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THE AREA WAGE INDEX OF THE MEDICARE
INPATIENT HOSPITAL PROSPECTIVE PAYMENT SYSTEM:

PERSPECTIVES, POLICIES, AND CHOICES

Guest Author:  Anthony Wellever1

BACKGROUND

The Prospective Payment System (PPS) compensates acute care hospitals for operating and
capital costs incurred in treating Medicare inpatients based on predetermined rates for each
discharge.  Payment per discharge is calculated by multiplying the weight of one of 511 diagnosis
related groups (DRGs) assigned to the stay by an adjusted standardized amount.  The
standardized amount is the national average cost per Medicare case.  According to the Social
Security Act, the standardized amount must be adjusted “for area differences in hospital wage
levels by a factor (established by the Secretary [of Health and Human Services]) reflecting the
relative hospital wage level in the geographic area of the hospital compared to the national
hospital wage level” (SSA Section 1886(d)(3)(E)).  This adjustment factor is referred to as the
hospital wage index.

A previous RUPRI Policy Brief described how the wage index was calculated and used, and
identified the major unresolved issues associated with it.2  That Policy Brief outlined two primary
issues.  First, rural health advocates claim that rural hospitals are systematically disadvantaged
because of the mix of occupations included in the wage index calculation.  Second, they claim that
labor market areas are improperly drawn, resulting in too much variation in wages within labor
markets and across labor market boundaries.  This Policy Paper expands upon that discussion by
summarizing the positions of various rural health advocates and recording the actions taken by
Congress and the Health Care Financing Administration (HCFA) to improve the wage index. 
Finally, it outlines the research needed to energize the policy discussion of the uses and methods
of calculating the hospital wage index.

PERSPECTIVES 

Recommendations of the Prospective Payment Assessment Commission, the National
Advisory Committee, and the Medicare Payment Advisory Committee

From the first days of PPS, the Prospective Payment Assessment Commission (ProPAC)
recognized the need to improve the area wage index.   In ProPAC’s 1985 Report and
Recommendations to the Congress it suggested modifying the definition of labor market areas. 
This recommendation was repeated in 1986, 1987, 1992, and 1993.  ProPAC recommended
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removing the occupational mix effect on payments in 1991 and 1993 (ProPAC, 1985; 1986; 1987;
1991; 1992; and 1993).  

In 1993, ProPAC made its most specific recommendation for revising the labor market area
definition.  It proposed defining hospital-specific labor market areas based on geographic
proximity measured by the air-mile distance between nearby hospitals.3  Each hospital’s “nearest
neighbor” wage index would include its own wage and hour information with those of other
nearby hospitals.  This definition would have replaced 370 labor markets and area wage indices
with over 5,000 of them — one for each hospital (ProPAC, 1993).  HCFA published its analysis
of several nearest neighbor approaches in the Federal Register (May 27, 1994) and invited
comment on the proposal.

ProPAC was the most consistent neutral voice within the federal government advocating for
equitable payment for rural hospitals under PPS; however, it ceased to exist as an organization in
1997 when it was subsumed, along with the Physician Payment Review Commission, by the
Medicare Payment Advisory Commission (MedPAC).  To date, MedPAC has not taken up the
cause of wage index reform.

The National Advisory Committee on Rural Health (NACRH), established in 1987 to advise the
Secretary of Health and Human Services on ways to address health care problems in rural
America, also made several recommendations for improving the hospital wage index (NACRH,
1999).  Between 1989 and 1999, NACRH made eight recommendations to the Secretary on wage
index improvements.  Four of these recommendations were adopted and implemented by HCFA,
dealing with topics such as annually updating the index and excluding wages and hours of sub-
acute units and teaching physicians from the wage index calculation.  In 1994 and 1999, NACRH
recommended the incorporation of an occupational mix adjustment into the wage index.  To date,
NACRH has not proposed a specific change to the definition of labor market areas. 

The newest wage index issue to emerge is the use of the hospital wage index to adjust payment
levels for skilled nursing facilities and home health agencies under the prospective payment
systems created for these providers by the Balanced Budget Act.  (The current method for
calculating the hospital wage index purposefully excludes all salaries and hours attributable to
skilled nursing facilities and home health agencies owned by hospitals.)  

Commenting on the FY 2000 proposed rules concerning the wage index, MedPAC suggested that
unique labor price adjustments are needed for the new prospective payments systems created by
the BBA (Federal Register, July 30, 1999).  MedPAC said that alternative strategies should be
explored and offered to assist HCFA in assessing alternatives.  HCFA responded by saying that it
agrees with MedPAC that “this is an area warranting further attention,” but went on to say that
the “new prospective systems for skilled nursing facilities, hospital outpatient services, and
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home health agencies will continue to use the hospital wage index data for the foreseeable future.” 
In addition, the wage index affects payment for Medicare+Choice plans, since annual changes in
those payments are based on changes in spending in the traditional Medicare program.

The Positions of the American Hospital Association and the National Rural Health
Association

Despite its potential impact, correction of hospital wage index problems has not captured the
attention of hospital advocacy groups in the same way as elimination of the urban-rural
differential.4  In discussions with HCFA, the American Hospital Association (AHA) has not
advocated for material changes in the wage index, saying that it will not commit to a plan in
concept but must assess the effect of each specific plan on its members before agreeing to support
major changes to the wage index (AHA News, July 26, 1993).

In 1992, The National Rural Health Association (NRHA) adopted a policy position to “challenge
and correct the injustice” inherent in the wage index calculation.   NRHA’s 1998 Regulatory
Agenda proposed an occupational mix adjustment for the wage index, stating that “PPS wage
indices should reflect the cost of hiring an average mix of employees.”  These policy positions
notwithstanding, the membership of NRHA did not initially rally around the issue of wage index
reform for several reasons.  First, the issues surrounding the wage index calculation are difficult to
understand.  Even if they are understood, it is difficult to communicate the problems succinctly to
policy makers.  Despite agreement on the shortcomings of the wage index, NRHA did not have an
alternative to propose.  And finally, changes to the wage index will result in a redistribution of
payments across rural hospitals.

The redistributive effect of wage index reform is, perhaps, the key reason why AHA and NRHA
had not until recently pressed more vigorously for changes in the wage index.  Reforms that result
in greater payment equity do not ensure that all rural hospitals will receive greater Medicare
payments.  If some variation of the “nearest neighbor” labor market definition was adopted, for
example, greater payment equity would prevail: the amount received by rural hospitals would be a
truer reflection of the cost of providing services.  Some rural hospitals would receive more money
than they currently receive from Medicare, but some would receive less.  Others would receive
approximately the same amount they currently receive.  Dependent on the good will of their
members, trade associations and advocacy groups seldom play major roles in lobbying for policies
that have a significant redistributive effect on them.  

In the past two years both the AHA and the NRHA, along with the Federation of Hospitals and
Health Systems, have drawn greater attention to the problems they perceive in the current wage
index.  In 1998 the AHA formed a special working group that included representation from
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NRHA, for the purpose of recommending improvements in the wage index.  That group
recommended a phase-out of the costs related to teaching physicians, residents, and certified
registered nurse anesthetists from the wage index calculation, with which HCFA agreed (Federal
Register, May 7, 1999, p. 24726).  The NRHA “Legislative and Regulatory Agenda,” its principle
vehicle for communicating policy recommendations, has included changing the wage index in each
of the past three years.  Its more aggressive campaign in 2000, the “Roadmap to a Healthy Rural
America,” includes wage index changes as a high priority issue (NRHA, 2000).

ENHANCEMENTS TO HOSPITAL WAGE INDEX POLICY

Changes to the Occupation Mix 

Congress required HCFA to update the wage index annually beginning with cost reporting
periods after October 1, 1993.  Congress further required that the update be based on a survey of
wages and wage-related costs of short-term, acute care hospitals.  To the extent possible,
Congress said, the survey should measure the earnings and paid hours of employment by
occupational category and must exclude the salary costs of providing skilled nursing services. 
Both ProPAC and NACRH had recommended this change.  Although HCFA updates the wage
index annually, the update is based on data that is four years old.  For example, the wage indices
for FY 2000 were calculated on FY 1995 wage and hour data.

Use of a wage survey raises two issues: 1) which costs should be included in the survey and 2)
whether the wage index should reflect the relative cost or price of labor.  HCFA bases the wage
index on the average cost of labor.  Over the years, it has attempted to refine the input data.  It
added fringe benefits to the wage data (FY 1991); included contract labor costs for management
contracts in the occupation mix (FY 1995); excluded sub-provider wage data (FY 1994); included
contract physician Part A costs in the wage data (FY 1999); and began a five-year phase-out of
teaching physician, resident, and certified registered nurse anesthetist labor costs from the wage
data (FY 2000).  Some of these changes were made on the recommendation of a hospital
workgroup established in 1997 by HCFA to address wage index issues.

Advocates have suggested that the language of the Social Security Act requiring  adjustments “for
area differences in hospital wage levels” implies that the wage index measures differences in the
price of labor and not the cost of labor.  HCFA has vacillated on this issue over time.  In 1987,
HCFA expressed a willingness to take occupational mix into account in calculating the wage
index (Federal Register, September 1, 1987); in 1989, it announced its intention to collect
occupational-mix data (Federal Register, September 1, 1989).  By 1991, HCFA had decided
against making an occupation-mix adjustment to the wage index “at this time” for several reasons
(Federal Register, June 3, 1991).  Among the reasons cited were: the reporting burden on
hospitals is heavy; the definition of the optimal mix of occupations (i.e., the market basket) is not
known; the desirability of redistributing PPS payments is not clear; the belief that occupation-mix
effect may be overstated; and there is uncertainty whether the wage index should properly
measure the cost of labor without regard to the mix of employees or the prices paid for labor,
holding constant for the mix of employees.  HCFA also cites the burden that occupational mix
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reporting will place on it and its contractors, pointing out problems with the accuracy of
aggregate wage and hour data currently reported by hospitals.

In May 1994, HCFA reported that a group of hospital industry representatives showed little
support for developing an occupation mix adjustment that, in their opinion, “creates additional
reporting burdens with an unproven or minimal impact on the distribution of payments” (Federal
Register, May 27, 1994).

Geographic Modifications

In 1988, HCFA promulgated rules allowing hospitals in rural counties adjacent to metropolitan
areas (MAs) to apply for reclassification to the adjacent MA’s labor market (Federal Register,
May 27, 1988).  Congress institutionalized reclassification in 1989 when it established the
Medicare Geographic Classification Review Board (MGCRB).  In its first year of operation, the
MGCRB reclassified 930 hospitals for FY 1992, an approval rate of approximately 90 percent. 
Over 75 percent of the reclassified hospitals in the first year were located in rural areas, an
amount equal to approximately 28 percent of all rural hospitals.  Reacting to the unexpectedly
large number of reclassifications, HCFA took steps to establish more restrictive criteria.  Under
rules established in 1994, the number of reclassified hospital shrank by approximately 60 percent
(Federal Register, May 27, 1994).

In FY 2000, 441 hospitals (both urban and rural) were redesignated, for the purposes of the wage
index, to a labor market with a higher wage index.  Most of these redesignations resulted from
appeals to the MGCRB, but some resulted from legislation passed by Congress.  Congress
decreed in the Balanced Budget Act of 1997 (Section 440) that the wage index applicable to any
hospital that is not located in a rural area (i.e., is urban) may not be less than the area wage index
applicable to hospitals located in rural areas of that state.  In other words, Congress said that rural
hospitals in any given state were to receive the lowest standardized amount paid in the state,
regardless of the actual costs incurred by “low-cost” urban hospitals.  In FY 2000, 185 hospitals
in 39 MAs were affected by this law (Federal Register, May 7, 1999).    

An additional 33 hospitals were redesignated by the Balanced Budget Refinement Act of 1999. 
Members of Congress inserted language into the Act making individual hospitals in their states
eligible for the higher wage index of a “nearby” labor market area (Federal Register, May 7,
1999). 

Reclassification from one labor market to another undoubtedly has benefitted certain rural
hospitals.  It does not, however, speak to the fundamental issues of labor market definition.  The
issues of labor market size and cross-boundary variation are not addressed.  Reclassification
makes merely marginal changes at borders of some labor markets.   

In 1994, HCFA published its evaluation of 18 different labor market area definitions, including
nine nearest neighbor approaches (Federal Register, May 27, 1994).  Each proposal was
compared to then current (FY 1994) MA-based wage indices.  A comparison was also made to
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the actual FY 1994 wage indices after reclassification.  HCFA used three criteria to analyze each
of the proposals: 1) wage conformity within labor market areas, 2) wage index conformity across
labor markets, and 3) distributional equity improvements.  Based on this analysis, HCFA
concluded:

[N]one of the options we initially reviewed were a significant improvement over
the current reclassified wage index....[W]e believe that neither revisions to the
current MSA-based [sic] system or the nearest neighbors labor market options
studied constitute a demonstratable improvement over the current system (Federal
Register, May 27, 1994).

HCFA also published comments it had sought the previous year on ProPAC’s 1993 nearest
neighbor wage index proposal.  A total of 266 comments were received; 33 were in favor of the
proposal; 128 were opposed; and 105 said they would support the proposal if changes were made
to satisfy their concerns (Federal Register, May 27, 1994).  The lukewarm response from the
industry to hospital-specific wage indices made it somewhat easier for HCFA to decide to make
no substantive changes to the definition of labor market areas.

FUTURE PROSPECTS

The changes Congress and HCFA have made to the wage index system over time likely have
improved the fairness of the payment system.  They have not, however, addressed substantively
the issues of establishing an impartial market basket of occupational titles upon which to base the
wage index or of redefining labor markets.  The primary policy questions in regard to the hospital
wage index are: 1) whether the marginal changes that have been made to the wage index over
time obviate the need for more substantive reform, 2) whether equity in payment should be the
primary objective, regardless of the effect on certain hospitals if changes are implemented in a
“budget neutral” environment, and 3) whether the hospital wage index is the appropriate tool for
measuring geographic variation in labor inputs for skilled nursing facilities and home health
agencies.

To answer these policy questions, new policy research needs to be conducted.  The occupational
mix studies upon which advocates rely were conducted a decade ago.  At that time, the average
effect on rural hospital payments was approximately two percent.  Since then, there have been
changes in the collection of wage and hour data.  Do those changes affect the payment differences
between rural and urban hospitals?  Studies are currently underway at the University of North
Carolina Rural Health Research Program that will help answer that question (Dalton, 2000).

HCFA’s 1994 analysis of various labor market alternatives was extremely thorough, but neither a
complete report nor the data upon which conclusions were based were shared with the public. 
For example, HCFA reported that if labor markets were defined as being composed of the ten
nearest hospital neighbors (with a minimum of two), 51.5 percent of hospitals would see a
reduction in their wage indices.  Further, 14.3 percent (749 hospitals) would see their wage
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indices decline by more than ten percent (Federal Register, May 27, 1994).  What the HCFA
analysis did not point out is where, on an urban-rural continuum, these hospitals were located. 
No studies of the effect of changes in labor market areas have been conducted since HCFA’s
analysis. 

Because changes to the wage index will result in a redistribution of payments in a budget-neutral
environment, some advocates have urged Congress to add new money to address the problem. 
Senator Charles Grassley has introduced legislation (S.2828) that would apply the wage index to
each hospital’s actual proportion of labor-related cost.  The payment system currently uses a
uniform labor-related cost proportion of 71 percent.  That is, 71 percent of the standardized
amount is attributable to labor costs.5  Senator Grassley’s proposal is estimated (using 1996
hospital cost report data) to cost Medicare an additional $230 million in the first year.  No
payment simulations have been performed on this proposal to estimate the distribution of
payments that will occur.  

Clearly, informed policy-making requires a greater understanding of the effect of the area wage
index on rural providers.  Research needs to be conducted using the most recent data available. 
Now is an appropriate time to revisit the issue of the hospital inpatient wage index, if for no other
reason than it will be used to adjust payments for the hospital outpatient, skilled nursing facility,
and home health care prospective payment systems.4  Failure to re-examine the policy and process
of the wage index calculation may result in payment inequities for new free-standing PPS
providers, and may exacerbate the financial problems of rural hospitals that have diversified into
skilled nursing and home health.  Medicare+Choice plans are also affected because changes in the
payment for Medicare+Choice plans are based on a national average rate adjusted for local prices
using the wage index.

MedPAC is a particularly good forum for considering changes to the wage index system.  First, it
recognizes the need to modify the wage index system, at least as it is used for skilled nursing
facilities and home health agencies.  Second, MedPAC has been charged by Congress, in the
BBRA, to complete several studies related to financing health care services in rural areas.  A
thorough examination of the wage index calculation is a logical component of those studies.

Rural Commissioners should urge MedPAC staff to study labor market area issues and to make
specific recommendations.  In turn, MedPAC should recommend to Congress, if appropriate, that
steps be taken to improve the wage index.  MedPAC presents the best opportunity for a neutral
third-party to revisit the issue of area wage index construction and to recommend methods for
improving it.   



8

References

AHA News, “AHA to HCFA: Payment Redistribution May Harm Hospitals,” American Hospital
Association Publishing, July 26, 1993.

Dalton, K., personal communication, Cecil G. Sheps Center for Health Services Research,
University of North Carolina, July, 4, 2000.

Federal Register, Vol. 64, No. 146, 41490, July 30, 1999.

Federal Register, Vol. 64, No.88, 24715, July 30, 1999.

Federal Register, Vol. 64., No. 88, 24716-24839, May 7, 1999

Federal Register, Vol. 62, No. 168, 45965, August 29, 1997.

Federal Register, Vol. 59, No. 102, 27708, May 27, 1994.

Federal Register, Vol. 56, No. 106, 25178, June 3, 1991.

Federal Register, Vol. 54, No. 169, 36452, September 1, 1989.

Federal Register, Vol. 53, No. 103, 19498, May 27, 1988.

Federal Register, Vol. 52, No. 169, 33034, September 1, 1987.

NACRH, National Advisory Committee on Rural Health. Compendium of Recommendations. 
1999. [http://www.nal.usda.gov/orhp/nac_comp.htm]

National Rural Health Association, NRHA (2000) “Roadmap to a Healthy Rural America. 
Washington, DC: www.NRHArural.org

Pope, G., “Occupational Adjustment of the Prospective Payment System Wage Index,” Health
Care Financing Review, 11:49-61, 1989.

Prospective Payment Assessment Commission, Report and Recommendations to the Congress,
Washington, DC: U.S. Government Printing Office, March 1,1993.

Prospective Payment Assessment Commission, Report and Recommendations to the Congress,
Washington, DC: U.S. Government Printing Office, March 1,1992.

Prospective Payment Assessment Commission, Report and Recommendations to the Congress,
Washington, DC: U.S. Government Printing Office, March 1,1991.



9

Prospective Payment Assessment Commission, Report and Recommendations to the Secretary,
U.S. Department of Health and Human Services, Washington, DC: U.S. Government
Printing Office, March 1,1989.

Prospective Payment Assessment Commission, Report and Recommendations to the Secretary,
U.S. Department of Health and Human Services, Washington, DC: U.S. Government
Printing Office, March 1,1988.

Prospective Payment Assessment Commission, Report and Recommendations to the Secretary,
U.S. Department of Health and Human Services, Washington, DC: U.S. Government
Printing Office, March 1, 1987.



10

RUPRI Rural Health Panel

Andrew F. Coburn, Ph.D., is the Director of the Institute for Health Policy and Professor of Health
Policy and Management in the Edmund S. Muskie School of Public Service at the University of
Southern Maine. Dr. Coburn is also Director of the Maine Rural Health Research Center.  He has
published extensively on rural health issues related to health insurance coverage and long-term care.
He is a contributing author of the recent book, Rural Health in the United States published in 1999
by the Oxford University Press.  

Charles W. (Chuck) Fluharty, M.Div., is the Director of the Rural Policy Research Institute.  He
also currently serves as Interim Director of the Missouri Institute of Public Policy, and holds
Adjunct Faculty Appointments in the University of Missouri Graduate School of Public Affairs and
Department of Rural Sociology.  He was the recipient of the 1999 Friend and Partner Award from
the National Association of Counties Rural Action Caucus, the 1999 National Rural Development
Partnership Recognition Award, the 1998 Distinguished Service Award from the National
Association of Counties, and the 1998 Recognition Award from the National Organization of State
Offices of Rural Health.  He received his M.Div. from Yale University Divinity School, and has
focused his career upon service to rural people, primarily within the public policy arena.

J. Patrick Hart, Ph.D., is President of Hart and Associates in Larimore, North Dakota. Before
assuming his current responsibilities, Dr. Hart held faculty positions in Public Health, Allied Health,
and Medicine serving at the University of Minnesota-Duluth, Tulane University, the University of
Oklahoma, the University of Texas Southwestern Medical Center at Dallas, and the University of
North Dakota.  He has directed community-based rural health, human resource, and health
professions education programs and worked with rural organizations, communities, and networks
in the United States, Pakistan, and Honduras providing consultation in community and organization
development, information systems, program evaluation and training design. Dr. Hart is past
President of the Board of Directors of the National Rural Health Association, past Chair of the Rural
Health Committee of the American Public Health Association, and  served on the National Advisory
Committee of the Robert Wood Johnson Foundation Program on Improving the Health of Native
Americans.  He received his M.S. in Social Psychology and his Ph.D. in Human Ecology from the
University of Oklahoma.

A. Clinton MacKinney, M.D., M.S., is a board-certified family physician.  He is currently
practicing with HealthPartners Central Minnesota Clinics in St. Cloud, Minnesota.  He earned his
medical degree at Medical College of Ohio and completed residency training at the Mayo-St.
Francis Family Practice Residency.  His MS degree is in Administrative Medicine, University of
Wisconsin.  He has lectured and published articles regarding rural health, and has served on
committees for the American Medical Association, the American Academy of Family Physicians,
the Robert Wood Johnson Foundation, and the National Rural Health Association.

Timothy D. McBride, Ph.D., is an Associate Professor of Economics, Public Policy and
Gerontology at the University of Missouri-St. Louis.  Dr. McBride's research focuses on public
economics, with special emphasis on the economics of aging and health. In the health policy area,



11

Dr. McBride's research has focused on Medicare policy reform, the uninsured, long-term care, and
health care reform.  He is the author of over twenty research articles and co-author of a monograph
titled The Needs of the Elderly in the 21st Century. Dr. McBride joined the Department of
Economics in 1991 at the University of Missouri- St. Louis after spending four years at the Urban
Institute in Washington, D.C. 

Keith J. Mueller, Ph.D., is a Professor and the Director of the Nebraska Center for Rural Health
Research, University of Nebraska Medical Center.  Dr. Mueller is also the Director of the RUPRI
Center for Rural Health Policy Analysis.  He was the 1996-97 President of the National Rural
Health Association, and the recipient of the Association’s Distinguished Rural Health Researcher
Award in 1998.  He is the author of a University of Nebraska Press book, Health Care Policy in the
United States, and has published articles on health planning, access to care for vulnerable
populations, rural health, and access to care among the uninsured.  He is a member of the
Secretary’s National Advisory Committee on Rural Health.  Dr. Mueller’s expert testimony has been
solicited by Committees of the U.S. Congress, the Medicare Payment Advisory Commission, and
the Bipartisan Commission on the future of Medicare.

Rebecca T. Slifkin, Ph.D., is the Director of the North Carolina Rural Health Research and Policy
Analysis Center, one of six centers funded by the federal Office of Rural Health Policy.  She is also
Director of the Program on Heath Care Economics and Finance at the Cecil G. Sheps Center for
Health Services Research at the University of North Carolina at Chapel Hill, and a Research Assistant
Professor in the Department of Social Medicine in the Medical School. Her work has spanned a broad
array of topics, including Medicare Graduate Medical Education payments, Medicaid managed care,
Critical Access Hospitals, and access to care for rural minorities.   

Mary K. Wakefield, Ph.D., M.S.N., is Professor and Director of the Center for Health Policy at
George Mason University, Fairfax, Virginia. From January 1993 to January 1996, Dr. Wakefield
was the Chief of Staff for United States Senator Kent Conrad (D-ND).  Prior to that she served as
Legislative Assistant and Chief of Staff to Senator Quentin Burdick (D-ND).  Throughout her tenure
on Capitol Hill, Dr. Wakefield advised on a range of public health policy issues, drafted legislative
proposals, worked with interest groups and other Senate offices.  From 1987 to 1992, she co-chaired
the Senate Rural Health Caucus Staff Organization.  Dr. Wakefield served on President Clinton’s
Advisory Commission on Consumer Protection and Quality in the Health Care Industry.  She was
appointed to the Institute of Medicine’s Committee on Quality of Health Care in America and is a
member of the Medicare Payment Advisory Commission. 



12

Recent Health Policy Documents

Improving Prescription Drug Coverage for Rural Medicare Beneficiaries: Key Rural
Considerations and Objectives For Legislative Proposals.  June 30, 2000.  (P2000-8)

A Rural Assessment of Leading Proposals to Redesign the Medicare Program.  (P2000-4)

A Report on Enrollment: Rural Medicare Beneficiaries in Medicare+Choice Plans.  (PB2000-1)

Rural Implications of the Medicare, Medicaid and SCHIP Balanced Budget Refinement Act
of 1999: A Rural Analysis of the Health Policy Provisions.  (P99-11)

Implementation of the Provisions of the Balanced Budget Act of 1997: Critical Issues for Rural
Health Care Delivery.  July, 1999.  (P99-5)

Taking Medicare into the 21st Century:  Realities of a Post BBA World and Implications for
Rural Health Care.  February, 1999.  (P99-2)

Considerations for Federal Legislation to Improve Rural Health Care Delivery:
Recommendations for the 106th Congress.  A RUPRI Rural Policy Brief.  (PB99-1)

The Economic Importance of the Health Care Sector.  Operation Rural Health Works Project
Briefing Report.  March, 1999.  (OR99-1)

Regulations Implementing the  Balanced Budget Act of 1997: Provider Sponsored
Organizations and Medicare+Choice.  Primary Author:  Keith Mueller.  September 25,
1998.     (P98-5)

Tracking the Response to the Balanced Budget Act if 1997: Impact on Medicare Managed
Care Enrollment in Rural Counties.  Primary Authors: Timothy D. McBride, Keith
Mueller.  August 25, 1998.  (P98-4)
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RUPRI Mission

The Rural Policy Research Institute provides objective analysis and facilitates public dialogue 
concerning the impacts of  public policy on rural people and places.

RUPRI Vision Statement

“The Rural Policy Research Institute will be recognized as the premier source of unbiased, policy
relevant analysis and information on the challenges, needs and opportunities facing rural people and
places.”

Additionally, RUPRI will be viewed as a national leader and model in demonstrating how an
academic-based enterprise can--

C Build an effective and lasting bridge between science and policy.
C Meet diverse clientele needs in a flexible and timely fashion
C Foster and reward scientists who wish to contribute to the interplay between science

and policy.
C Overcome institutional and geographic barriers.
C Make adjustments in the academic “product mix” to enhance relevancy and societal 

contributions.

2000 Program of Work
 

RUPRI Panels
Rural Health
Rural Policy
Rural Welfare Reform

RUPRI Task Forces
Rural Finance 
Rural Equity Markets
Rural Telecommunications 

RUPRI Work Groups
Rural Baseline
Community Policy Decision Support

RUPRI Initiatives
Community Policy Analysis Network
Comparative Rural Policy Initiative
The Role of Place in Public Policy
Rural Partnership Working Group

Topical Research
Rural Telecommunications
Rural Education
Rural Health

RUPRI Centers
Center for Rural Health Policy Analysis


