b e h a l f  o f  th e  N a t i o n a l  C o u n c i l  o f  Com m un ity  Me nt a l  H e a l th  C e n te r s  (NCCMHC) r e p r e s e n t i n g  36 5 com m unit y  m e n ta l  h e a l t h  c e n t e r s ,  m o s t o f  w h ic h  r e c e i v e  f e d e r a l  g r a n t s  u n d e r  th e  CMHC A c t,  a n d  a n o t h e r  211  a g e n c i e s  w h ic h  
a r e  d e v e lo p in g  CMHC p ro g ra m s  o r  w h ic h  h av e  a  d i r e c t  i n t e r e s t  i n  com m unit y  m e n ta l  h e a l t h .

U n d er P u b l ic  Law 9 4 - 6 3 ,  com m unit y  m e n ta l  h e a l t h  c e n t e r s  a r e  p r o v id e d  l i m i t e d  fu n d in g  o v e r  an  e i g h t - y e a r  p e r i o d  w i th  t h e  e x p e c t a t i o n  t h a t  a d d i t i o n a l  m o n ie s  w i l l  b e  r a i s e d  fr om  s t a t e  o r  l o c a l  g o v e rn m e n t s o u r c e s ,  v a r i o u s  t h i t d - p a r t y  
p a y m e n ts , f e e s  an d c h a r i t i e s .  U nder S e c t io n  2 0 6 ( c )  o f  PL 9 4 - 6 3 ,  c e n t e r s  a p p l y in g  f o r  f e d e r a l  g r a n t s  a r e  s p e c i f i c a l l y  r e q u i r e d  t o  a s s u r e  t h a t  th e y  w i l l  d e v e lo p  a p la n  f o r  a d e q u a te  f i n a n c i a l  s u p p o r t  fr o m  o t h e r  f e d e r a l  and  n o n f e d e r a l  s o u r c e s  s o  t h a t  th e  CMHC w i l l  b e  a b l e  t o  c o n t in u e  t o  p r o v id e  c o m p re h e n s iv e  m e n ta l  h e a l t h  
s e r v i c e s  wh en  c a t e g o r i c a l  g r a n t s  a r e  r e d u c e d  o r  t e r m in a t e d .

PL 9 4 - 6 3  i s  a l s o  q u i t e  s p e c i f i c  r e g a r d i n g  w h ere  so me o f  t h e s e  a l t e r n a t i v e  f u n d s  a r e  e x p e c te d  t o  com e fr o m ; S e c t i o n  2 0 6 ( c )  a l s o  r e q u i r e s  CMHCs t o  c o l l e c t  
a p p r o p r i a t e  re im b u rs e m e n t f o r  s e r v i c e s  to  b e n e f i c i a r i e s  u n d e r  T i t l e s  X V II I an d  XIX o f  th e  S o c i a l  S e c u r i t y  A c t (M e d ic a re  a n d  M e d ic a id ) .

T hus u n d e r  th e  CMHC A ct a l l  c e n t e r s  a r e  e x p e c te d  t o  o b t a i n  ma xim um  t h i r d - p a r t y  
p a y m e n ts , an d  s p e c i f i c a l l y  t o  s e e k  o u t M e d ic a re  an d  M e d ic a id  f u n d in g .  Y e t f e d e r a l  la w  now  m ak es  i t  a lm o s t  im p o s s ib l e  f o r  CMHCs t o  b e  r e i n h u r s e d  f o r  
s i g n i f i c a n t  s e r v i c e s  u n d e r  M e d ic a re  an d  p l a c e s  b a r r i e r s  in  t h e  way  o f  CMHCs' c o l l e c t i n g  M e d ic a id  p a y m e n ts .

Me d i c a r e  an d  CMHCs

F e d e r a l ly - f u n d e d  CMHCs a r e  now  u n a b le  t o  q u a l i f y  a s  p r o v i d e r s  u n d e r  e i t h e r  P a r t  A o r  P a r t  B o f  T i t l e  X V II I u n l e s s  th e y  a r e  d i r e c t l y  o p e r a t e d  b y  a  p r o v id e r  h o s p i t a l  in  w h ic h  c a s e  th e  CMHC p ro g ra m  co m es  u n d e r  t h e  a u s p i c e s  o f  t h e  h o s p i t a l  an d  b i l l s  th r o u g h  th e  sa me p r o v i d e r  n u n fc e r . H ow ever,  c u r r e n t l y  o n ly  a b o u t  15 Z o f  f e d e r a l l y  fu n d e d  c e n t e r s  a r e  o p e r a t e d  by  a  h o s p i t a l ,  w h i le  62 Z h a v e  a g r e e m e n ts  w i th  a 
p r o v i d e r  h o s p i t a l  f o r  th e  h o s p i t a l  t o  p r o v id e  i n p a t i e n t  c a r e  t o  CMHC p a t i e n t s .Th e p ro b le m  i s  m ost a c u t e ,  t h e n ,  f o r  o u t p a t i e n t  s e r v i c e s  —  w h ic h  i s  t h e  p r im a r y  
s e r v i c e  t h a t  CMHCs p r o v id e .  P r o v id e r  s t a t u s  u n d e r  P a r t  B i s  now d e n ie d  t o  a b o u t
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85% o f  th e  CMHCs, w hic h  can  th u s  c o l l e c t  f o r  o n ly  e x tr e m e ly  l im i t e d  re im b u rse m e n t 
th ro u g h  p h y s ic ia n  fe e s  f o r  s e r v i c e .

A f u r t h e r  r e s t r i c t i o n  i s  th e  d e f i n i t i o n  o f p h y s ic i a n  s u p e r v i s io n  w hic h  mak es  i t  
im p o s s ib le  f o r  many o f th e  CMHC s e r v i c e s  to  b e  re im b u rse d . At  th e  p r e s e n t  ti m e  
th e r e  a re  i n s u f f i c i e n t  p s y c h i a t r i s t s  to  s u p e r v i s e  a l l  co m m un ity  m e n ta l h e a l t h  
c a r e ,  even  i f  t h a t  w er e d e s i r a b l e .  But  in  f a c t ,  i t  i s  n o t  n e c e s s a r y ,  p r a c t i c a l  
o r  d e s i r a b l e  to  r e q u i r e  t h a t  a  p s y c h i a t r i s t  o r  p h y s ic i a n  b e  p r e s e n t  wh en a l l  
c a re  i s  p ro v id e d . No t o n ly  i s  t h i s  unw ork ab le  b e c a u s e  o f p s y c h i a t r i s t  s h o r ta g e s ,  
b u t  i t  i s  unw is e  s in c e  muc h o f th e  p s y c h o lo g i c a l  t r e a tm e n t  r e q u i r e d  by  CMHC 
p a t i e n t s  can  b e  p ro v id e d  by  o th e r  me mb ers  o f  th e  CMHC p r o f e s s i o n a l  t r e a tm e n t  
te am  a t  l e s s  c o s t .

W it h in  an  o rg a n iz e d  s e t t i n g ,  su ch  a s  a  CMHC, c o n t r o l s  on  th e  a p p r o p r ia te n e s s  
o f c a r e  an d th e  q u a l i t y  o f  s e r v i c e  re n d e re d  can  b e  made by  s e t t i n g  c o n d i t io n s  
f o r  o p e r a t io n  o f  th e  p r o v id e r  a g e n c y , i n c lu d in g  p e e r  an d o th e r  r e v ie w s . T hus,  
th e  p r o v id e r  agen cy can  be  h e ld  a c c o u n ta b le  f o r  e n s u r in g  t h a t  s e r v i c e s  a r e

' a p p r o p r ia te  and o f  h ig h  q u a l i t y  an d  t h a t  p a t i e n t s ’ r i g h t s  a r e  p r o t e c t e d .  L in e s
o f r e s p o n s i b i l i t y  an d a c c o u n t a b i l i t y  in  su ch  CMHC p r o v id e r s  sh o u ld  b e  c l e a r .
Once su ch  c o n t r o l s  on q u a l i t y  c a r e  a r e  in  p l a c e ,  i t  i s  n o t n e c e s s a r y  o r  d e s i r a b l e  
to  in c lu d e  in  th e  f e d e r a l  s t a t u t e  c o n d i t io n s  r e g a r d in g  th e  d a y - to -d a y  o p e r a t io n  
o f  th e  p ro g ram s , e s p e c i a l l y  th e  a p p r o p r ia te  r o l e s  o f me mb ers o f  t h e i r  p r o f e s s i o n a l  
s t a f f .

U n ti l CMHCs a r e  e l i g i b l e  f o r  c o s t  re im b u rs e m e n t f o r  s e r v i c e s  f u r n is h e d  by  a l l  
m e n ta l h e a l t h  p r o f e s s i o n a l s  (n o t  o n ly  s e r v i c e s  o f  MDs) t o  P a r t  B b e n e f i c i a r i e s ,  
i t  i s  im p o s s ib le  f o r  th em  t o  re c o u p  th e  n e c e s s a r y  n o n - c a t e g o r i c a l  g r a n t  fu n d in g  
f o r  s e r v i c e s  to  th o s e  o v e r 65 . C u r r e n t ly ,  i n d i v i d u a l s  o v e r  65  r e p r e s e n t  o n ly  
4% o f  CMHC p a t i e n t  lo a d s ;  t h e s e  re im b u rs e m e n t d i f f i c u l t i e s  u n d e r M ed ic a re  a r e  
p r e v e n t in g  CMHCs fr om  r e d r e s s in g  t h i s  im b a la n ce  and  m e e ti n g  th e  m andate  o f  
PL 9 4 -6 3 , S e c ti o n  2 0 1 (b ) , t h a t  th e y  p ro v id e  c o m p re h e n siv e  s e r v i c e s  t o  e l d e r l y  
p e rs o n s .

M ed ic a id  an d CMHCs

The p ro b le m s u n d e r M ed ic a id  a re  a  l i t t l e  d i f f e r e n t ,  b u t  th e  e f f e c t  in  man y s t a t e s  
i s  much th e  sa me.

M ed ic a id  l i m i t s  re im b u rs e m e n t f o r  i n p a t i e n t  m e n ta l h e a l t h  s e r v i c e s  p ro v id e d  by  
p s y c h i a t r i c  h o s p i t a l s  (w it h  w hic h many CMHCs h a v e  a g re e m e n ts  f o r  p r o v i s io n  o f 
i n p a t i e n t  c a r e ) .  C u r r e n t ly ,  o n ly  th o s e  u n d er 21  o r  o v e r  65  y e a r s  o f age a r e  
e l i g i b l e  f o r  su ch  s e r v i c e s ,  a t  th e  s t a t e ' s  o p t io n .  T h u s , re im b u rs e m e n t f o r  
i n p a t i e n t  s e r v i c e s  to  a  m a jo r p r o p o r t io n  o f CMHC p a t i e n t s  i s  f r e q u e n t ly  n o t  
a v a i l a b l e .  On th e  o th e r  h a n d , su ch  re im b u rs e m e n t i s  a v a i l a b l e  f o r  CMHC p a t i e n t s  
i f  th e  c e n t e r  h a s  c o n t r a c te d  w i th  a  g e n e r a l  h o s p i t a l  f o r  p r o v i s io n  o f  su ch  
s e r v i c e s ,  i n s t e a d  o f w it h  a  p s y c h i a t r i c  h o s p i t a l .  Y et in  b o th  in s t a n c e s  th e

)  CMHC pro g ra m  i s  r e s p o n s ib le  f o r  th e  p a t i e n t ' s  a d m it ta n c e  and  c a r e .

As u n d er M ed ic a re , th o s e  CMHCs o p e ra te d  by  a  h o s p i t a l  a r e  e l i g i b l e  f o r  re im ­
b u rs e m en t f o r  o u t p a t i e n t  s e r v i c e s ;  f r e e - s t a n d i n g  c e n t e r s  o p e ra te d  by  o th e r

w  p u b l ic  o r  p r i v a t e  n o n p r o f i t  a g e n c ie s  a r e  e l i g i b l e  f o r  su ch  re im b u rs e m e n t o n ly
i f  th e  s t a t e  ch o o se s  (a ) t o  in c lu d e  th e  c l i n i c  s e r v i c e s  o p t io n  in  i t s  s t a t e  
p la n  an d (b ) d e f in e s  a c l i n i c  in  su ch  te rm s  as  t o  p e rm it  CMHCs to  p a r t i c i p a t e .
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C u r r e n t ly ,  tw e lv e  s t a t e s  do  n o t In c lu d e  th e  c l i n i c  s e r v i c e s  o p ti o n  in  t h e i r  
s t a t e  p la n . T hes e s t a t e s  a r e :  Ala ba m a,  A ri zo n a  (w hic h  h as  no  M e d ic a id ),  C o lo ra d o , 
F lo r id a ,  Io wa,  M is s i s s ip p i ,  M is s o u r i,  N ort h  D ako ta , Oklah om a,  Rhode I s l a n d ,  Tex as  
an d Wyoming.

Of th e  s t a t e s  w hi ch  do in c lu d e  c l i n i c  s e r v ic e s  in  t h e i r  p la n s ,  many p la c e  l i m i t s  
on a g e n c ie s  w hi ch  ca n p a r t i c i p a t e .  One p r a c t i c e  in  many s t a t e s  i s  to  l i m i t  
e l i g i b i l i t y  to  c l i n i c s  ru n by  c o u n ti e s  ( th u s  e x c lu d in g  many f e d e r a l ly - f u n d e d  
p r iv a t e  n o n - p r o f i t  pro gra m s)  o r  to  c l i n i c s  o p e ra te d  by  h o s p i t a l s  ( e x c lu d in g  a l l  
f r e e - s ta n d in g  p ro g ram s).

Many s t a t e s  p la c e  l i m i t s  on th e  n u n b er o f  v i s i t s  a u th o r iz e d ;  r a t e s  o f  re im b u rs e ­
m ent,  whi ch  a re  f r e q u e n t ly  lo w er t h a t  th e  a c t u a l  c o s t  o f  d e l i v e r in g  th e  s e r v i c e s ;  
th e  metho d in  w hic h  s e r v ic e s  ca n be  d e l iv e r e d  —  i . e . ,  p r i o r  a u t h o r i z a t i o n ,  
re im burs em ent o n ly  f o r  p h y s ic ia n  s e r v i c e s  o r f o r  p h y s i c i a n - d i r e c t e d  s e r v i c e s ,  e t c .

T hes e l i m i t s  hav e th e  e f f e c t  o f re d u c in g  p o t e n t i a l  paym ents  to  CMHCs f o r  s e r v ic e s  
to  M ed ic aid  b e n e f i c i a r i e s .  N a t io n a l ly ,  CMHCs re c e iv e  a p p ro x im a te ly  10% o f t h e i r  
re v e n u es  th ro u g h  M ed ic a id . Yet  in  s t a t e s  w hic h  o f f e r  go od  CMHC m e d ic a id  
co v era g e  an d a d e q u a te  r a t e s  o f  re im b u rs e m e n t,  t h i s  p e rc e n ta g e  re a c h e s  a b o u t 30% 
o f  th e  CMHC’ s  b u d g e t.  S in c e  th e  g r e a t  m a jo r i ty  o f CMHC p a t i e n t s  a re  lo w -i ncom e 
p e r s o n s , many a re  e l i g i b l e  f o r  M ed ic a id . How ev er , u n t i l  pa ym en ts  fo r  s e r v i c e s  
to  th e s e  p a t i e n t s  ca n be r e c e iv e d ,  i t  i s  im p o s s ib le  fo r  c e n t e r s  to  r e p la c e  th e  
f e d e r a l  c a t e g o r i c a l  g ra n t fu n d in g  once  i t  i s  te rm in a te d .

HR 8422 an d HR 85 43

HR 8422 an d HR 85 43  w ou ld  a d d re s s  th e  p ro b le m s o f CMHCs in  P a r t  B o f M ed ic are  
by  a u th o r iz in g  a  m a jo r d e m o n s tr a ti o n  p r o j e c t  to  a s s e s s  th e  im pact o f g iv in g  CMHCs 
p r o v id e r  s t a t u s  and re im b u rs in g  th em  on a c o s t  b a s i s  fo r  o u tp a t i e n t  s e r v i c e s .
T h is  d e m o n s t ra ti o n , w h il e  i t  does  n o t im m e d ia te ly  im pro ve th e  re im b u rs e m e n ts  to  
m os t CMHCs from  M ed ic a re , i s  a  m a jo r s te p  an d on e w hic h  w i l l  e n a b le  HEW to  
d e te rm in e  how b e s t  to  d r a f t  la n g u a g e  w hic h w ou ld  p ro v id e  P a r t  B re in b u rs e m e n ts  
t o  a p p r o p r ia te  CMHCs and o th e r  com pre hensi ve  o u tp a t i e n t  m e n ta l h e a l th  p ro g ra m s.
NCCMHC e n d o rs e s  th e  id e a  o f  t h i s  d e m o n s t ra ti o n , an d u rg e s  th e  subcom m it te e  to  
make no  chan ges in  t h a t  s e c t i o n  o f HR 84 22 .

W ith  re g a rd  to  M ed ic a id , HR 85 43  w ou ld  ame nd T i t l e  XIX to  r e q u i r e  s t a t e s  to  
re im b u rse  r u r a l  h e a l t h  c l i n i c s  f o r  s e r v i c e s  on a c o s t  b a s i s .  The  d e f i n i t i o n  
o f  su ch  c l i n i c s  does n o t s p e c i f i c a l l y  in c lu d e  m e n ta l h e a l t h  c e n t e r s ,  an d  th e  
la n g u a g e  a p p l ie s  o n ly  to  p ro g ra m s s e r v in g  r u r a l  m e d ic a ll y -u n d e rs e rv e d  a r e a s .

NCCMHC u rg e s  th e  com m it te e  to  ame nd t h i s  s e c t io n  to  e n s u re  t h a t  a l l  f e d e r a l l y -
fu nded  co mmun ity  m e n ta l h e a l th  c e n t e r s  w ou ld  be in c lu d e d  u n d e r S e c ti o n  2 o f
HR 85 43 . S in ce  PL 94 -6 3  b o th  r e q u i r e s  an d n e c e s s i t a t e s  CMHCs* c o l l e c t i n g
M ed ic a id  paym ents , t h i s  c o n t r a d ic to r y  la n g u ag e  in  HR 8422 an d HR 8543  (w hic he x c lu d e s  CMHCs fr om  th e  p ro p o se d  im pr ov em en t in  c l i n i c  s e r v i c e s  b e n e f i t s )  i s  C
in  d i r e c t  c o n f l i c t  w it h  p o l i c i e s  e sp o u se d  by  t h i s  su b co m m it te e  in  PL 9 4 -6 3 .

NCCMHC u rg e s  you r pro m pt a t t e n t i o n  to  t h i s  p ro ble m .

f



STATEMENT OF THE NATIONAL FEDERATION OF LICE NSE D PRACTICAL NURSES

Mr. Chairman and Members of the Subcommittee:

The National Federation of the Licensed Practical Nurses wishes to thank the 

chairman and members of the Subcommittee for this opportunity to comment on 

the concept of 3-party reimbursement under Medicare-Medicaid.

We are the professional organization that represents Licensed Practical 

Nurses. Currently there are more than 550,000 in the United States. We have 

a keen interest and a great concern for those in need of health care services. 

We have observed first hand the needs of the medically deprived who live in 

underserved areas of our country. We have watched as some of these health 

services have deteriorated because of the current federal policy of not reim­

bursing providers with Medicare funds and are fearful of the survival of some 

health services if there is not a change in policy.

The National Federation of Licensed Practical Nurses intends to use this oppor 

tunity to emphasize our strong support for HR 8543 with some modifications.

You have heard the testimony and statements of many knowledgeable people.

We are sure that you are aware that the administration has proposed, in the 

1978 fiscal budget, that $25 million be used to provide this Medicare coverage 

of services provided by nurse practitioners and physician's assistants in 

primary health clinics. You also have available the reports of the Rural 

Development Subcommittee field hearings and of your colleagues on a subcom­

mittee of the House Ways & Means Committee. The Department of Health, Edu­

cation and Welfare has publicly stated that they too support such legislation.

Our organization would like to publicly go on record favoring the passage of 

HR 8543 to correct the inadequate coverage of third party reimbursement and, 

indeed, would urge the subcommittee to give serious thought and consideration



to further extending this coverage to include the services that are provided 
by educationally prepared Licensed Practical Nurses, Nurse Practioners and
physician's assistants.

As members of this subcommittee are no doubt aware there has been steady 

progress and upgrading of the education and professionalism of Licensed 
Practical Nurses. The Licensed Practical Nurse profession has proven its 
worth in the pragmatic world of relieving human misery and suffering. We 
have been schooled in the basics of health care and nursing techniques in 
both the field and the classroom and exercised our training in various 
health facilities.

Our members are successfully engaged in many rural health clinics, especially 
in home health care situations, and have first hand knowledge of the present 
deficiences in the law, and therefore applaud the intent and mandates of 

HR 8543 as it would amend Title XVIII and Title XIX of the Social Security 

Act. Many of the health care situations in which we are involved are staffed 
by Licensed Practical Nurses and our usefulness could be magnified by the 

extension of coverage to include also the services that we provide.

With the staggering work load of many physicians and their apparent scarcity 
in rural and other underserved areas, it would seem that other health pro­
fessionals would be logical and frugal substitutes. These clinics are under 
the supervision of physicians and are able to make better use of the sophisti 
cated means of communications now available. Care administered by health 
providers is often dictated by specialists who are many miles away. If we 
have these avenues available and can use them to lessen a medical problem 

or save a life, we ought to be progressive enough to make them legislatively
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and economically feasible and be able to implement them efficiently. There 

is always the danger that we will shun progress because we neglect to take 

a simple step or two that will align the rules with the needs and solutions.

Modern day practical nursing has become more sophisticated in recent years.

Our profession has come a long way since the time that just anyone could be

called into a sick room or hospital.

In 1977 we look at even a most humble rural health center and see it as a

place where preventive medicine is routinely practiced, where treatment pre­

scribed by a physician can be carried out according to his dictates but does 

not necessitate his presence. The degree of excellence of the practical 

nursing course in accredited schools prepares dedicated people for their

chosen occupation.

The federal government is making progress in focdsing on the problem of 

serving the health needs of those in underserved areas. This bill will go

a long way to make that task easier.

One cannot fault the physicians for this situation because there are so many 

noble, bona fide opportunities for them to serve a variety of health needs. 

While we see the need of the few in isolated areas or the many in inner city 

ghettos, there are also the many in suburbia to be served as well as the 

research and teaching to be done. This is exactly why the National Federation 

of Licensed Practical Nurses can wholeheartedly urge the passage of this 

measure. It not only permits the physician to work where he or she might be

most needed but would also allow more physicians to share their time and

expertise with other health providers who work in health satellite units.



146

This is one economical and efficient way to dote to the perennial shortage 

of patient-serving personnel.

If this bill is not passed, we fear the almost complete collapse of this 

fine network of medical clinics. Many of these federally established 

satellites will soon be forced to operate on their own as their seed money 

will no longer be granted. Also, if the patients are not reimbursed by
VMedicare they will either not be able to pay for these needed services or, 

worse, they will discontinue receiving nursing care.

tLikewise, if this measure is not passed, new costs will appear— such as 

the dollars needed for transportation to take patients to facilities where 

Medicare will furnish services. Added to this will be the intangible cost 

in time and discomfort and treatment involved in transporting an ill person.

It scarcely needs to be pointed out that there would be a toll in insecurity 

for people who may be aged and bewildered, and in fear of the unknown and 

unfamiliar. Also it would be a traumatic experience for some to travel 

from their parochial surroundings. One can only speculate how many of 

these patients would simply ignore their health problems and cease to

seek advice and treatment.

In the chain of events that may occur in unsupervised home treatments, 

patients would suffer dire results if they are given, for instance, a 

large supply of medication and consume it at an over-accelereated rate.

Also other types of medication that could be administered only in a local 

satellite clinic might not be available to the average citizen. The new 

and needed approach of permitting third-party payments seems to be a

sensible approach to a problem that already seems to be solvable with the <
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a v a i l a b i l i t y  o f  s k i l l e d  and  e d u c a t io n a l ly  p re p a re d  h e a l t h  p r o v id e r s .

The N a ti o n a l F e d e r a t io n  o f  L ic e n s e d  P r a c t i c a l  N u rs es  u rg e s  th e  p a s s a g e  o f  

HR 8543 . We f u r t h e r  u rg e  th e  su b co m m it te e  t o  b e g in  th o u g h tf u l  and  s e r io u s  

c o n s id e r a t io n  o f  i n c lu d in g  th e  s e r v i c e s  o f  L ic e n s e d  P r a c t i c a l  N u rs es  who a re  

p re p a re d  t o  d e l i v e r  q u a l i t y  h e a l t h  c a r e  w h e re e v e r and  w hen ev er  n e ed e d ; su ch  

s e r v ic e s  s h o u ld  be  c o n s id e re d  u n d e r T i t l e s  XVIII and  XIX o f  th e  S o c ia l

S e c u r i ty  A c t.

[Whereupon, at 12:05 p.m., the hear ing was adjourned.]
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