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re of Rural Health Care

Executive Summary

Rural America is a vital component of American society. Representing
nearly 20 percent of the population, rural communities, like urban land-
scapes, are rich in cultural diversity. From the Native American Indian tribes
and Hispanic communities of the southwest, to the African American com-
munities of the Mississippi Bayou, to the Amish settlements of Pennsylvania,
to the European descendants of the Great Plains, rural communities are
home to many of the earliest Americans, as well as more recent immigrants.

Rural communities are heterogeneous in other ways as well, differing in
population density, remoteness from urban areas, and economic and social
characteristics. Many such communities adjacent to urban areas are growing
in population as they become popular destinations for those willing to com-
mute or telecommute to jobs in urban areas. Rural America also includes
thinly settled frontier areas, many with stagnant or declining economies as
the result of an inability to transition from what was once a largely agricul-
tural settlement.

In general, the smaller, poorer, and more isolated a rural community is,
the more difficult it is to ensure the availability of high-quality health services.
Compared with urban communities, rural communities tend to have fewer
health care organizations and professionals of all types, less choice and com-
petition among them, and broad variation in their availability at the local level.
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2 QUALITY THROUGH COLLABORATION

THE HEALTH CARE QUALITY CHALLENGE

In 2001, the Institute of Medicine (IOM) released the report Crossing
the Quality Chasm: A New Health System for the 21st Century. Based on a
large body of evidence documenting serious shortcomings in the American
health care system overall, the IOM report calls for fundamental reform of
the U.S. health care system. The report identifies six aims for quality im-
provement—health care should be safe, effective, patient-centered, timely,
efficient, and equitable. Recognizing the magnitude of the changes required
to address the quality challenge, the IOM launched the Quality Chasmz se-
ries. Thus far, eight reports have been produced in this series, addressing
various aspects of the agenda for change. This report on rural health care
quality is a part of this series.

The IOM Committee on the Future of Rural Health Care was asked to

e Assess the quality of health care in rural areas.

® Develop a conceptual framework for a core set of services and the essen-
tial infrastructure necessary to deliver those services to rural communities.

¢ Recommend priority objectives, and identify changes in policies and
programs required to achieve those objectives, including, but not limited to,
payment policies and the necessary information and communications tech-
nology (ICT) infrastructure.

e Consider implications for federal programs and policy.

In many respects, rural communities have been on the periphery of dis-
cussions of national health care quality. A roadmap for applying the quality
agenda now evolving at the national level to sparsely populated areas is

needed.

ADDRESSING THE QUALITY CHALLENGE IN A RURAL
CONTEXT

Rural communities likely face the same quality challenge as urban com-
munities. Although the evidence pertaining specifically to rural areas is
sparse, what does exist corroborates the general finding that, as documented
for the nation overall in the Quality Chasm report, the level of quality falls
far short of what it should be.

Some of the quality shortcomings in rural areas stem from the lack of
access to “core health care services,” defined for purposes of this report as
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primary care in the community, emergency medical services, hospital care,
long-term care, mental health and substance abuse services, oral health care,
and public health services. For some core health care services, most notably
emergency medical services, mental health and substance abuse services,
and oral health care, access is severely constrained in many if not most rural
communities by long-standing shortages of qualified health professionals.
Many rural communities have difficulty attracting and retaining clinicians
because of concerns about isolation, limited health facilities, or a lack of
employment and education opportunities for their families. Although steps
have been taken in recent years to introduce a more favorable financial cli-
mate for rural health care providers, an underresourced health care delivery
infrastructure persists.

Rural communities also confront a different mix of health and health care
needs than do urban areas. Rural populations tend to be older than urban
populations and to experience higher rates of limitations in daily activities as a
result of chronic conditions. Rural populations exhibit poorer health behav-
iors (i.e., higher rates of smoking and obesity and lower rates of exercise)
relative to most urban populations, although there is variability in health be-
haviors among rural communities. Unless action is taken now, the future bur-
den of chronic disease in many rural communities will be enormous.

The IOM committee developed a five-pronged strategy to address the
quality challenges in rural communities:

e Adopt an integrated, prioritized approach to addressing both per-
sonal and population health needs at the community level;

e Establish a stronger quality improvement support structure to assist
rural health systems and professionals in acquiring knowledge and tools to
improve quality;

e Enhance the human resource capacity of rural communities, includ-
ing the education, training, and deployment of health care professionals,
and the preparedness of rural residents to engage actively in improving their
health and health care;

® Monitor rural health care systems to ensure that they are financially
stable and provide assistance in securing the necessary capital for system
redesign; and

e Invest in building an ICT infrastructure, which has enormous poten-
tial to enhance health and health care over the coming decades.
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ADDRESSING PERSONAL AND POPULATION
HEALTH NEEDS

In 1990, the IOM adopted the following definition of quality of care:

Quality of care is the degree to which health services for individuals and
populations increase the likelihood of desired health outcomes and are consis-
tent with current professional knowledge (IOM, 1990, p. 4).

The above definition is consistent with the view that the health care system
of the twenty-first century should balance and integrate the need for per-
sonal health care with broader communitywide initiatives that target the
entire population and the environment (IOM, 2003). Many factors influ-
ence the health of individuals and populations, including the environment,
social behaviors, and genetic predispositions.

The committee encourages rural communities to build a population
health focus into decision making within the health care sector, as well as in
other key areas (e.g., education, community and environmental planning)
that influence population health. For example, there are many effective in-
terventions available to rural communities to reduce the health burden of
diabetes, some best implemented through the personal health care delivery
system (e.g., reminder systems to prompt patients and clinicians when an-
nual eye and foot exams are due) and others through communitywide pro-
grams (e.g., public policies that favor the provision of more nutritious food
in public eating establishments and schools). Making explicit the full range
of options available to rural communities to improve personal and popula-
tion health should lead to more optimal allocation of scarce financial
resources. Future work is needed to identify and prioritize the interven-
tions that are available to rural communities to improve health and health
care.

Key Finding 1. A wide range of interventions are available to improve
health and health care in rural America, but priorities for implementa-
tion are not yet clear. The Health Resources and Services Administration
is the obvious agency to take the lead in setting priorities, in collabora-
tion with other federal agencies, such as the Agency for Healthcare Re-
search and Quality and the Centers for Disease Control and Prevention,
as well as with rural stakeholders. This would entail systematically cata-
loguing and evaluating the potential interventions to improve health
care quality and population bealth in rural communities.
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Each rural community will then need to set priorities for addressing
personal and population health needs, and develop and implement an ac-
tion plan. An earlier IOM report, Fostering Rapid Advances in Health Care:
Learning from System Demonstrations, recommends the conduct of a set of
community-level demonstrations intended to produce the first generation of
twenty-first-century community health systems focused on meeting personal
and population health needs. This IOM committee endorses this “bottom-
up” approach to health system reform, and believes that rural communities,
because of their smaller scale and other unique characteristics, offer an ex-
cellent setting for undertaking rapid-cycle experimentation.

Recommendation 1. Congress should provide the appropriate author-
ity and resources to the Department of Health and Human Services
to support comprehensive health system reform demonstrations in
five rural communities. These demonstrations should evaluate alter-
native models for achieving greater integration of personal and popu-
lation health services and innovative approaches to the financing and
delivery of health services, with the goal of meeting the six quality
aims of the Quality Chasm report. The Agency for Healthcare
Research and Quality, working collaboratively with the Health
Resources and Services Administration, should ensure that the les-
sons learned from these demonstrations are disseminated to other
communities, both urban and rural.

Strong leadership will be needed to achieve significant improvements in
health and health care in rural communities. Comprehensive community-
based efforts will require extensive collaboration, both between stakehold-
ers within the health care sector, and between health care and other sectors.
It will be necessary to mobilize all types of institutions (e.g., health care,
educational, social, and faith-based) to both augment and support the con-
tributions of health professionals.

Key Finding 2. Rural communities engaged in health system redesign
would likely benefit from leadership training programs. Such training pro-
grams could be provided by the Agency for Healthcare Research and Qual-
ity and the Office of Rural Health Policy working collaboratively with
private- and public-sector organizations involved in leadership develop-
ment, such as the National Council for Healthcare Leadership and the
W. K. Kellogg Foundation’s Leadership for Community Change Program.
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ESTABLISHING A QUALITY IMPROVEMENT
SUPPORT STRUCTURE

To achieve the six quality aims, rural communities must establish com-
prehensive quality improvement programs. Since the release of the Quality
Chasm report, a great deal of national and local attention has been focused
on enhancing the health care sector’s quality improvement capabilities. Be-
cause of their small scale and low operating margins, rural providers have
found it difficult to make such investments.

Although many of the elements of an effective quality improvement in-
frastructure will be the same for rural and urban areas, some customization
is needed for rural areas. For example, when care processes in rural and
urban areas differ because of differences in the mix of available services
(e.g., urban areas have more ready access to tertiary-level care), rural-spe-
cific comparative data on some aspects of the care process (e.g., emergency
care, stabilization, and transfer services for acute myocardial infarction pa-
tients) are most useful for quality improvement purposes.

For the most part, current quality improvement programs and tools
available at the national and local levels focus on the personal health care
system. To assist rural communities in their efforts to promote both personal
and population health, further thought should be given to how best to adapt
quality improvement knowledge and tools (e.g., evidence-based reports,
practice guidelines, standardized performance measure sets) to support an
integrated approach to decision making. Rural communities must also have
the flexibility and assistance needed to develop quality improvement pro-
grams likely to have the greatest impact in a rural context. In some areas, for
example, a communitywide or even regional quality improvement program
is likely to be preferable to having each provider setting develop its own
approach. To this end, the Department of Health and Human Services needs
to develop a coordinated and tailored approach to meeting the needs of
rural communities.

Recommendation 2. The Department of Health and Human Services
should establish a Rural Quality Initiative to coordinate and acceler-
ate efforts to measure and improve the quality of personal and popu-
lation health care programs in rural areas. This initiative should be
coordinated by the Health Resources and Services Administration’s
Office of Rural Health Policy, with guidance from a Rural Quality
Advisory Panel consisting of experts from the private sector and state
and local governments having knowledge and experience in rural
health care quality measurement and improvement.
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The agenda of this proposed initiative should include the following:

o Applying evidence to practice—The Agency for Healthcare Research
and Quality should assume a lead role in developing educational programs
and tools to assist rural communities in applying evidence to practice.

o Standardized measure set for rural communities—The Rural Quality
Advisory Panel should work collaboratively with stakeholders from both the
public and private sectors on the identification of appropriate standardized
measures for rural areas, including: (1) measures from leading measure sets
that are applicable to all geographic areas; (2) where necessary, new mea-
sures to reflect aspects of care processes that are rural-specific; and (3) stan-
dardized population health measures to be piloted in rural areas.

o Public reporting—Centers for Medicare and Medicaid Services (CMS)
and the Rural Quality Advisory Panel should work collaboratively to ensure
that rural providers are included in public reporting initiatives and that pub-
lic reports for rural providers make fair and meaningful comparisons.

o Community-based technical assistance—CMS should ensure that the
Quality Improvement Organizations devote resources to rural areas com-
mensurate with the proportion of Medicare beneficiaries in a state that re-
side in rural areas. Consideration should be given to establishing a Quality
Improvement Organization Support Center to focus on application of the
above standardized quality measures to rural areas. The Office of Rural
Health Policy should convene a series of regional conferences for Critical
Access Hospitals, rural health clinics, community health centers, and other
providers to share quality improvement processes and techniques.

® Data repository—CMS should expand its data repositories to include
rural-specific quality data so that rural providers have access to both urban
and rural data for benchmarking purposes.

STRENGTHENING HUMAN RESOURCES

Human resources are critical to every rural community’s efforts to im-
prove individual and population health. Human resources include health
care professionals, both those in practice and those in training, as well as the
population at large in the community.

The IOM committee believes that a renewed and vigorous effort must
be made to enhance the health professions workforce in rural areas. This
effort should focus on enhancing the quality improvement knowledge and
skills of practicing professionals and the supply and preparedness of future
professionals working in rural areas.
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The 2003 IOM report Health Professions Education: A Bridge to Quality
identifies five core competencies that all health care professionals should
master to provide high-quality care: (1) provide patient-centered care, (2)
work in interdisciplinary teams, (3) employ evidence-based practice, (4) ap-
ply quality improvement, and (5) utilize informatics. The federal govern-
ment sponsors numerous workforce education programs that provide expe-
rientially based training for practicing health professionals, and these should
be expanded to focus greater attention on helping professionals master the
core competencies.

Recommendation 3. Congress should provide appropriate resources
to the Health Resources and Services Administration to expand expe-
rientially based workforce training programs in rural areas to ensure
that all health care professionals master the core competencies of
providing patient-centered care, working in interdisciplinary teams,
employing evidence-based practice, applying quality improvement,
and utilizing informatics. These competencies are relevant to the many
discipline-specific and multidisciplinary programs supported under
Titles VII and VIII of the Social Security Act.

Specifically, more stable and generous funding should be provided for the
Quentin Burdick Program to conduct demonstrations in several rural com-
munities that provide for (1) the training of leadership teams to mobilize com-
munity resources, (2) communitywide health literacy programs, and (3) inter-
disciplinary health professions education in the core competencies essential to
improving quality. Workforce programs such as the Health Resources and
Services Administration’s (HRSA) funding of Area Health Education Centers,
Health Education and Training Centers, and Geriatric Education Centers
should explicitly target rural localities, and broaden their scope beyond physi-
cian supply to include midlevel providers in specialties in short supply in rural
areas (e.g., mental health and substance abuse services and emergency care).
Also, programs that recruit students from minority and underserved commu-
nities for health professions careers in rural areas—such as the Health Careers
Opportunity Program, HRSA’s Centers of Excellence program, scholarship
and loan repayment programs for disadvantaged students, and such programs
offered by the Indian Health Service—should expand their recruitment and
placement efforts in rural communities.

In expanding experientially based workforce training programs, the fed-
eral government should place particular emphasis on the types of health
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professionals that are in very short supply and on the geographic areas expe-
riencing the greatest difficulty in recruitment and retention. Essential health
professions data at the state and local levels are needed to support decisions
about targeting resources to rural areas, including the designation of short-
age areas. This is especially true with regard to mental and behavioral health
services and oral health.

Key Finding 3. To target workforce training programs most effectively,
federal, state, and local governments need better information on the
current supply and types of health professionals. Data that would be
particularly useful include the numbers of providers and provider hours
of clinical practice, practice specialties, and sites of service. Financial and
policy incentives at the federal and state levels could be put in place to
facilitate the gathering, analysis, and retention of health professions
workforce data that are comparable across states.

Enhancing education and training programs for practicing profession-
als is an important first step, but it will not be enough. Fundamental change
in health professions education programs and institutions will be needed to
produce an adequate future supply of properly educated professionals for
rural and frontier communities. A multifaceted approach to the recruitment
and retention of health professionals in rural areas is needed, including in-
terventions at every point along the rural workforce pipeline: (1) enhanced
preparation of rural elementary and high school students to pursue health
careers; (2) stronger commitment of health professions education programs
to recruiting students from rural areas, educating and training students in
those areas, and adopting rural-appropriate curricula; and (3) a variety of
strong incentives for health professionals to seek and retain employment in
rural communities.

Enhancements to the basic curriculum, particularly the science curricu-
lum, for middle and high school students are needed to better prepare rural
students for careers in the health professions. HRSA’s Office of Rural Health
Policy could work collaboratively with the various federal agencies (e.g.,
Bureau of Health Professions, Department of Education, Bureau of Indian
Affairs, and Indian Health Service), professional associations, and rural con-
stituencies to identify appropriate enhancements and develop an action plan.
A rural health professions mentoring program might be established to ex-
pose rural students to potential careers in health care. Changes are also
needed in health professions education programs.
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Recommendation 4. Schools of medicine, dentistry, nursing, allied
health, and public health and programs in mental and behavioral

health should:

® Work collaboratively to establish outreach programs to rural
areas to attract qualified applicants.

¢ Locate a meaningful portion of the educational experience in
rural communities. Universities and 4-year colleges should expand
distance learning programs and/or pursue formal arrangements with
community and other colleges, including tribal and traditionally Afri-
can American colleges, located in rural areas to extend the array of
rural-based education options while encouraging students to pursue
higher levels of education.

® Make greater effort to recruit faculty with experience in rural
practice, and develop rural-relevant curricula addressing areas that
are key to improving health and health care, including the five core
competencies (i.e., providing patient-centered care, working in inter-
disciplinary teams, employing evidence-based practice, applying qual-
ity improvement, and utilizing informatics), the fundamentals of
population health, and leadership skills.

® Develop rural training tracks and fellowships that (1) provide
students with rotations in rural provider sites; (2) emphasize primary
care practice; and (3) provide cross-training in key areas of shortage
in rural communities, such as emergency and trauma care, mental
health, and obstetrics.

Furthermore, the federal government should provide financial incen-
tives for residency training programs to provide rural tracks by link-
ing some portion of the graduate medical education payments under
Medicare to achievement of this goal.

The residents of rural communities also have a key role to play in im-
proving population health. Residents can contribute to improving their own
health and that of others by pursuing healthy behaviors and complying with
treatment regimens, assuming appropriate caregiving roles for family mem-
bers and neighbors, and volunteering for community health improvement
efforts. As is the case with many urban populations, many rural populations
have low levels of health literacy (the degree to which individuals have the
capacity to obtain, process, and understand basic health information) that
currently hamper efforts to engage residents in health-related activities. The
Department of Education and state education agencies should work in part-
nership with local nonprofit literacy associations and libraries to measure
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and improve the health literacy of rural residents by, among other things,
providing access to Internet-based health resources.

PROVIDING ADEQUATE AND TARGETED
FINANCIAL RESOURCES

To achieve the six quality aims, rural communities must have adequate
and appropriately targeted financial resources. In the health care sector over-
all, a great deal of experimentation is currently under way to identify ways of
better aligning payment incentives with the quality aims, and rural commu-
nities should be part of these efforts. At the same time, it is important to
recognize that, historically, rural health care systems have been financially
fragile, and many still have small operating margins, making it difficult for
them to participate in innovative efforts intended to stimulate fundamental
redesign of the delivery system.

Many public- and private-sector purchasers are conducting demonstra-
tions or pilot projects that make some portion of provider payments contin-
gent upon performance. The committee supports these early efforts to rede-
sign payment programs and is concerned that rural communities may be left
behind. It would be wise to conduct demonstration projects in rural com-
munities to field test the applicability of both standardized performance
measures and performance-based payment approaches to rural providers.

Recommendation 5. The Centers for Medicare and Medicaid Services
should establish 5-year pay-for-performance demonstration projects
in five rural communities starting in fiscal year 2006. During the first
18 months, the communities should receive grants and technical as-
sistance for establishing processes to capture the patient data and
other information needed to assess performance using a standardized
performance measure set appropriate for rural communities. For the
remaining 3.5 years, different approaches to implementing pay for
performance should be tested in the various demonstration sites. The
selected communities should be diverse with respect to socio-demo-
graphic variables, as well as the degree and type of formal integration
of local and regional providers.

The proposed demonstration projects will likely yield many important
lessons learned. CMS could work collaboratively with HRSA to ensure that
this information is widely disseminated to rural stakeholders, as well as to
public and private purchasers engaged in pay-for-performance programs.
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Recognizing that the health system is experiencing a period of funda-
mental change, careful attention should also be paid to ensuring the finan-
cial stability of rural health care delivery systems. Although significant steps
have been taken to correct historical underpayment of rural providers under
Medicare, the operating margins of many rural hospitals are still low, and
concerns about the equity of physician payments persist. Rural providers
have been heavily impacted as states have modified eligibility criteria or low-
ered provider payments under Medicaid and the Children’s Health Insur-
ance Program in response to worsening state financial conditions.

Recommendation 6. Rural health care delivery systems must be suf-
ficiently stable financially to underwrite investments in human re-
sources and information and communications technology and to
implement pay-for-performance initiatives. The Agency for Health-
care Research and Quality should produce a report by no later than
fiscal year 2006 analyzing the aggregate impact of changes in the
Medicare program, state Medicaid programs, private health plans,
and insurance coverage on the financial stability of rural health care
providers. The report should detail specific actions that should be
taken, if needed, to ensure sufficient financial stability for rural health
care delivery systems to undertake the desired changes described in
this report.

The IOM committee also wants to draw special attention to the very
limited availability of mental health and substance abuse services in many
rural communities, which is likely attributable in part to a lack of adequate
funding. The committee recognizes that this is a complex area. The mental
health needs of populations are diverse, and mental health care services are
provided in both general and specialized settings and by a plethora of health
care professionals. Patients likely have different preferences for settings and
providers, and there may well be differences in the quality, accessibility, and
cost of services by type of setting and provider. The financing of mental
health services is equally complex, consisting of a patchwork of direct ser-
vice programs financed through federal and state grants and public and pri-
vate insurance programs.

Recommendation 7. The Health Resources and Services Administra-
tion and the Substance Abuse and Mental Health Services Adminis-
tration should conduct a comprehensive assessment of the availability
and quality of mental health and substance abuse services in rural
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areas. This assessment should cover services provided in both pri-
mary care and specialty settings, and should include the following:

® A review of (1) the various insurance and direct service pro-
grams in the public and private sectors that provide financial support
for the delivery of mental health and substance abuse services, and
(2) the populations served by these payers and programs.

¢ An evaluation of the adequacy of current funding, and an analy-
sis of alternative options for better aligning the various funding
sources and programs to improve the accessibility and quality of these
services. Attention should be focused on identifying and analyzing
options designed to encourage collaboration between primary care
and specialty settings.

UTILIZING INFORMATION AND
COMMUNICATIONS TECHNOLOGY

ICT is a powerful tool with great potential to enhance health and health
care in rural communities. Appropriate use of ICT can bridge distances by
providing more immediate access to clinical knowledge, specialized exper-
tise, and services not readily available in sparsely populated areas. However,
many rural communities are unprepared to participate fully in the informa-
tion age, having little or no access to the Internet and populations with mini-
mal ICT experience. Most rural health care systems are in critical need of
financial and technical assistance to establish electronic health records
(EHRs) and secure platforms for health data exchange.

To ensure that no rural community is left behind as the nation moves to
EHRs and an electronic highway for health data exchange, the committee
has identified a strategy consisting of six action items: (1) including a rural
component in the National Health Information Infrastructure (NHII) plan,
(2) providing all rural communities with high-speed access to the Internet,
(3) eliminating regulatory barriers to the use of telemedicine, (4) providing
financial assistance to rural providers for investments in EHRs and ICT, (5)
fostering ICT collaborations and demonstrations in rural areas, and (6) pro-
viding ongoing educational and technical assistance to rural communities so
they can make the best use of ICT.

With the recent establishment of the Office of the National Coordinator
for Health Information Technology, the federal government has assumed a
leadership role in the development of the NHII over the next 10 years. If
rural communities are to participate fully in the NHII, it is essential that the
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national planning process take into consideration the specific challenges
faced by rural communities and target program activities and resources to
meet these challenges.

Recommendation 8. The Office of the National Coordinator for
Health Information Technology should incorporate a rural focus, in-

cluding frontier areas, into its planning and developmental activities
for the NHII.

e The NHII strategic plan should include a component that is
specific to rural and frontier areas, and this component should pro-
vide the programmatic and financial resources necessary for rural
areas to participate fully in the NHIIL.

¢ The Office of Rural Health Policy should be designated as the
lead agency for coordination of rural health input to the Office of the
National Coordinator for Health Information Technology. In provid-
ing this input, the Office of Rural Health Policy should seek the
expert advice of the Department of Health and Human Services’ Ru-
ral Task Force.

Many health-related ICT applications require access to high-speed
Internet connections; however, broadband networks have not yet reached
many rural and frontier communities. Broadband networks can benefit ru-
ral communities as a whole by giving local firms direct access to customers,
suppliers, and larger markets, thus making it less expensive and more effi-
cient for firms to locate in rural areas. In addition, these networks make it
possible for residents of small towns to participate in distance education,
training, and learning opportunities, a capability that is particularly impor-
tant for building a health professions workforce and promoting health
literacy.

Rural areas face another barrier to use of the Internet—the cost associ-
ated with the use of telecommunications lines. Surcharges and administra-
tive fees levied by local area telecommunications access (LATA) networks
often make data exchange prohibitively expensive, and this is especially true
when the data transmission is between geographic areas located in different

LATA networks.

Recommendation 9. Congress should take appropriate steps to en-
sure that rural communities are able to access and use the Internet for
the full range of health-related applications. Specifically, consider-
ation should be given to:
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¢ Expanding and coordinating the efforts of federal agencies to
extend broadband networks into rural areas.

e Prohibiting local area telecommunications access networks
from imposing surcharges for the transfer of health messages across
regions.

¢ Expanding the Universal Service Fund’s Rural Health Care Pro-
gram to allow the participation of all rural providers and to increase
the amount of the subsidy.

The regulatory and payment environments have a significant impact on
the ability of providers to make the best use of ICT. Currently, the use of
telemedicine and other ICT applications is impeded by the absence of clear
and consistent definitions and requirements across (1) state governments
that license health professionals; (2) health care organizations (e.g., hospi-
tals, health plans, nursing homes) that credential clinicians for practice
within the organization; and (3) major payers, such as Medicare, that estab-
lish payment policies for telemedicine services.

Key Finding 4. Telehealth warrants special attention to facilitate its use
while maintaining appropriate regulatory protections. Some changes in
government regulatory processes and health insurance programs may be
desirable, but a detailed analysis of current practices for purposes of
identifying barriers to telebealth has yet to be conducted. The Office of
the National Coordinator for Health Information Technology might pro-
vide leadership and coordination for such work.

If rural communities are to benefit from the NHII, financial assistance
from the federal government will be required. Most rural health care is pro-
vided in small ambulatory practice settings and small hospitals, many of
which are financially fragile and have limited access to capital for investing
in EHRs. Rural health systems are also more dependent than urban systems
on public payment programs, such as Medicaid, safety net grant programs
for community and rural health clinics, and Medicare. In rural areas, such as
Indian reservations, the federal government may also be the dominant pro-
vider of services.

Recommendation 10. Congress should provide appropriate direction
and financial resources to assist rural providers in converting to elec-
tronic health records over the next 5 years. Working collaboratively
with the Office of the National Coordinator for Health Information
Technology:
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¢ The Indian Health Service should develop a strategy for
transitioning all of its provider sites (including those operated by
tribal governments under the Self-Determination Act) from paper to
electronic health records.

¢ The Health Resources and Services Administration should de-
velop a strategy for transitioning community health centers, rural
health clinics, critical access hospitals, and other rural providers from
paper to electronic health records.

¢ The Centers for Medicare and Medicaid Services and the state
governments should consider providing financial rewards to provid-
ers participating in Medicare or Medicaid programs that invest in
electronic health records. These two large public insurance programs
should work together to re-examine their benefit and payment pro-
grams to ensure appropriate coverage of telehealth and other health
services delivered electronically.

The ultimate goal is to establish a national and even global health infor-
mation infrastructure that allows for the exchange of patient data between
authorized users in a secure environment. The NHII will likely be built com-
munity by community, with local or regional health information infrastruc-
tures adhering to national data standards. In October 2004, the Agency for
Healthcare Research and Quality awarded $139 million in contracts and
grants to communities and health systems to enhance ICT capabilities. The
committee applauds this effort, but is concerned that current funding is too
limited.

Recommendation 11. The Agency for Healthcare Research and
Quality’s Health Information Technology Program should be ex-
panded. Adequate resources should be provided to allow the agency
to sponsor developmental programs for information and communica-
tions technology in five rural areas. Communities should be selected
from across the range of rural environments, including frontier areas.
The 5-year developmental programs should commence in fiscal year
2006 and result in the establishment of state-of-the-art information
and communications technology infrastructure that is accessible to all
providers and all consumers in those communities.

Rural communities, like urban areas, are embarking on a period of enor-
mous change. Communities will need both technical and educational assis-
tance to make this transition smoothly and successfully.
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Recommendation 12. The National Library of Medicine, in collabora-
tion with the Office of the National Coordinator for Health Informa-
tion Technology and the Agency for Healthcare Research and Quality,
should establish regional information and communications technol-
ogy/telehealth resource centers that are interconnected with the Na-
tional Network of Libraries of Medicine. These resource centers should
provide a full spectrum of services, including the following:

¢ Information resources for health professionals and consumers,
including access to online information sources and technical assis-
tance with online applications, such as distance monitoring.

¢ Lifelong educational programs for health care professionals.

® An on-call resource center to assist communities in resolving
technical, organizational, clinical, financial, and legal questions re-
lated to information and communications technology.

SUMMARY

Rural communities should focus on improving both personal and popu-
lation health programs to realize the greatest improvement in health and
health care. An integrated approach to identifying priorities and allocating
resources is needed. It will also be necessary to cultivate a new cadre of
health care leaders capable of viewing clinical care within the broader
context of population health and building communitywide collaborative
structures.

The federal government should establish a Rural Quality Initiative to
assist rural communities and providers in acquiring the knowledge and tools
needed to improve quality. Steps should be taken immediately to ensure that
rural communities are not left behind in the many quality-related initiatives,
including standardized performance measurement, public reporting, and
pay-for-performance programs.

It will also be important to remain vigilant in addressing long-standing
shortages of health professionals pursuing practice in rural settings, while at
the same time taking steps to better prepare health professionals to provide
quality care in rural environments. ICT is a transformational tool that has
great potential to improve health and health care. Federal financial and tech-
nical assistance will be required to ensure that rural providers transition
from paper to electronic health records, and that rural communities benefit
fully from the ICT infrastructure being built over the coming decade.
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Preface

In too many ways, rural communities have been at the margins of the
health care quality movement. Most quality initiatives in the United States
have been developed with urban health care features in mind and as a result
have not always been directly applicable to rural health care settings. Before
formulating a health care quality agenda in rural America, it will be neces-
sary to determine the rural relevance of quality efforts broadly, while also
developing new quality initiatives that directly recognize distinctive features
of both the context in which care is given and care systems themselves in
rural settings. For example, inpatient care in rural hospitals is often a smaller
part of the total set of services than is the case in urban hospitals. Smaller
case volumes and long-standing shortages of key health care services, such
as those for mental health and substance abuse, draw a mix of providers
different from the norm in urban settings. Historically, moreover, the financ-
ing of rural health care has been a particularly fragile endeavor. Along with
the lack of established applicability of many quality efforts to rural settings,
access and finance concerns have frequently hampered the ability of rural
health care providers to fully address quality improvement.

While acknowledging these challenges, the Institute of Medicine’s
(IOM) Committee on the Future of Rural Health Care has charted an agenda
for rural communities that fulfills the six aims set forth in the 2001 IOM
report Crossing the Quality Chasm: A New Health System for the 21st Cen-
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tury of making health care safe, effective, patient-centered, timely, efficient,
and equitable. This agenda also reflects the need to improve both the quality
of personal health care and the health of the rural population as a whole, as
well as to apply the newest tools available, such as information technology,
to the work of delivering high-quality health care in rural settings. Specifi-
cally, the agenda addresses the need to modify existing quality indicators
and processes to reflect the special characteristics of rural communities, to
strengthen the human resources for health care networks in rural areas, and
to implement a health care information infrastructure across rural commu-
nities. In the process, the committee also notes the importance of leveraging
the unique strengths of rural communities.

Implementation of the recommendations contained in this report, com-
bined with the determination of rural communities to develop creative ways
of improving their own health care systems, will set the stage for the consis-
tent delivery of high-quality health care regardless of where one lives in the
United States. Capitalizing on their unique strengths, rural communities and
health care systems can meet the expectations associated with delivering the
highest quality of care possible.

Finally, this report represents the culmination of the dedicated efforts of
many individuals. I would like to thank my fellow committee members, who
worked long and diligently on this challenging study; the many experts who
provided formal testimony to the committee and informal advice through-
out the study; and the staff of the Health Care Services Board who managed
the study and coordinated the writing of the final report.

Mary Wakefield, Ph.D., RN., EA.A.N.
Chair
November 2004
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Foreword

The Institute of Medicine (IOM) has had a long-standing focus on qual-
ity of care. In the first phase of the IOM quality initiative, the National
Roundtable on Health Care Quality highlighted serious problems with the
overall quality of care delivered in the United States. In the second phase,
two reports, 1o Err Is Human: Building a Safer Health System and Crossing
the Quality Chasm: A New Health System for the 21st Century, were released.
Both reports called for a fundamental redesign of the health care delivery
system.

In the third and current phase, the IOM has sought to elaborate and to
realize the vision of a future health system as set forth in the Quality Chasm
report. The Quality Chasm report identified six aims for the delivery of
health care: care should be safe, effective, patient-centered, timely, efficient,
and equitable. Among the profound changes needed to achieve these aims
are that information technology must play a central role in support of the
delivery of care; that provider payment systems must reward the provision
of quality care; and that the education and training of health professionals
must encompass evidence-based skills and working in interdisciplinary
teams.

The study presented here marks another step in this third phase of the
IOM’s quality initiative. Rural America, with about a fifth of the U.S. popu-
lation, is a vibrant part of the nation. Its people are independent-minded,
but with a strong sense of the need to work with others to provide services
that many urban dwellers take for granted. Rural communities differ widely,
both among themselves and from urban communities, in their economic

X1
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and social characteristics. They also vary greatly in their population densities
and their remoteness from urban areas. The set of health problems faced by
rural communities differs from those faced by urban communities. Thus,
realizing the vision and six aims set forth in the Quality Chasm report poses
special challenges for rural areas that are not present in urban areas.

The present report identifies ways to assure that rural America benefits
from the many changes unfolding in the health care sector and especially
from efforts to redesign health care to deliver the highest possible quality.

Harvey V. Fineberg, M.D., Ph.D.
President, Institute of Medicine
November 2004
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