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On January 26, 2018, CMS released in the State Operation Manual, Appendix G – 

Guidance for Surveyors: Rural Health Clinic (RHCs) which expanded the guidance 

provided to surveyors from 22 pages to 90 pages of instructions for the conduct of 

initial and resurveys of rural health clinics. 

Our review of this document is based upon 35 years of experience working and 

consulting with rural health clinics. We have literally driven millions of miles to 

RHCs and consulting with some of the smallest RHCs as well as the largest RHCs.  

We commend and appreciate the efforts of CMS to provide more information and 

transparency in the RHC certification process.  However, while reviewing the 

document we noticed many things that while in theory would be a best practice, 

there is a reality of the environment and cost constraints that RHCs operate in that 

render the interpretations at best unnecessarily burdensome and at worst place 

patients in danger from receiving care the RHC is unqualified to provide. We have 

listed our concerns and why we feel revision of these standards is warranted. We 

appreciate your attention to this document and are more than willing to discuss 

this document and the ideas presented. Please call or text Mark R. Lynn, CPA at 

423.243.6185 or email at marklynnrhc@gmail.com. 

 

# Description of Issue Proposed Resolution 
1 Snake venom antidote is required 

at all clinics. Snake venom 
antidote is approximately $6,000 
per vial and has extremely short 
expiration dates. Also, the 
medication is extremely 
dangerous and beyond the 
medical capabilities of most 
RHCs.   It must be administered 
via IV and requires specialized 
training to administer. 

AAAASF and The  Compliance Team provided 
guidance that the Medical Director should 
determine the contents of the emergency kit 
based upon the proximity of emergency 
services, the skills and medical competencies 
of the providers, and the type of emergencies 
expected for the area. This would eliminate 
CMS dictating medical policy that is 
sometimes woefully outdated and no longer 
the standard of care. (IE. The current CMS-30 
Survey Form was last updated May 1, 1978. 
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2 Appendix G requires that RHCs 
submit a list of all visits for the 
past six months including the 
patient’s name, purpose of visit, 
and name of provider generally 
within one hour of the inspector 
being onsite. 

Most RHCs would not have the ability to 
generate a custom report of this detail within 
one hour and the cost of a custom report 
would be borne by the RHC. A manual report 
would be extremely time consuming as well. If 
the inspector needs a sample size, it would be 
simpler to just review Worksheet B of the 
previous cost report or ask for a CPT 
Frequency Report. 

3 The Program Evaluation 
requirement now requires the 
following: 

1. A review of at least 5% or 
50 medical records 
whichever is less. 

2. Performed by an MD/DO. 
3. If the RHC has only one 

MD/DO the RHC must 
contract with an MD/DO to 
conduct the review. 

This requirement will be extremely costly and 
time consuming. Traditionally RHCs review 10 
active charts and 5 closed charts and there is 
not a restriction on who can conduct the 
review. We propose a more reasonable 
approach to the review of medical records for 
the program evaluation process or eliminating 
it altogether as medical records are reviewed 
throughout the year by the medical director. 

4. If an RHC contracts a locum 
tenens service to provide a 
temporary MD Director, the 
contract must be for at least 6 
months. 

These seems very arbitrary and may not 
always meet the needs of RHCs and the 
community. 

5. RHCs are not prohibited from 
furnishing other services, for 
example, diagnostic imaging 
services. However, they may not 
be primarily engaged in providing 
such specialized services. For an 
RHC, “primarily engaged” is 
determined by taking the total 
hours of an RHC’s operation, and 
whether a majority, i.e., more 
than 50 percent, of those hours 
involve provision of RHC services. 

Under this example, if an RHC offers radiology 
during all RHC hours, they would not be 
primarily engaged in primary care and could 
be theoretically excluded from the RHC 
program. For example, the RHC is open for 40 
hours a week and has radiology available 40 
hours a week, the RHC is only 50% primary 
care and is not more than 50% primary care.  



6. Currently RHCs are required to 
perform a hemoglobin or 
hematocrit which is not 
something that most primary 
care clinics do anymore. 

We would recommend that provision be 
eliminated if possible. That may be a 
legislative issue and can not be corrected in 
this document but is something that should be 
considered in future legislative updates. 

7. There is a W-2 requirement to 
employ a NP or PA, as well as 
have a NP/PA/CNM provide RHC 
services at least 50% of the time 
the clinic is open. That is 
somewhat inconsistent as if you 
hire a CNM for 50% of the time 
the RHC is open you still need to 
hire a NP/PA just to give them a 
W-2. 

I would eliminate the W-2 requirement 
completely. It has nothing to do with the 
quality of patient care. Also, there needs to be 
a time period which is reasonable for the clinic 
to meet the 50% of time the NP/PA/CNM has 
to be performing RHC service and a grace 
period for time when the NP/PA/CNM take 
vacation and CME time. Most RHCs can not 
cover this time with other providers as they 
are just not available in remote, rural, areas. 

 

 

  

 


