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Today’s Agenda
1. About Mississippi Rural Health Association advocacy

2. National Legislative Priorities

3. State Legislative Priorities

4. RHC Policy Updates



About Mississippi Rural Health Association Advocacy

The Mississippi Rural Health Association is the primary resource for professionals and 
advocates for rural health in the state.  The Association is a 501(c)3 non-profit, and 
aims to provide resources, education, and advocacy in support of rural health-related 
matters.  The Association boasts membership near 2,000 healthcare professionals 
statewide.
Legislative advocacy focuses on the following areas:

• Hospital and clinic support
• Efficiency in payment models and healthcare delivery
• Improved access to healthcare and parity for rural

• Greater access to transportation, resources, and tool to improve rural healthcare



NATIONAL

Addressing Rural Declining Life Expectancy and Rural Health Equity

Rural residents often encounter barriers to health care that limit their ability to obtain the care they need. 
Individuals living in rural areas are more likely to die of the four leading causes of death (heart disease, cancer, 
stroke, and chronic lower respiratory disease). 

In addition, COVID-19 has devastated the financial viability of rural practices, disrupted rural economies, and 
eroded availability of care. Medical deserts are appearing across rural America, leaving many without timely 
access to care. 

Unfortunately, rural communities also see disparities in health care outcomes caused by social determinants of 
health coupled with the aforementioned geographic challenges. 

We support the following actions to strengthen and support the health of individuals in rural areas: 

1. Address health disparities and inequities in rural communities 

2. Ensure access to health care coverage for people living in rural areas 

3. Invest in public health and emergency preparedness 

4. Prioritize health education, chronic disease prevention, infectious disease control, and care management 
as part of rural health improvement 

5. Ensure that rural women have access to obstetric and maternal health care support



NATIONAL

Addressing Rural Declining Life Expectancy and Rural Health Equity

Establish an Office of Rural Health within the CDC

We ask for support of S. 3149 / H.R. 5848, the Rural Health Equity Act to create an Office of Rural 
Health within the CDC.

Expand access to maternal health services

We ask for support of S. 1491 / H.R. 769, the Rural Maternal and Obstetric Modernization of Services 
(MOMS) Act to authorize HRSA to establish rural obstetric networks.

Congress should permanently expand telehealth provisions

We ask for support of S. 1512 / H.R. 2903, the Creating Opportunities Now for Necessary and Effective 
Care Technologies (CONNECT) for Health Act of 2021 or S. 1988 / H.R. 5425, the Protecting Rural 
Telehealth Access Act to ensure rural providers are able to continue providing services via telehealth 
beyond the public health emergency.



NATIONAL

Strengthen the Rural Health Workforce

Rural areas struggle to recruit and retain an adequate health care workforce. Seventy-seven percent of rural 
counties are Health Professional Shortage Areas, and nine percent have no physicians at all. 

With far fewer physicians per capita, the maldistribution of health care providers between rural and urban 
areas results in unequal access to care and negatively impacts rural health. 

The COVID-19 pandemic exacerbated the workforce shortage in rural America. 

We support the following actions to help recruit, train, and obtain health care professionals in rural areas: 

1. Remove barriers that limit rural resident training and grow training opportunities through vehicles like 
rural training tracks

2. Implement the National Healthcare Workforce Commission, which was authorized in the Affordable Care 
Act but never funded

3. Address the shortages rural providers face in maintaining an adequate workforce through programs like 
the National Health Service Corps (NHSC), Nurse Corps Loan Repayment Program (NCLRP), and Title VII 
and VIII workforce training programs

4. Test new models of team-based care to maximize the capacity of the rural workforce to serve people 
living in rural areas

5. Allow policies that allow trained professionals to work at the top of their licensure



NATIONAL

Support Rural Health Infrastructure

The federal investment in rural health programs is a small portion of federal health care spending, but it 
is critical to rural Americans. These safety net programs expand access to health care, improve health 
outcomes, and increase the quality and efficiency of health care delivery in rural America. 

Nearly 140 rural hospitals have closed since 2010. Rural hospitals provide access to care, as well as jobs 
and other economic opportunities; these hospitals are often one of the largest employers in a rural 
community. 



NATIONAL

Support Rural Health Infrastructure

We support the following actions to strengthen and support the rural health safety net: 

1. Test new payment models of care in rural areas and sustainable system design

2. Provide stabilizing relief for rural providers to abate the rural hospital closure crisis exacerbated by COVID-19

3. Allow providers to utilize innovative technology and improve access through continuing the telehealth advancements 
made by Congress and the Administration during the public health emergency (PHE)

4. Protect the 340b drug pricing program from ongoing attacks by pharmaceutical manufacturers

5. Stop Medicare cuts to rural providers and address administrative barriers

6. Modernize the Rural Health Clinic (RHC) program by updating payment policies; expanding team-based care; 
incorporating essential services such as mental health, substance use, and oral health; and enhancing the ability to 
serve uninsured and other vulnerable populations

7. Improve coordination across Medicare rural provider designations (e.g. Critical Access Hospital (CAH), Federally 
Qualified Health Centers (FQHC), RHCs, etc.) to reduce unnecessary duplication and competition

8. Test opportunities to improve regional and local health planning to reduce unproductive competition, improve 
distribution of essential services, and improve community support for rural health services

9. Identify models of care to better support the safety net needs of frontier and isolated rural communities

10. Support proposals to increase access to Medicaid coverage across the United States



STATE

Mississippi Rural Hospital Loan Program

Mississippi House Bill 365

House bill 365 establishes the Mississippi Rural Hospital Loan Program in the 
state department of health to assist rural hospitals in providing needed direct 
healthcare services.  This increased funding will allow rural hospitals to offer 
additional services in their community that are not currently available there 
now, maintain or increase their staffing levels, and keep up with necessary 
facility maintenance.  For rural hospitals to be eligible for loans they must 
submit a financial audit proving they are in a good financial position.  The loan 
they receive may not be less than twenty-five thousand dollars or more than 
one-hundred thousand dollars.  The department will determine terms, 
conditions, and requirements for loans.  



STATE

9-8-8 for Crisis Behavioral Services

Mississippi House Bill 732

House bill 732 provides legislative intent to assure all Mississippians receive a 
consistent level of 9-8-8 and crisis behavioral service no matter where they 
live.  The purpose for the signing of this bill is to save lives of Mississippi 
residents by providing them better access to services pertaining to the 
behavioral health crisis.  This bill authorizes the state department of mental 
health to use technology that is interoperable across emergency response 
systems in Mississippi and to deploy crisis and outgoing services.  



STATE

Revise the Definition and Requirements of Telemedicine Parity

Mississippi Senate Bill 2738

The purpose of senate bill 2738 is to revise the definition of telemedicine as it 
is used in the statute requiring health insurance plans to provide coverage for 
telemedicine services.  It requires health insurance and employee benefit plans 
to reimburse providers for telemedicine services using the proper medical 
codes.  It provides that all health insurance and employee benefit plans in 
Mississippi must provide coverage for telemedicine services to the same 
extent that the services would be covered if they were provided through in-
person consultation.  All health insurance and employee benefit plans in this 
state must reimburse providers who are out-of-network for telemedicine 
services under the same reimbursement policies applicable to other out-of-
network providers of healthcare services.  



STATE

Requiring Permits for Non-Emergency Medical Transportation

Mississippi Senate Bill 2739

Senate bill 2739 requires nonemergency medical transportation (NEMT) 
providers to have a permit from the state department of health before they 
may provide NEMT transportation services in Mississippi.  It requires the 
department to adopt rules providing for applications of permits, issuance of 
permits, renewal of permits, and revocation of permits.  The bill authorizes the 
department to provide for the payment of fees for the issuance and renewal of 
permits.  It requires the department to adopt standards for the operation of 
vehicles used to provide NEMT transportation services.  The bill also 
authorizes the department to revoke the permit of or impose fines on any 
NEMT provider who is found to not follow the requirements and standards set 
by the department.  



STATE

Legalization of Medical Cannabis

Mississippi Senate Bill 2095

Senate bill 2095 enacts the Mississippi Medical Cannabis Act to authorize 
medical cannabis use by certain patients who have debilitating medical 
conditions.  The bill requires a patient to receive a written certification from a 
qualified practitioner to qualify for a registry identification card for the use of 
medical cannabis.  It also provides certain protections to patients, caregivers, 
medical providers, and medical cannabis establishments for the medical use of 
cannabis.  It provides that the Mississippi Department of Health has the 
ultimate authority for the oversight of the administration of the Medical 
Cannabis Program.  It requires the department to license cannabis cultivation 
facilities, cannabis processing facilities, cannabis transportation entities, 
cannabis disposal entities, cannabis testing facilities, and cannabis research 
facilities.  



POLICY UPDATE

RHC Mental Health Services Provided via Telehealth

• Effective January 1, 2022, RHCs will now be reimbursed for mental health visits at their All-
Inclusive Rate (AIR) for face-to-face mental health services, including audio-only interactions in 
the event beneficiaries are not able to, or do not consent to, the use of two-way audio/visual 
interaction. When billing for mental health services using audio/visual technology, the RHC must 
append modifier 95. For those services that are delivered using only audio services, the RHC 
must append a new service level modifier that will be established by CMS to track use of these 
services.

• It should be noted that an in-person mental health service must be furnished by an RHC provider 
within six months prior to the telehealth service. Also, generally speaking, an in-person mental 
health visit furnished by an RHC provider must take place at least every 12 months while mental 
health visits are provided to the patient via telehealth. This requirement may be waived if the 
RHC provider and patient agree that the risks and burdens outweigh the benefits associated 
with furnishing the in-person service, and that reason and decision must be documented in the 
patient’s record.

• The new reimbursement methodology also will result in mental health services provided via 
telehealth now being included in the RHC visit count reported on the annual RHC cost report. 
Previously, mental health services would only be included in the RHC’s visit count if a face-to-
face mental health visit was provided to the patient. Effective January 1, 2022, CFR 405.2463(3) 
will be updated to the following:



POLICY UPDATE

Billing for Chronic Care Management (CCM) & Transitional Care Management (TCM) Services

• RHCs have historically not been allowed to bill for TCM services if a patient 
had already been billed for CCM services by another provider during the 
same time period. 

• The final rule, however, establishes that effective January 1, 2022, RHCs will 
be permitted to bill for TCM and other care management services provided 
to patients, even if another provider had billed for CCM within the same 
service period. The billing requirements for each submitted code will need 
to be met for payment to be made to the RHC.



POLICY UPDATE

Payment for Services Rendered by RHC Providers to Hospice Patients

• Historically, services provided by RHC providers to hospice patients had to 
be carved out of the annual RHC cost report and were billed under the 
Medicare Part B fee schedule. 

• The 2022 Physician Fee Schedule final rule, however, changed this policy, 
and effective January 1, 2022, physicians, nurse practitioners, or physician 
assistants who are either employed by or contracted with an RHC may 
provide hospice attending physician services and be reimbursed under the 
RHC’s AIR. These services also may be included in the RHC visit counts for 
the annual cost report.



POLICY UPDATE

Clarification of RHC Grandfathering

• The 2021 Consolidated Appropriations Act (CAA) drastically changed the methodology by 
which RHCs were reimbursed and established new upper payment limit caps regardless of 
whether an RHC was provider-based or freestanding. However, RHCs that, as of December 
31, 2020, received uncapped reimbursement were considered “grandfathered” and their 
upper payment limits were set at their 2020 cost report rates. The CAA did not specify 
whether these grandfathered RHCs would lose their existing upper payment limit rates or 
whether they would be subject to the new caps established by the CAA. The final rule 
clarifies that for RHCs that undergo a change of ownership (CHOW) or a change of address, 
the grandfathered status of the RHC will be transferred to the new entity or address as long 
as the Medicare provider number is transferred and the location requirements for RHCs are 
met in the new location.

• The final rule also permits RHCs established after January 1, 2021, to file a consolidated cost 
report with other RHCs since they will have the same upper payment limit. Grandfathered 
RHCs and RHCs that are not grandfathered are not permitted to file consolidated cost 
reports due to the potential variances in the upper payment limits.
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