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(1) 

FIELD HEARING ON ACCESS TO HEALTH 
CARE IN AMERICA: ENSURING RESILIENT 
EMERGENCY MEDICAL CARE 

MONDAY, MARCH 18, 2024 

HOUSE OF REPRESENTATIVES, 
COMMITTEE ON WAYS AND MEANS, 

Washington, DC. 
The Committee met, pursuant to call, at 2:00 p.m. Central time, 

at Denton Enterprise Airport, 5000 Airport Road, Denton, Texas, 
Hon. Jason Smith [chairman of the committee] presiding. 

Present: Representatives Smith of Missouri, Smith of Nebraska, 
Kelly, Wenstrup, Arrington, Estes, Smucker, Miller, Murphy, 
Kustoff, Tenney, Fischbach, Van Duyne, Carey, Sewell, Chu, Moore 
of Wisconsin, and Beyer. 

Also Present: Representative Burgess. 
Chairman SMITH. The committee will come to order. Without 

objection, the gentleman from Texas, Dr. Burgess, is authorized to 
participate in the hearing and to ask questions. 

The Ways and Means Committee is in Denton, Texas, for our 
seventh hearing outside of Washington. I would like to thank Glob-
al Medical Response for hosting us today and giving us the oppor-
tunity to see firsthand where you train your pilots, clinicians, and 
mechanics to respond to emergency situations across the country. 

One of our priorities is to help every American access quality 
health care, when they need it, where they need it. Unfortunately, 
for too many Americans, especially those living in rural or under-
served communities, when they call 911 help may be too far away 
to reach them in time. That is because there are no ambulances or 
emergency health care personnel close by to quickly answer the 
call. Even after help arrives, the trip to the emergency room, if nec-
essary, may be far too long and too expensive. 

Today we will hear the stories of Americans who faced challenges 
accessing emergency care. We will also hear from health care pro-
fessionals and first responders who rise to meet those challenges 
and save lives. 

Across the country there is a lack of access to emergency care. 
Eighty-two percent of all U.S. counties contain at least one ambu-
lance desert, where patients live more than 25 minutes from an 
ambulance post. In Texas it is even worse. Ninety-five percent of 
the counties in this state have at least one ambulance desert. This 
problem is amplified in rural areas, where driving distances are 
longer, and hospitals are further apart. Nearly 41⁄2 million Ameri-
cans in rural counties do not have ready access to acute care, in-
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cluding emergency care. As a result, rural patients can wait up to 
30 minutes for EMS after dialing 911, when every second counts. 

We also know that access to emergency care can also be a chal-
lenge for those living in urban communities, as well. These health 
facilities frequently must navigate higher volumes of patients with 
critical emergencies, often stretching hospital staff and resources to 
the breaking point. Once in the emergency room, patients face an-
other challenge. Wait times have doubled since 2020. Hospitals 
have had to cut emergency room staff to make ends meet as insur-
ance companies are slashing reimbursements. 

It is a nasty consequence from the Biden administration’s flawed 
implementation of a law Congress passed to ban surprise medical 
bills. Patients in the ER need help quickly. Back in Washington, 
the Ways and Means Committee has demanded the Biden adminis-
tration implement the No Surprises Act in accordance with con-
gressional intent and the letter of the law. We will continue our 
oversight work to shine a light on unfair treatment of patients and 
ensure Washington bureaucrats follow the laws Congress passes. 

A good doctor would stop the bleeding, and we need to stop the 
financial bleeding of emergency rooms in small towns. One solution 
is a new designation Congress created under the Trump adminis-
tration that helps struggling rural hospitals keep their 24/7 emer-
gency rooms open and offer needed primary care. The Rural Emer-
gency Hospital designation has the chance. It has the chance to be 
a winning scenario. Patients in surrounding areas get the emer-
gency care that they need. Low-volume hospitals no longer have 
the financial pressure to fill beds, and the local economy gets a 
shot in the arm. 

Texas actually has more rural emergency hospitals than any 
other state. This designation is off to a promising start, but Con-
gress should continue to bolster this option to make it easier for 
hospital participation and conversion so that small rural hospitals 
and similar facilities can better provide needed emergency care. 

We need to embrace creative solutions that come from the Amer-
ican people affected by these issues and can positively disrupt a 
broken status quo. We know the best solutions are ones where we 
listen first to the American people. That is why we are here today. 
There will be clipboards passed out in the audience for everyone to 
share with us your concerns and ideas. We will enter those into the 
official hearing record and take those back with us to Washington 
as we consider how to protect rural communities, our farmers and 
ranchers and small businesses to expand access to quality, timely 
health care. 

I want to thank everyone for taking the time to come today, and 
particularly to our witnesses for sharing your stories. 

I am pleased to recognize the gentlelady from California, Ms. 
Chu, for her opening statement. 

Ms. CHU. Thank you, Mr. Chairman, and thank you to the wit-
nesses for being here today. 

Thanks to Democrats in the House, Senate, and White House, 
more Americans have access to health care than ever before. Dur-
ing the 2024 open enrollment season, a historic 21.3 million people 
signed up for care through the Affordable Care Act marketplaces. 
Millions of Medicare recipients are saving money on prescription 
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drugs, with more to come as Medicare finally negotiates the price 
of common, costly prescription drugs. We want what is best for 
America’s patients, and that means an affordable, accessible health 
care system. 

Strengthening access to emergency care is certainly a priority, 
but so should all types of health care be accessible. In many states 
in the country Republicans are the biggest threat to Americans’ 
health and well-being, doubling down on their threats to the Af-
fordable Care Act and working towards a national abortion ban. 
Their extreme, out-of-touch agenda would only create a sicker, 
poorer America. 

We have already seen the deadly consequences of Republicans’ 
war on women. Women are being forced to flee their homes to ac-
cess care, doctors are being threatened with prison terms, and hos-
pitals are being ordered to deny care to women with life-threat-
ening complications. Right here in Texas, Republicans cheered on 
a near total abortion ban that has put countless lives in danger, 
like Texas resident Kate Cox, who was denied a medically nec-
essary abortion under draconian state laws and forced to cross 
state lines to access care. Amanda Zurawski was denied care to ad-
dress life-threatening pregnancy complications until she went into 
septic shock. Jennifer Alvarez-Estrada Glick died after being de-
prived of medical information due to doctors’ fears of prosecution. 
Surely these stories prove that Republicans’ extremist, restrictive 
abortion bans are a barrier to accessing emergency care for count-
less women. 

Not only have Republicans cut women off from accessing abortion 
care in dozens of states but their repeated attempts to gut the Af-
fordable Care Act and the premium tax credits that millions of 
Americans count on would devastate access to care. Over 130 mil-
lion Americans with preexisting conditions count on the ACA’s con-
sumer protections that prevent insurers from discriminating 
against them, and millions of working families are only able to af-
ford health care thanks to Democrats’ premium tax credits. Repub-
licans’ repeal agenda, cheered on by Donald Trump, would put 
power back in the hands of powerful health care industry players 
while leaving working families to foot the bill. 

Democrats are ready to go even further toward building the 
health care systems that Americans deserve. In sharp contrast, Re-
publicans are doubling down on dangerous policies that will harm 
patients’ health and well-being. I urge my Republican colleagues to 
work with Democrats to invest in the American health care system 
and abandon these attempts to limit care that will needlessly drive 
Americans into these emergency care situations. 

With that I yield back. 
Chairman SMITH. Thank you, Ms. Chu. I am pleased to recog-

nize our generous host, Congresswoman Van Duyne. 
Ms. VAN DUYNE. Thank you very much, Mr. Chairman, and to 

all of my colleagues who traveled here today. This region of the 
great state of Texas is incredibly dynamic. We have seen a massive 
growth of employers and families moving to North Texas because 
of the opportunities offered here that can’t be found anywhere else. 
I am grateful each of you made the time to attend today’s field 
hearing on access to emergency health care, and I would also like 
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to thank today’s host, Global Medical Response, for allowing us to 
use their phenomenal facilities. And I also want to thank our wit-
nesses for your time and for being here today. 

Today’s hearing is a continuation of the successful hearings and 
actions this committee has undertaken to highlight the failed im-
plementation of the No Surprises Act. Last August, I was able to 
gather with health care leaders across North Texas, and during 
those meetings I heard repeatedly how unelected bureaucrats are 
failing to comply with the No Surprises Act. And while this is frus-
trating for everyone involved, it is the patient who is more often 
than not stuck in the middle and the most to be hurt. 

Looking around this hangar it is clear that citizens have access 
to lifesaving care. Congress, the private sector, our health care in-
dustry, and certainly this Administration must do more to em-
power patients to make informed decisions. 

Congress took an important first step in addressing this through 
the No Surprises Act. Unfortunately, the Administration is circum-
venting the intent of the law which was designed to provide lower 
costs and more transparency. I am looking forward to a productive 
discussion about this, and again, thank you very much, Chairman 
Smith, for bringing the Ways and Means Committee to North 
Texas. And I want to welcome everyone to our great Lone Star 
State. And let’s make health care great again. 

I yield back. 
Chairman SMITH. Thank you, Ms. Van Duyne. I am pleased to 

recognize another Texan, Mr. Arrington. 
Mr. ARRINGTON. Well, I am not just another Texan, Mr. Chair-

man. I am from the food, fuel, and fiber capital of the world. We 
call it God’s country. Some call it West Texas. But what we do is 
put food on the plates of our fellow Americans at a price they can 
afford, we put clothes on their backs, we turn the cranks in the 
greatest economy in the world, the life blood of this great American 
economy, and we provide affordable energy for the best quality of 
life and standard of living the world has ever known, in the great-
est country in human history. Now, that is where I hail from, those 
are the people I represent, and I have got two colleagues here 
today on the witness table to bear witness to the fact that without 
access to critical care in the rural swaths of these great United 
States, we won’t have food security and we won’t have energy inde-
pendence. So, our economy suffers, our security suffers, and we put 
our future in peril. That is what is at stake, and I am grateful that 
Mr. Matthews and Mr. Morris, especially, two guys from the God- 
fearing, freedom-loving state of Texas are here to testify today. 
Thank you, gentleman. 

Chairman, thank you for bringing this field hearing to the great 
state of Texas. 

Chairman SMITH. Thank you, Mr. Arrington. And I am pleased 
to recognize the gentleman from Texas, that I believe we are in his 
congressional district, Dr. Burgess. 

Mr. BURGESS. Yes, thank you, Mr. Chairman. Thank you for 
extending the invitation. I am not actually on the Ways and Means 
Committee but—— 

Voice. We wish you were. 
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Mr. BURGESS. I will reserve the right to object to that. No, this 
is important, and I want to thank our witnesses for being here 
today. Four and a half million Americans reside in counties with-
out access to an acute care hospital, so the disparity in health care 
across our nation is significant. 

Texas stands out with areas where there are multiple health care 
options compared to regions where treatment options are extremely 
limited. Additionally, we are facing a severe shortage of physicians 
and emergency health care providers throughout our system, which 
exacerbates this challenge. Representing North Dallas and having 
served as a practicing physician for nearly three decades prior to 
my time in Congress, I intimately understand the challenges faced 
by physicians. From government regulation to inadequate Medicare 
reimbursements to the issue of burnout, these obstacles underscore 
the urgent need for bolstering our health care workforce. 

Once again, I want to thank you for having me. Thanks to our 
witnesses for being here. I look forward to the discussion. 

I yield back. 
Chairman SMITH. Thank you, sir. I will now introduce our wit-

nesses. Chloe Burke is an emergency care patient. We have Dr. Ed-
ward Racht, who is Chief Medical Officer at Global Medical Re-
sponse. GMR is our host for today’s hearing. Thank you. We have 
Matt Zavadsky. How do you say it? 

Mr. ZAVADSKY. Matt. 
Chairman SMITH. Matt. Matt, it is great to have you with us. 

He is Chief Transformation Officer at Medstar Mobile Healthcare. 
We have Ted Matthews, who is CEO of Anson General Hospital. 
And we have Robert Morris, the CEO of Complete Care. And then 
Lauren Miller is an emergency care patient. 

Thank you all for joining us today. Your written statements will 
be made part of the hearing record, and you each have 5 minutes 
to deliver your remarks. 

Ms. Burke, you may begin when you are ready. 

STATEMENT OF CHLOE BURKE, EMERGENCY CARE PATIENT 

Ms. BURKE. Hello. Thank you, Chairman Smith. My name is 
Chloe Burke. I am here representing myself and the American 
Heart Association. As the AHA is in its centennial year, the focus 
is on what we can do now to take a proactive approach to saving 
future lives. This includes innovation in access to health care and 
emergency treatment. 

I am 25 years old, a Houston native, and I live 3 miles away 
from one of the biggest medical centers in our country, yet I could 
not receive the dire surgery I needed to save my life. I was born 
with an extremely rare congenital heart defect that I went my en-
tire life undiagnosed with. My parents were told they had a happy 
and healthy child, and never expected the medical emergencies 
that would arise in my early twenties. 

See, no one wakes up and plans to have an emergency. The word 
‘‘emergency’’ is fueled by two things: urgency and a need for action. 
This is why access to emergency medical care is one of the most 
valuable things we could make the conscious choice to invest in, be-
cause nothing is fiscally worth more than being able to respond and 
save a life, when it is often needed within a matter of minutes. 
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At age 20, I began experiencing aggressive heart symptoms such 
as dizziness, chest and left arm pain, passing out multiple times 
a week, and losing my vision from my body and brain not getting 
enough oxygen. This is because my heart’s major artery was inside 
of my heart when it is supposed to lay flat on the outside of the 
heart. At this time, I was a collegiate cheerleader at the University 
of Houston, and during one of our football games my heart stopped, 
and I collapsed on the field. I lay there unconscious as thousands 
of people watched emergency medical professionals rush to my side, 
taking off my uniform top, filling my chest with patches, and 
shocking my heart back to a consistent electrical state. I was then 
taken off the field on a gurney and put in an ambulance to the 
nearest emergency center where I was able to receive extensive 
testing needed to save my life. Immediate access to necessary 
AEDs, blood testing, imaging, and medicines is what saved my life 
that day, all at age 20, of what appeared at the time to be a 
healthy athlete. 

When someone goes into cardiac arrest or has a heart attack 
there are only a matter of minutes available to act before it is too 
late. Three-fourth of cardiac arrests and heart attacks happen out-
side of the home. Now take a second to think about whether or not 
you would be able to get your closest loved ones to the nearest ER 
in time. I was lucky to experience my cardiac event in a situation 
where there were medical professionals on site, but that rarely 
happens. 

The HEARTS Act, which was recently passed unanimously in the 
Energy and Commerce Subcommittee on Health, would help de-
velop and distribute educational resources on cardiomyopathy, calls 
for guidelines regarding the placement of AEDs in schools, and in-
formation on CPR training. I say this as a way to show that there 
are ways for you, as U.S. congressional members that hold influ-
ence, to spread the responsibility not only to hospitals, but to us 
U.S. citizens in a place of civic duty and responsibility, as well. 

Emergency services played a crucial role in helping me find my 
unknown diagnosis quicker. I had to endure months of medical 
testing beforehand to find the cause of my symptoms. What no one 
tells you is the months of waiting it takes to even get seen by a 
cardiologist, let alone the time it takes to schedule different tests, 
surgeries, imaging, and much more. I went from 9 months of being 
in and out of hospital testing to getting a diagnosis within 2 
months of receiving emergency services that day, all because the 
ER I went to understand the severity of what I was prioritized my 
needs as a patient. 

When I received a diagnosis, I then had to go to Stanford, Cali-
fornia, to receive open-heart surgery, or die within 2 years. Hous-
ton is known for its innovative treatment centers, yet I could not 
get the treatment I needed. Once I got to Stanford, my family was 
informed my medical bills would exceed $300,000. The cost of being 
able to save my life and live long enough to graduate college should 
not be the same cost as buying a house. 

That is why it is crucial to have plans in place like the No Sur-
prises Act, which protects patients from receiving surprise medical 
bills resulting from gaps in coverage for emergency services and 
certain services provided by out-of-network clinicians at in-network 
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facilities. I am so lucky that I was able to stay on my dad’s insur-
ance, at the age that I received the health care I needed, thanks 
to the Affordable Care Act, because he is a Federal employee, so 
we could use the specific things like the Affordable Care Act to be 
able to save patients like myself, because again, my treatment was 
over $300,000, and that is not including the other flights to get 
there, the other treatments, and doctor visits that I had to go 
through. 

You know better than anyone that our country’s health care sys-
tem needs improvement. I am living proof that cardiac events are 
never planned, so we need to work to create a nation of lifesavers 
to ensure as many people as possible are equipped with the nec-
essary skills to be able to respond within a matter of seconds when 
it is needed and save lives. Our emergency care needs to be easily 
accessible and prioritized as one of the most important issues in 
our country, because nothing is more valuable than saving a 
human life. Otherwise, this testimony today would be silent. Thank 
you. 

[The statement of Ms. Burke follows:] 
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Chairman SMITH. Thank you. Dr. Racht, you are now recog-
nized. 

STATEMENT OF EDWARD RACHT, M.D., CHIEF MEDICAL 
OFFICER, GLOBAL MEDICAL RESPONSE (GMR) 

Dr. RACHT. Thank you. Good afternoon, Chairman Smith and 
members of the Committee. A special thanks to the Congress-
woman for allowing us to meet here at our hangar and with our 
representatives and being in this beautiful space. Having us serve 
as host for the venue is very much an honor for GMR. 

My name is Dr. Ed Racht. I am an emergency physician, and I 
am the Chief Medical Officer of Global Medical Response and GMR 
Medicine. I have the privilege of working with 36,000 other folks 
who are at work right now, out saving lives throughout the coun-
try. We respond to about 5 million patients a year in all 50 states. 
As you can see, one of the components of GMR is being able to be 
ready to take care of patients, as you’ve just heard Chloe talk 
about. 

I appreciate being a part of this discussion and the growing chal-
lenges in EMS as we face caring for acutely ill and injured patients 
in urban, rural, and frontier communities. Emergency medicine 
combines the science of health care with the logistics of getting to 
that patient’s side and getting that patient to the appropriate level 
of care, in the appropriate community, in a timely fashion. 

I want to give you some good news. The good news is over the 
past two decades emergency medicine—congratulations, as you 
have heard—has done a very good job of refining the science and 
the delivery of our care to be able to manage patients. We have 
made tremendous strides in being able to decrease morbidity and 
mortality from out-of-hospital acute illness and injury. 

It wasn’t that long ago that patients who suffered from a stroke 
were destined for long-term care or permanent disability. It wasn’t 
that long ago that patients who had a myocardial infarction or a 
heart attack would have permanent disability, and the myocar-
dium, the heart, wouldn’t get back to normal function, so they 
would live a disabled life. It wasn’t that long ago that patients who 
were acutely injured, blunt trauma and penetrating trauma outside 
the hospital didn’t have a chance to survive and live a normal life, 
as they do today. And it wasn’t that long ago that individuals like 
Chloe, individuals that the world saw in Damar Hamlin, who suf-
fered an out-of-hospital cardiac arrest, the team came together, 
were able to resuscitate them, and get them back to a normal life. 

So, the good news is the EMS professionals, the emergency care 
professionals have done a very good job of advancing the science 
and the art of that science to deliver that level of that care. 

Our EMS system, thanks to the committed professionals, to re-
search, to technology, and deployment has never been this effective 
at clinically changing life-and-death situations in the out-of-hos-
pital environment. 

But remember, these events occur 24 hours a day, 7 days a week, 
whether it is rain, a beautiful day like today, and where it is, how 
remote it may be from a facility, it may not be near the appropriate 
facility, these events still occur. So, an important part of EMS is 
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being able to anticipate, prepare for, and predict where those emer-
gencies may occur so that we can be in the right spot. 

That cost of readiness is extraordinary. You have a chance to see 
that today. To be prepared, the men and women that staff these 
helicopters, these ambulances, have to be up on the science, the 
skill, and the art of delivering care to their patients. 

Our mission in EMS is to manage an acute event, whenever, and 
wherever it occurs. Our mission statement at GMR is ‘‘caring for 
the world at a moment’s notice.’’ I have to tell you; I love that 
phrase because it says when something happens, we are in there 
to be able to help the individual get back to normal life. 

To fulfill that mission, we need that 24/7 readiness and the abil-
ity to respond around the clock. The infrastructure and the team-
work are an important part of making sure we are prepared. You 
have seen the aircraft. You have seen the ambulances. These are 
mobile ICUs today, with the technology to be able to stabilize and 
treat patients in the out-of-hospital setting. 

So how we maintain that workforce is an important component 
during the post-COVID time period. We’ve struggled with recruit-
ing, we struggle with retention, and many critical access hospitals 
have closed their doors, so we are trying to maintain that in a dif-
ficult time period. 

We are the front of the front line in medicine. We struggle with 
all those challenges and to remain sustainable in the environment. 
Our ambulances and clinicians are that link to lifesaving care. We 
struggle for the response in implementing the principles of the No 
Surprises Act and being able to create sustainable funding for what 
we do. 

One of my colleagues, Flight Nurse Carmen Hicks from Green-
ville, Texas, is in the room. She responds to these folks. She just 
completed her 500th flight, out of a community of 700. She has 200 
more to go. She and her colleagues have stories of taking extremely 
difficult, acutely injured and ill patients and giving them a chance. 

So, we need your help. We need your help to continue to provide 
care for these life-and-death circumstances. We need you to help us 
strengthen the safety net. And all of us in emergency care, all of 
us in the entire spectrum, thank you for paying attention to this 
critical issue. 

[The statement of Dr. Racht follows:] 
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Chairman SMITH. Thank you, sir. Mr. Zavadsky—— 
Mr. ZAVADSKY. Matt is fine. 
Chairman SMITH. Matt. You are now recognized. 

STATEMENT OF MATT ZAVADSKY, CHIEF TRANSFORMATION 
OFFICER, MEDSTAR MOBILE HEALTHCARE 

Mr. ZAVADSKY. Thank you. Good afternoon. Thank you, Chair-
man Smith and the House Ways and Means Committee, for invit-
ing me to testify at this field hearing examining the challenges and 
opportunities surrounding recent investments in emergency care 
services and how to strengthen access to emergency care in Amer-
ica. 

My name is Matt Zavadsky, and I am the Chief Transformation 
Officer for the Metropolitan Area EMS Authority, which is the pub-
lic utility model EMS agency for the city of Fort Worth, here in the 
great state of Texas, and 13 other municipalities that are part of 
the EMS Authority. We are also known as MedStar Mobile 
Healthcare. I am also the South-Central Regional Director and past 
president of the National Association of Emergency Medical Tech-
nicians, and still work field shifts on an ambulance at MedStar as 
an EMT. 

I have been an EMS provider for the past 44 years—it was at 
a time I could begin serving as an EMT at the age of 7, in case 
you were doing the math—and learned early in my career that a 
lot of the patients who call 911 for EMS do not need to be treated 
in an emergency department, but CMS payment policy is such that 
we are incentivized to force every patient to be transported to the 
emergency room because that is the only way that we are paid by 
CMS, is if we transport someone to the hospital. 

Having the opportunity to advocate for the improvement of EMS 
models and payments in Texas is an honor. Ambulance services are 
a vital component of our local and national health care and emer-
gency response systems and serve as lifelines of care for a wide 
range of individuals, including seniors who rely on Medicare, espe-
cially in urban, rural, and super-rural settings. 

Thankfully, innovative EMS agencies such as MedStar, Global 
Medical Response, Dallas Fire Department, and others have initi-
ated patient-centric programs designed to prevent 911 calls, and 
even when 911 is called, appropriately navigate patients to the 
most appropriate care setting. 

In 2009, MedStar was one of the nation’s first Mobile Integrated 
Healthcare/Community Paramedic programs in the country. One of 
our programs is a High Utilizer Group program—most of those pa-
tients just need hugs—designed to help frequent 911 callers learn 
how to better manage their health conditions and connect them to 
community resources. Since 2013, 22,000 patients have been en-
rolled in this program, and those patients have reduced their 911 
use by 51.2 percent, they have enhanced their perception of care 
status by 27.1 percent, and reduced their health care expenses re-
lated to ambulance, emergency department, and inpatient care use 
by over $20 million. But yet we have not been paid by Medicare 
for one of those patients because it is not a covered service. 

On the 911 side, we have been working with Congress to sponsor 
legislation to provide EMS the flexibility to navigate patients to the 
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right care, at the right time, and in the right setting through 
Treatment in Place programs. Currently, the EMS economic model 
incentivizes transport to an ER, since treatment in place is not a 
covered benefit, and we don’t get reimbursed for that service. A re-
cent study by RAND published in Health Affairs found that 15 per-
cent of Medicare patients brought by ambulance to the ER could 
be effectively treated in an alternate setting, and that would save 
the Medicare program over $550 million annually. 

Ambulance services across the nation, especially in rural areas, 
are facing unprecedented challenges, as you heard Dr. Racht talk 
about. The pandemic further strained our workforce, placed signifi-
cant new demands on our services, and has generated enormous 
competition for health care personnel. 

Medicare currently provides temporary 2 percent urban, 3 per-
cent rural and ‘‘super rural’’ add-on payments for ambulance serv-
ices. These add-on payments are essential to ensuring access for all 
patients for vital emergency and non-emergency care, but they still 
do not bring payment rates up to a level that covers the cost of pro-
viding many services. Years of below-cost Medicare reimbursement 
have hampered efforts by ambulance services to hire, update equip-
ment, and continue to provide lifesaving services in their commu-
nities. Ambulance services have closed their doors or been forced 
to lengthen response times because of the stresses on their sys-
tems. These add-on payments expire at the end of this year. 

Ground ambulance services are currently providing their revenue 
and cost data to CMS, which will help Congress determine how 
much to reform the Medicare ambulance fee schedule. However, re-
form is likely several years away, and ground ambulance service 
organizations cannot wait that long for additional relief. 

Extending the Medicare add-on payments is essential to ensure 
access for all patients for vital emergency and non-emergency care. 

Again, thank you for the opportunity to testify on the challenges 
and opportunities for EMS to ensure accessibility and quality care 
to our patients in Texas and the nation. I look forward to con-
tinuing to work with you and your committee. 

[The statement of Mr. Zavadsky follows:] 
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Chairman SMITH. Thank you, sir. Mr. Matthews. 

STATEMENT OF TED MATTHEWS, CEO, ANSON GENERAL 
HOSPITAL 

Mr. MATTHEWS. Thank you. Good afternoon. My name is Ted 
Matthews. I am the Chief Executive Officer of a small rural hos-
pital in Anson, Texas, located in Jones County. Thank you for the 
opportunity to testify before the House Ways and Means Com-
mittee regarding our recent conversation to a rural emergency hos-
pital. I am truly honored to have this opportunity to come before 
this distinguished committee to discuss the challenges of maintain-
ing access to care in Texas. 

Some background information. On rural health care in our state, 
geographically 85 percent of Texas, geographically, is considered 
rural, but we have only 15 percent of the voting bloc. Since 2010, 
27 rural hospitals have closed in the state. We lead the country in 
the number of closed rural hospitals. Fortunately, we have only one 
rural hospital that has closed in the last 4 years. 

As expected, not only does a hospital closure affect health care 
availability, the closure of a rural hospital also takes a huge eco-
nomic toll on the community. According to a recent study, Texas 
currently leads all states with 45 rural hospitals at risk, which is 
28 percent of the 157 rural hospitals in our state. In February of 
2023, it was the consensus that Anson General Hospital would be-
come the 28th rural hospital to close. 

Why do we need the nation in rural closures, declining census in 
rural area? The payer in Jones County, 20 percent of the citizens 
are uninsured. Demographic challenges in rural areas, we are usu-
ally older, we are usually poorer, and we have more chronic issues 
than they have in urban areas. Rural hospitals treat many of the 
same health conditions, but we do not have the contract negotia-
tions volume to get the good reimbursements that we need. 

Socioeconomic issues. Health care recruitment in rural areas, be-
lieve me, on the physician side it is next to impossible to recruit 
a doctor in Anson, Texas. And the infrastructure and the age of our 
rural hospitals. Most of our hospitals were built in the early ’50s. 

At one time we had three hospitals in the county. After the clo-
sure of two of these hospitals we were now the sole remaining hos-
pital. Our hospital was constructed in 1952, making our infrastruc-
ture 72 years old. In our rural clinic, which is adjacent to our hos-
pital, we have two practicing doctors. One has practiced 3 years. 
Our senior doctor—gray hair like—has practiced 49 years in our 
community. 

At Anson General Hospital I look forward to telling you the story 
of why we converted to a rural emergency hospital. We had our soft 
needs assessment. We knew the impact that it would have on our 
community, but we also knew the financial condition that we were 
in. And so, the choice was basically do we stay the course, which 
would have meant our hospital would close, or do we become a 
rural emergency hospital? We elected to become that rural emer-
gency hospital, and that has made all the difference in the life of 
our hospital. We now have a future. 
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And I would like to thank everyone that voted for that bill that 
put that new Federal designation out there, and again, we were 
one of the first in the state and the nation to adopt it. Thank you. 

[The statement of Mr. Matthews follows:] 
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Chairman SMITH. Thank you. Mr. Morris 

STATEMENT OF ROBERT MORRIS, CEO, COMPLETE CARE 
Mr. Morris. Chairman Smith, Ways and Means Committee mem-

bers, it is a pleasure for me to be here. My name is Rob Morris. 
I am the President of the National Association of Freestanding 
Emergency Centers, and I am also CEO of a company named Com-
plete Care. I want to welcome you to Texas. I think you picked a 
perfect place to talk about access to emergency care. 

Over a decade ago, Texas pioneered a model to improve emer-
gency care when it created freestanding emergency centers, also 
known as FECs. Texas not only pioneered the FEC model, but we 
have also passed legislation to promote transparency, keep prices 
down, and make sure patients don’t get a surprise medical bill. So, 
as we discuss the FEC concept and how it improves access to emer-
gency care, and you consider the potential for other states to create 
their own FEC licensure standards, just know that Texas offers a 
roadmap on how to better serve ER patients and control costs. 

If you are not familiar with an FEC, we have the same capabili-
ties as a hospital ER. We are just freestanding, and we are embed-
ded in the community. We have on-site CT, ultrasound, radiology, 
pharmacy, lab, we are licensed by the state, we are highly regu-
lated. We comply with EMTALA, so we screen and stabilize anyone 
who comes through the door, regardless of ability to pay. And we 
take care of some really sick patients. Heart attack, stroke, frac-
tures, lacerations—you name it, we have taken care of it. We are 
open 24/7. We are staffed with a nurse, x-ray tech, ER physician 
on site, and many of our facilities are also physician owned. 

Sometimes we are mistakenly compared to an urgent care center, 
but there really is no comparison when you look at our capabilities 
and your look at our infrastructure requirements. 

My company has 15 FECs, primarily in Texas but also in Colo-
rado. Prior to helping found our company my background was in 
the hospital, so I have experience in hospital ERs as well as free-
standing. In my opinion, FECs increase competition, which leads to 
better service and quality, and we also improve access to care. 

That said, we still have great untapped potential in rural Amer-
ica. For example, FECs can offer the same level of care as a rural 
emergency hospital. However, we have one major hurdle. Since we 
are not owned by a hospital we currently don’t qualify for Medicare 
or Medicaid, and that is despite having the exact same capabilities 
as a hospital ER. And in order for FECs to be viable in rural Amer-
ica we need Medicare and Medicaid reimbursement. 

The good news is that we have a bipartisan bill, the Emergency 
Care Improvement Act, which is authored by Congressman 
Arrington, which allows state-licensed FECs to qualify for Medicare 
and Medicaid. For the bill, FECs can only get facility reimburse-
ment for moderate- to high-acuity patients. We also can’t build in 
a rural county that also has a hospital. It is a very well-thought 
bill. 

And as you consider the bill and the potential of FECs to help 
in these underserved areas, just know that a waiver during the 
public health emergency was grated to FECs, and we were tempo-
rarily allowed to participate in Medicare. So now we have almost 

VerDate Sep 11 2014 01:18 Jul 17, 2024 Jkt 055785 PO 00000 Frm 00030 Fmt 6633 Sfmt 6602 E:\HR\OC\A785.XXX A785D
M

W
ils

on
 o

n 
D

S
K

JM
0X

7X
2P

R
O

D
 w

ith
 H

E
A

R
IN

G
S



25 

3 years’ worth of Medicare’s own data that talks about our indus-
try, tells the story about our industry, and it is pretty compelling. 
For example, severity adjusted, Medicare saved more than 21 cents 
on the dollar for care provided in FECs compared to hospital ERs. 
FECs were over twice as likely to discharge patients home than 
hospital ERs. There was no overall increase in utilization of ER 
services during our waiver. We just helped decompress hospitals. 

Medicare’s own data, in my opinion, demonstrates why FECs 
should be used to improve rural health care, and FECs also encour-
age competition, promote efficiency, and improve access to care in 
rural areas, as well. 

Finally, speaking of access to care, I wanted to close with a few 
comments related to the No Surprises Act. Our association, we sup-
ported the NSA, FECs were included in the law, but we don’t think 
it has been rolled out appropriately. There has not been trans-
parency on how qualified payment amounts are determined or ade-
quate oversight by HHS. We have seen dramatic reimbursement 
cuts from commercial insurance, and providers across the country 
are being squeezed and forced into costly disputes, and, quite 
frankly, they are going out of business, they are consolidating, and 
this threatens access to care. And I believe the people who will suf-
fer the most are patients, which is the main group I believe we are 
trying to protect when the law was created. 

So, thank you for your work on the No Surprises Act, thank you 
for your efforts to improve access to emergency care, and thank you 
for holding this hearing. I am honored to be a part of it. 

[The statement of Mr. Morris follows:] 
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Chairman SMITH. Thank you. Mrs. Miller. 

STATEMENT OF LAUREN MILLER, EMERGENCY CARE PATIENT 
Ms. MILLER. Chairman Smith, Ranking Member Chu, and 

members of the House Ways and Means Committee, thank you for 
having me here today. I appreciate the opportunity to address how 
state-mandated bans on essential medical treatment delayed my 
access to care, creating an unnecessary medical emergency. 

My name is Lauren Miller. I am an eighth-generation Texan and 
live here in Dallas with my husband Jason and our two young 
sons. I work with incentives for sustainable agriculture, and Jason 
is a biochemist. 

In July 2022, when our first-born son was a year old, we were 
thrilled to find out that I was pregnant again. But this pregnancy 
was different. Just weeks in, I wound up in the emergency room 
following 36 hours of unrelenting nausea and vomiting. 

It was there, while being treated for severe dehydration, that we 
learned I was carrying twins. I was so sick but so excited. We 
called the twins ‘‘Los Dos,’’ and every night Jason would give my 
belly two kisses, one for each. 

At the routine 12-week ultrasound, everything changed. 
The doctor explained that while one of the twins was thriving, 

the other was not. On the scan, she pointed out two large fluid 
masses where his brain should have been developing. More testing 
brought even more horrible fatal diagnoses. 

In speaking with our team of doctors, nurses, and genetic coun-
selors, we kept arriving at the same awful conclusion: this twin 
was going to die. It was just a matter of how soon. And every day 
that he continued to grow, he put our healthy twin and myself at 
greater risk. 

But because of Texas’s insidious new abortion laws, my doctors 
were terrified to suggest an abortion of one unviable twin even 
though this would have saved the other twin. 

There were no next steps. There were no treatment options. It 
was a devastating diagnosis, and we had reached the point where 
health care ends in Texas. 

Can you imagine trying to get necessary medical care when your 
doctor is afraid to explain—or even say—what your possible treat-
ment options are? 

In Texas now these cruel, inhumane laws trump, even paralyze, 
the judgment and training and experience of astute and caring 
medical professionals and result in a stunning lack of options for 
patients like me. 

If my set of circumstances had occurred just a few months prior, 
before Texas’ abortion bans took effect, the maternal fetal medicine 
specialist treating me could have performed a single fetal abortion 
immediately. That is what we wanted and what we needed. 

Instead, we were sent home to wait and see whether the pre-
diction of my decline would come true, that I would get sicker and 
sicker. 

Sure enough, just 3 days later, Jason rushed me to the emer-
gency room for a second time. I was vomiting so severely that I 
thought the placenta would detach and I would bleed out. I was se-
verely dehydrated and shaking uncontrollably as the team in the 
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emergency room worked to stabilize me. I was at risk of organ 
damage to the kidneys or brain. There was one solution—the single 
fetal abortion. But once again I wasn’t just denied this care—we 
couldn’t even discuss it. 

Abortion bans have eliminated emergency reproductive care in 
Texas. We can’t just be in declining condition. Politicians in Texas 
force us to linger in physical and psychological pain until we are 
near death. 

Despite years of medical training and practice, my doctor’s ability 
to offer care was reduced to repeating over and over and over ‘‘I’m 
so sorry.’’ 

The State of Texas would kill all three of us rather than let my 
doctor and I determine what was best for me. Where are my 
human rights to health, bodily autonomy, and life? 

So, we tabled our grief and turned our attention to fleeing our 
home state to protect the health and lives of our viable twin and 
myself. 

What about the people who don’t have funds or connections or re-
sources to travel? I understand how very privileged we were. But 
no one should ever have to rely on privilege to access emergency, 
lifesaving health care, to make decisions about their own bodies, 
their own lives, and their own families. 

This level of government overreach just can’t be the way it is. 
Why is half of this country undeserving of bodily autonomy? 

We need Federal protection for abortion care, no matter who you 
are, no matter where you live. And we need Federal protection for 
the doctor-patient relationship to prevent government interference 
in a patient’s decision-making process. Congress has the power and 
the duty to act and stop this subjugation and dehumanization of 
women. 

Thank you. 
[The statement of Ms. Miller follows:] 
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Chairman SMITH. Thank you all for your testimony. We will 
now proceed to the question-and-answer session. First, I will start 
out. My question is to Mr. Matthews. 

Medicare’s rural emergency hospital designation is an innovative 
way Congress has sought to address the financial sustainability of 
low-volume facilities that provide emergency care in rural commu-
nities. However, I fear that this program is being underutilized. 

Mr. Matthews, as someone who has run rural hospitals, includ-
ing one that converted to the rural emergency hospital designation, 
can you please share both the benefits your hospital has experi-
enced as a result of becoming a rural emergency hospital, and just 
as importantly, what additional flexibilities do you think are need-
ed to increase the number of rural hospitals that might help ben-
efit from it? 

Mr. MATTHEWS. Yes, sir. Thank you for that question. In early 
2023, Anson General Hospital had a bad debt situation of $2.7 mil-
lion, and $1.9 of that was loans at the bank to help fund oper-
ations, and $860,000 was aging AP, and we were on vendor hold 
and we were on credit hold, and we knew that our facility, again, 
could not move in that direction. So, in January, really January 
2nd, we started the application process of becoming a rural emer-
gency hospital, and the attestation process, et cetera. 

So, we completed that, and then on March—so this happened in 
early January—on March 27th, we received word from CMS, actu-
ally Novitas, the intermediary, that we were a rural emergency 
hospital. It happened that quickly. And so, at that time we went 
on Medicare hold and Medicaid hold, because we had received a 
new PTAN, or a new provider number, which identified us as a 
rural emergency hospital. And within a month, our Medicare dol-
lars had freed up and started flowing to our hospitals. On the Med-
icaid side it took a couple of more months to get those worked out. 

But what was remarkable—so March 27th, we became an REH. 
On April 20th, we received our first facility payment. 

So, I have been involved on a lot of Medicare issues and posi-
tions, but I had never been in a program where that happened as 
smoothly and that quickly. And we also realized, at that time, and 
we embraced this, that we had a new identity, and that was strict-
ly on the outpatient side, that we were going to focus on the emer-
gency room, that we were going to focus on radiology, on labora-
tory, on our therapy departments, especially on observation, and 
start looking a little bit at elective outpatient surgeries. Again, our 
senior doctor is a surgeon, as well. And with that we no longer had 
the ability on an inpatient or on a swing bed basis. 

But prior to that decision we were averaging 1.5 inpatients a 
week, so we were 88 inpatients the whole year, and 2 swing bed 
patients—on a monthly basis. So, what had happened was we did 
not have the volume, and without the volume you do not have the 
revenue. 

So, this was an easy decision for us. We knew that we had to do 
this, and we did. Now, there was some feedback from the commu-
nity, especially on the inpatient side and the swing bed side, but 
we embraced this new identity, and we have been very successful 
with it. In 11 months, we have seen 2,600 emergency room, ER, 

VerDate Sep 11 2014 01:18 Jul 17, 2024 Jkt 055785 PO 00000 Frm 00043 Fmt 6633 Sfmt 6602 E:\HR\OC\A785.XXX A785D
M

W
ils

on
 o

n 
D

S
K

JM
0X

7X
2P

R
O

D
 w

ith
 H

E
A

R
IN

G
S



38 

visits in our ER. We are averaging 25 to 30 observation stays on 
a 24-hour basis. So, this is definitely working for our community. 

And I have had many conversations with other hospitals that are 
considering this change. They were for it. There were, at one time, 
five hospitals that actually became REHs in the state of Texas. One 
of those hospitals in LaGrange is closed, and that left four of us. 
And I think it is the standpoint that they are just actually sitting 
back to see how these trailblazers, how it is going to work out for 
us. 

But at the same time, in rural health care, we have seen, at one 
time we had critical care units. We no longer have critical care 
units. We had OB services. We no longer have OB services in most 
of rural Texas. Now we no longer have inpatient, and what really 
hurt us the most was on the swing bed side. We lost that capa-
bility. 

Chairman SMITH. So, I want to ask a couple more questions. 
Thank you, Mr. Matthews. 

Mr. Morris, I think it is important that we get to the free-
standing emergency departments. They can be a lifeline. But with 
the exception of the recent public health emergency, they are ineli-
gible, like what you testified, to Medicare reimbursement. This 
means these facilities are reliant solely on private insurance, pri-
vate pay, effectively preventing them from spreading into rural and 
underserved areas, where government payers are more common. 

Can you describe the potential impact freestanding emergency 
departments could bring to rural emergency care access if they are 
allowed to participate, or continue to participate, in Medicare? 

Mr. MORRIS. Well, as I am listening to Mr. Matthews talk about 
his struggles and thinking about how a freestanding ER could get 
to the place where he has gotten as a trailblazer, right out of the 
gate, going in, building a facility with low fixed costs, having emer-
gency care onsite, the ability to stabilize and treat patients, serving 
as a hub where you could attract primary care doctors to come in, 
where you could refer patients out. As a foundation of the health 
care ecosystem, I think it was very wise of Congress to recognize 
REHs, because you saw the most important aspect of the hospital 
was access to emergency care. 

I think we have so much untapped potential, if we are given the 
opportunity. But when you look at the demographics in these 
areas, it is majority Medicare and Medicaid. We cannot make a go 
of it without the government reimbursements. 

Chairman SMITH. Perfect. I now recognize the gentlelady from 
California, Ms. Chu, for any questions she might have. 

Ms. CHU. Mrs. Miller, thank you for your courage and sharing 
your story. It was very powerful, and I was so moved by what you 
had to say. And I am so sorry for the horror and the lack of care 
that you were forced to experience. 

Mrs. Miller, can you tell us what treatment options you were left 
with once your doctors told you there was nothing that they could 
do for you in Texas, and it was obvious that abortion was one of 
those. But did you feel you could talk to your doctor about that? 

Ms. MILLER. So really there were no treatment options in 
Texas. I remember talking with genetic counselors. Their role is 
just to counsel on options, not even to offer abortion care. And they 
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would get halfway through a sentence and then just freeze, scared 
to even say the word ‘‘abortion’’ out loud. So, we couldn’t even talk 
freely. And really what I was left with was that if I was going to 
stay in Texas it would be just to continue to decline until I was 
close enough to death to be able to get an abortion, or I lost both 
of my sons. I mean, we weren’t just talking in the ER about if I 
was back; it was when. 

And we were making plans and discussing what it would be like 
for me to be there for the duration of my pregnancy. So that would 
have been my husband at home alone, and I would have been just 
trapped in a bed, tied to an IV to keep me stable. And it was either 
that or go out of state, and I am very lucky to have the time, the 
money, the connections out of state to be able to have made that 
trip, as difficult as that was, because I was in really rough shape. 

Ms. CHU. How did it feel to know that your choices were so lim-
ited? 

Ms. MILLER. I didn’t feel like I was an entire person, deserving 
of bodily autonomy. I felt like I had politicians in the room, maybe 
flipping through my chart and mandating my care rather than just 
being able to have an open conversation with my doctor and for us 
to be able to determine what was right for me. 

Ms. CHU. My bill, the Women’s Health Protection Act, would es-
tablish a federal right to access abortion care in every state, no 
matter where they live. If this bill had been enacted at the time 
of your abortion, how would it have impacted your experience? Do 
you think that you would still need emergency care? 

Ms. MILLER. I definitely would not have ever had that second 
trip to the ER. I would have been able to get access to the abortion 
care I needed about a mile from my house, with a $50 co-pay, rath-
er than travel for days and spend thousands of dollars. And it was 
apparent how great of a need that was, because once I got that sin-
gle fetal abortion, I mean, within hours, it wasn’t that I just 
stopped throwing up for the first time in months, I managed to eat 
dinner that night. I mean, I was so sick that I didn’t return to my 
pre-pregnancy weight or even just top it until I was about 7 1/2 
months pregnant. 

Ms. CHU. Was there a risk to having to go out of state, and if 
you didn’t have enough time or the funds to travel out of state for 
your abortion what would have happened? 

Ms. MILLER. Yeah, so there were considerable risks just to mak-
ing that trip. As I said, I ended up in the emergency room twice 
because of how sick I was. We debated if we would do a 12-hour 
drive to the hospital in Colorado or if we would fly. And we ulti-
mately made the decision to fly just because there was no way I 
would have been able to sit in a car that long. I mean, I was vom-
iting constantly. I was so sick. You know, it was gritty. It was bits 
of esophagus starting to come up. And there was no way we would 
have been able to make that drive, so we had to fly. And it would 
have been so drastically different if I had been able to be home. 

Ms. CHU. What would you like this committee to know most 
about accessing abortion care in this country? 

Ms. MILLER. There are a lot of reasons to get an abortion, and 
every one of them is valid, and that is something that a doctor and 
patient should be discussing together and making that decision for 
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that patient in that room, and with the doctor who is treating 
them. If you are not in that room, you don’t know what is hap-
pening. 

Ms. CHU. Thank you again for sharing your experience. It is the 
most personal of experiences, and yet you were able to share it 
with the world. So, I appreciate it and thank you so much. 

Chairman SMITH. Thank you. I now recognize Ms. Van Duyne. 
Ms. VAN DUYNE. Thank you very much, Mr. Chairman. I am 

going to get us back on topic here. 
Dr. Racht, can you elaborate on the unique impact of serving the 

North Texas area with mixtures of urban and rural communities? 
Dr. RACHT. So, EMS spends a lot of time looking at the configu-

ration of a community—urban, rural, where the health care facili-
ties are, where the specific health care facilities are, so for exam-
ple, trauma centers, stroke centers, heart attack centers. One of 
the unique components of emergency services—and I talked earlier 
about being prepared and planning—is to bring the physicians, the 
health care systems, the EMS system together to pre-plan how we 
would approach a system like North Texas. 

So, we depend on call volumes. We depend on injury profile, ill-
ness profile to then strategize on a deployment plan, and that de-
ployment plan is in concert with a hospital, and it is a dynamic 
plan. So as weather changes, which I think we are all familiar 
with, that plan can change to get the patient to the right level of 
care. 

One of the important components of that process is that it re-
quires that we have knowledge of capabilities of the EMS system, 
we have knowledge of capabilities in openness, bed availability of 
the hospitals, and we have a way to get patients to specific areas. 

Ms. VAN DUYNE. Thank you. When drafting the No Surprises 
Act, the number one priority was to protect the patient. After that 
it was to create a balanced dispute resolution process where pro-
viders and payers were on equal footing. What has been GMR’s ex-
perience during independent dispute resolution? 

Dr. RACHT. So, we support the No Surprises Act, and we 100 
percent agree that the patient needs to come out of the middle of 
this. I think as we have all heard, these are events that are almost 
always unexpected, they are quite often significant events, and we 
manage the patient during that time period. 

The intent of the No Surprises Act was to create an environment 
to take issues where there was disagreement between the payer 
and the provider, sort through those issues, and reach consensus. 
Unfortunately, two things cripple us in making that reality come 
true. One is we can’t discuss the medical necessity part of a pa-
tient’s bill. We can’t sit and talk about your question, for example. 
What was indicated, what was the appropriate level of care, and 
was this an appropriate decision that was made? 

The other is that unfortunately even when we are successful in 
the IDR process—and again, we support that—even when we are 
successful, we struggle with collecting from the payers on that par-
ticular process, in some cases up to a year. So that creates a sig-
nificant burden on the EMS system to try and manage, in accord-
ance what we all agreed on was an appropriate way to evaluate 
those situations. 
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Ms. VAN DUYNE. Excellent. Thank you very much. 
Mr. Morris, Congress wrote the No Surprises Act very inten-

tional and with specific guidance. Yet we have continued to see the 
Administration ignore congressional intent during the implementa-
tion. Secretary Becerra is going to be in front of this committee on 
Wednesday, in Ways and Means. If you were in my seat, what 
questions would you ask him? 

Mr. MORRIS. Probably at the top of the list would be how are 
you monitoring, enforcing how qualified payment amounts are de-
termined, because what we are seeing on our end, what are being 
used by commercial insurance as qualified payment amounts, 
based on our own actuarial data and fair health data, which is a 
repository of benchmarks in payments, it appears there is a lot of 
opportunity there for enforcement on working with payers to make 
sure that they are honoring the way that statute was intended and 
the way those QPAs are being calculated is appropriate. That 
would be at the top of my list. 

Ms. VAN DUYNE. Dr. Racht, what about you? 
Dr. RACHT. I think at this point I would ask the question about 

how we address medical necessity. The main reason that our pa-
tients activate our health care systems, activate the service, and 
how do we sit down and resolve those based on discussing that pa-
tient encounter, the patient’s needs, and the reason they entered 
the system. 

Ms. VAN DUYNE. Mr. Zavadsky, would you ask a question of 
Secretary Becerra? 

Mr. ZAVADSKY. I think I would ask him what is the right thing 
for the patient, and in this particular case, certainly in regard to 
the IDR, it is a flawed process. CMS has even sort of hinted, they 
acknowledge it is a flawed process because it started and stopped 
and suspended and back on again. So having a closer view of the 
process, making sure that the provider and the payer are on equal 
footing, which was the original intent. That is clearly not hap-
pening, as we are hearing from all the providers here, many of 
whom are safety net providers that can’t afford to play the games 
that are currently being played with the IDR process. 

Ms. VAN DUYNE. Thank you very much. I yield back. 
Chairman SMITH. Thank you. Mr. Arrington. 
Mr. ARRINGTON. I want to thank the witnesses for their in-

sights, and I appreciate your very personal story. I am grateful to 
all of you to help us, guide us to strengthen the safety net as we 
know it today. We know there are holes in it. We know there are 
ways to improve upon it. 

I was proud to lead rural emergency hospital designation. It was 
an effort, and a leadership effort, by many Members of Congress. 
I was fortunate to carry it, but it was also a lot of folks on the out-
side, mainly rural hospitals, saying, we need something to help us. 
With the many hospitals that were closing, I think 40 percent of 
rural hospitals are operating in the red even today. And it is not 
a panacea, obviously, but for Crosbyton in my district, and for 
Anson, Mr. Matthews, it has been a lifesaver. 

And so, you have implemented it, you and 19 others in the coun-
try, but there are 380 some-odd rural hospitals that would qualify 
for this designation. What do you think we can do to improve upon 
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it? I mean, we passed it in ’20, at the end of ’20. Four years later, 
19 hospitals. I would like a higher uptake. I would like more sto-
ries of turning around a hospital that would have otherwise shut-
tered and would not be saving the lives that you and I talked about 
before this hearing. What could we do to improve upon the REH 
designation, on the implementation side and even broadening the 
net to catch some other hospitals that might need a lifeline. 

Mr. MATTHEWS. Those are good questions, and, honestly, I am 
surprised also that more rural hospitals in Texas have not con-
verted. We have 19 on a national basis. We have 12 that are in the 
application process. So shortly we are going to have 31 REHs on 
a national basis, but again, only 4 in Texas. 

And again, I believe that the primary factor is the loss of serv-
ices, and that has to do with the inpatient and the swing bed pro-
gram. Now we were a prospective payment system hospital, but 
many of the critical access hospitals have huge reimbursements on 
the swing bed side. So, if you have a strong swing bed then you 
are able to recoup financially and flow those dollars toward oper-
ations. 

So, a couple of things that I have heard in visiting with my col-
leagues around the state is the fact that we can operate without 
the inpatient. We need to keep the swing bed programs in place, 
and also the 340B. 

Mr. ARRINGTON. I was going to ask you about that. You have 
to abandon the 340B benefit in order to get this monthly payment 
under the REH? 

Mr. MATTHEWS. We do. Now we were not a 340B hospital. We 
didn’t qualify. We were not a DSH hospital. 

Mr. ARRINGTON. Okay. So, the calculation wasn’t necessarily a 
tradeoff on that program. 

Mr. MATTHEWS. Correct. 
Mr. ARRINGTON. But for some hospitals it would be. 
Mr. MATTHEWS. Absolutely. Yes, sir, that is true. But on the 

swing bed part we transferred out 169 high-acuity level patients, 
and primarily most of those went to Abilene and some to Lubbock. 
And then after a 3- or 4-day stay in that facility it is time to re-
lease them, and those individuals, on a swing bed basis for rehab, 
they want to come back to our community, and that is not a possi-
bility right now. And the other fact is that the hospital we trans-
ferred them to needs to free that bed so that they can come back. 

So, if we can get the swing bed program back in some capacity 
that would make all the difference to our community and rural 
areas. 

Mr. ARRINGTON. Well, we look forward to working with you 
going forward, and I thank you for being here, and thanks for your 
commitment to Jones County, America, and the good people in the 
big country for your willingness to go from Eastland all the way 
to Anson and make the sacrifice. I know your family lives in Waco, 
and you are making a difference for our people out there, and on 
behalf of District 19, thank you. 

I have got 35 seconds. Mr. Morris, you said that in the lookback 
over 3 years with that waiver, where you were on par with conven-
tional hospital ERs you were able to do it at a 20 percent reduction 
in cost. As Budget chairman I am looking for some dollars and 
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cents of savings to taxpayers, and for our future taxpayers, namely 
our children that are going to inherit a big—I won’t say the word, 
but a big Texas debt, a big, Texas-sized debt, that we don’t want 
them to. How did you do that, and I will yield back, Mr. Chairman, 
if you will let him respond. How did you get that 20 percent reduc-
tion? 

Mr. MORRIS. It is a matter of more individualized care. It is not 
having empty inpatient beds available to fill. We don’t have the 
luxury of pulling a lever and referring to a hospitalist. We take 
care of patients in our facility and do everything possible to dis-
charge them home, including lining up outpatient testing and 
treatment, and taking steps, really, to avoid admissions. 

And quickly, I was reading an interesting article. There is dis-
agreement among emergency physicians—let me rephrase it—only 
52 percent of the time physicians consistently agree on admissions. 
There is a huge swing on it from an ER physician, on whether a 
patient should be admitted or not admitted. There is a sea of gray 
in there. So things that you can do to keep patients out of the hos-
pital is what is going to save taxpayers money, and I think, by na-
ture, that we don’t have any inpatient beds available to fill, that 
in itself, from a process standpoint, helps keep patients out of the 
hospital. 

Chairman SMITH. Thank you. Ms. Sewell. 
Ms. SEWELL. Thank you, Mr. Chairman, and I want to thank 

our witnesses for being here today. 
I am excited about the opportunity to really talk about the need 

for better infrastructure when it comes to emergency care, but also 
primary care in rural America. I have the great honor of rep-
resenting my hometown of Selma, Alabama, and the historic cities 
of Birmingham and Montgomery, but I also grew up in the Black 
Belt, a very rural part of my district. And in Alabama, where we 
have not expanded Medicaid and where we have the lowest reim-
bursement rate because of the wage index, we have seen that most 
of our rural hospitals operate in the red. In fact, according to the 
Alabama Hospital Association, 88 percent of the rural hospitals in 
Alabama operate in the red, with 75 percent of Alabama’s rural 
hospitals also operating in the red. And I have lost rural hospitals 
in my district because of the inability to sustain a profitable emer-
gency room. 

So, one of the ones that I lost, literally a month before COVID 
hit, was a hospital in Aliceville, and frankly, the four that were tee-
tering on the brink of being lost was aided greatly by the money 
that Congress provided for the CARES Act and the American Res-
cue Plan. But Aliceville closed, and because of that we have seen 
deaths that have occurred in and around that area simply because 
they haven’t had emergency services. 

So, I want to talk a little bit about the ground ambulance serv-
ices because those have been strained, as well, in Pickens County 
and other places where closures of hospitals have occurred. Most 
days there is only one ambulance covering the entire county of 
Pickens. That is true of a lot of the counties that I represent. And 
when that ambulance is tied up, transporting a patient 45 minutes 
to an hour away, other citizens must wait for a response. Condi-
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tions are worse when there is rain and medevac services are not 
able to transport patients in the air. 

Pickens County is the only rural area within my district strug-
gling. That is why I am proud to have co-sponsored, with our col-
league, Brad Wenstrup, the Protecting Access to Ground Ambu-
lance Medical Services Act, that would address inadequate Med-
icaid payments that would have stabilized a lot of those areas. I 
think that this would be one way of helping to level the playing 
field when it comes to providing emergency services. The super- 
rural add-on payment of 22.6 percent within our bill would help 
support ground ambulance services in communities like Pickens 
and all across. 

I actually wanted to ask my question of you, Dr. Racht. First of 
all, thank you for allowing us to be right here in your facility. Can 
you speak to the dangers of not expanding the add-on payments for 
ground ambulance, especially for super-rural providers? 

Dr. RACHT. One of the scariest things in emergency health care 
and one of the scariest things that any patient or potential patient 
has is what would happen if I had a potentially life-threatening 
event here, or at home, or on the way home, and there wasn’t a 
way to get me to the right level of care, and there wasn’t a way 
to immediately stabilize that abnormal physiology when that oc-
curred. 

Your efforts—and thank you, by the way, for those efforts—your 
efforts to build the infrastructure to help pay for that cost of readi-
ness—and again, the rural, the frontier areas, the good news is 
there aren’t a lot of emergency calls. The bad news is because there 
aren’t a lot of emergency calls, similar to our hospital colleagues, 
trying to maintain an infrastructure becomes very difficult. 

Ms. SEWELL. Yeah. You know, I actually have a personal story, 
Mr. Chairman. My dad suffered from a stroke in Selma, Alabama, 
and as you know, strokes are a matter of seconds. Time is of the 
essence. And the fact of the matter is that our hospital had just 
gotten a medevac helicopter, which saved my father’s life. 

So, I really think that we, as a committee, Mr. Chairman, should 
work on trying to figure out an add-on payment for ambulance 
emergency services so that cases like mine are more the norm and 
not the reverse. I have had patients that have lost their loved ones 
simply because there wasn’t an ambulance service available. 

Thank you all. I yield back the balance of my time. 
Chairman SMITH. Thank you. We are going to pause very brief-

ly to adjust the doors. I want to take care of our members on the 
end. 

Mr. ARRINGTON. Mr. Chairman, some of our colleagues from 
the Northeast said the weather is too cold here in Texas, and I 
said, ‘‘No, no, no. Your skin is too thin in the Northeast.’’ So, thank 
you for doing that. 

Chairman SMITH. Perfect. Let’s stand in recess until the doors 
are down. 

[Recess.] 
Chairman SMITH. All right. Can members take their seats. 
Dr. Burgess, you are recognized for questions. 
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Mr. BURGESS. Thank you, Mr. Chairman. Mr. Morris, just a 
point of clarification. In your testimony I think you said some of 
your facilities are, in fact, physician owned. Is that correct? 

Mr. MORRIS. Yes, sir, yes. 
Mr. BURGESS. Well, through the pandemic you had the waiver 

to be able to participate in Medicare and Medicaid. Is that correct? 
Mr. MORRIS. We did, yes. 
Mr. BURGESS. That has now gone with the expiration of the 

public health emergency. 
Mr. MORRIS. This past May, yes sir. When it expired that went 

away. 
Mr. BURGESS. So for several years I have worked on trying to 

undo the effects of the Affordable Care Act that prohibited physi-
cian ownership of hospitals, and it just strikes me that your type 
of facility, regardless of whether it is physician owned or not, 
should be able to participate in the rural emergency center pro-
gram that Mr. Matthews has. Can you speak to that at all, why 
it would be important, why physician ownership would make a dif-
ference? 

Mr. MORRIS. The physicians in the ER are the quarterback for 
the team, and they have a great amount of insight. They set the 
tone. They influence the culture. I contribute a lot of our success, 
and I know a lot of other freestanding operators contribute to being 
able to partner with physicians. I think that a lot of them are look-
ing for some flexibility and autonomy that perhaps they haven’t al-
ways been able to get in a hospital setting. So when you talk about 
a rural environment, being able to give a physician the opportunity 
to continue to be an owner, to manage not only clinically but help 
to manage operations, I think that would be a good step, and I 
think it would encourage more docs to move out into rural commu-
nities and be a part of that solution. 

Mr. BURGESS. Well, that was going to be exactly my point be-
cause Mr. Matthews alluded to the fact that there are not many 
docs working in Anson right now. If this were a way to encourage 
more doctors to look at a facility like yours in Anson ultimately 
that would be a plus, wouldn’t it? 

Mr. MORRIS. Oh, absolutely. Physician recruitment is a huge 
area in rural areas. In fact, all health care, even administrators, 
we just have trouble getting those individuals into rural areas. 

Mr. BURGESS. So Ms. Burke, let me ask you a question, if I 
could. In the early days of automatic external defibrillators, AEDs, 
that everybody is so familiar with now, but in the early days the 
data was collected that a witnessed cardiac arrest and the imme-
diate availability of an AED could, in fact, positively affect the out-
come. I just have to say, you had the ultimate in a witnessed event 
in a football stadium full of people on national television. 

Ms. BURKE. Yeah, absolutely. It is obviously medically proven 
that whenever cardiac arrest happens specifically, you only have a 
matter of minutes to respond to get that heart back to its natural 
state. Otherwise, the person can be left permanently disabled or 
die. That could have been me if I would have had that cardiac ar-
rest happen anywhere else or in any other event. That is why it 
is so crucial for us to continue to try to put funding and put re-
sources towards getting CPR and AED training. 
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Like one thing I talked about briefly in my statement that I 
think is so important to highlight is the HEARTS Act. I mean, I’m 
sure you know, as politicians, it is not common to get unanimously 
agreed upon bills to pass. But the fact that that HEARTS Act was 
unanimously agreed upon by the Energy and Commerce Sub-
committee on Health proved how important it is to have access to 
CPR and AED resources. 

Mr. BURGESS. Yeah, the Energy and Commerce Committee, we 
frequently work together. Thank you for mentioning that because 
that was an important bill. 

Mr. Smith just reminded me I was an invited guest. 
Matt, your comments about the ambulance service with being 

able to have the ability to interact with the population prior to ac-
tually transporting to a hospital, enormous cost-saving potential 
there. Unfortunately, Mr. Arrington is no longer here, from the 
Budget Committee. That is one of the things I want us to look at 
is the enormous cost-saving potential that we have. 

Mr. ZAVADSKY. It absolutely is, and it is a pretty easy calcula-
tion, because we have been able to track how many times Dr. 
Racht called 911 for some of his issues, and then when he gets en-
rolled into a community paramedic program from an agency who 
is familiar with him, because they have responded on 911 calls, he 
is a trusted partner because that EMS responder really can ad-
dress the data that we see in those patients and their decrease in 
911 use and decrease in emergency room use is a very simple math 
calculation and very compelling. 

Mr. BURGESS. Very compelling. What is the average cost of the 
ER visit if they get to the hospital without the community partici-
pation. 

Mr. ZAVADSKY. Exactly right, and for Medicare it is $700, $800 
for a treat-and-street ER visit. For a commercial payer it is usually 
much higher than that. So, the savings across the spectrum of the 
health care system is very dramatic. 

Mr. BURGESS. Thank you. Thank you, Mr. Chairman. Thanks 
for letting me be here. I yield back. 

Chairman SMITH. Thank you, Dr. Burgess. I would just like to 
point out for the record that two committees, Energy and Com-
merce and Ways and Means, just recently passed very large bipar-
tisan bills. Energy and Commerce passed the TikTok ban. Ways 
and Means passed the tax cuts bill, and we actually got way more 
votes than they did on the TikTok ban. So, it was a much more ag-
gressive bipartisan accomplishment. 

Mr. Smith, you are recognized. 
Mr. SMITH of Nebraska. Thank you, Mr. Chairman. Certainly, 

thank you to our witnesses, as well. Looking at this infrastructure 
here I can’t help but think that lives have been saved by innova-
tion, new ways of doing things, new thinking in accomplishing the 
objectives that are out there of health care and access for everyone 
across America. 

America is a big country. We know that needs are very diverse. 
I mean, I represent a very rural district. I say rural. Parts of it I 
would say are remote. My district has over 60 hospitals, most of 
which are critical access hospitals, and yet I still have a lot of con-
stituents who reside more than an hour from a facility. 
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So, because of the alarming rate of rural hospital closures, I was 
glad to support, as mentioned before, the creation of the rural 
emergency hospital program, which was, as mentioned, enacted as 
part of the 2021 Consolidated Appropriations Act. The program 
threw a lifeline to struggling critical access hospitals and rural In-
dian Health Service hospitals by allowing them to downsize and re-
ceive a restructured reimbursement rate for emergency and out-
patient services instead of closing their doors entirely. 

I am pleased to see the successful conversion to REH status for 
the first Nebraska hospital, a community by the name of Friend, 
with their community health care system. They are in my district. 
While they were able to complete the conversion process, a new 
program like this often has problems or issues that need to be 
worked out, and Friend’s experience illuminated just a few of those. 

First, when planning a change in operating status of this mag-
nitude a hospital needs clear, two-way communication with CMS 
regarding where they are in the process and what is expected to 
happen next. The final stages of the approval process appear to 
take place in a back room, basically, with little information from 
CHS, as day after day went by with no updates. It took this com-
munity hospital several weeks between when they shut down their 
inpatient beds and when they were fully approved as an REH, de-
priving an already struggling hospital of a significant amount of 
revenue, not to mention access to health care for the patients. They 
planned ahead and were able to secure emergency local govern-
ment financing to bridge the gap, but if the approval process 
stretched any longer, they were at serious risk of closure, despite 
everything done to gain the REH status. 

So, Mr. Matthews, if you would, most hospitals that elect to con-
vert to REH status are already facing huge financial challenges 
which threaten their ongoing operations from day to day. Based on 
your hospital’s experience, how much in operating reserves would 
you recommend a critical access hospital have when they initiate 
the process to ensure that they can survive days in approval with 
no inpatient revenue—I am sorry, when they can ensure they sur-
vive delays in approval with no inpatient revenue. 

Mr. MATTHEWS. So, as I mentioned at one time, we had five 
rural emergency hospitals. Since that time, one has closed, and 
that was a timing issue. They should have moved forward with this 
conversion much earlier than they did. They just waited to the 
point that once they started this application process, they just 
didn’t have the funds coming in to continue. 

So, with us, again, by early February we had all of our applica-
tions in. By the end of March, so within, I would say, operating 
funds of at least a couple of months. But what happened was we 
were one of the first, so there wasn’t a queue or a line waiting, so 
Medicare moved us through pretty quickly. But for us it wasn’t a 
long delay at all. We continue to see inpatients up to the point that 
we became an REH, and then at that point we did the split bill. 
We billed under our old number and our new number, because we 
continued to operate as a PPS hospital until the day we got the no-
tification. Then at that point we converted over on the observation 
side. We had to keep some of those inpatients a couple of days. We 
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were responsible for that cost. But we did a split billing there and 
it worked very well for us. 

Mr. SMITH of Nebraska. Thank you. And then in terms of trans-
parency, are there points of transparency that you would rec-
ommend that could be offered by CMS so that the process could 
move more smoothly or more efficiently? 

Mr. MATTHEWS. Well, always transparency is critical, and you 
have those situations. You just try to find out where you were in 
the line or the queue. We did not know when we were going to be-
come—it was a surprise, that day, that we got the letter, the 
emails, in, telling us that we were an REH. We did not know. In 
fact, we thought it was going to be later than that. 

Mr. SMITH of Nebraska. Thank you. Mr. Chairman, I do want 
to take just a point of personal privilege here today. You can hear 
us joking about the Energy and Commerce Committee versus the 
Ways and Means Committee. This is actually the Ways and Means 
Committee hearing but we are grateful to have a valuable member 
of the Energy and Commerce Committee, as well. There is a great, 
healthy rivalry between the two committees. We share jurisdiction 
of health care, hence Dr. Burgess’ presence here today. 

Now, the sad part of this is both Dr. Burgess and Dr. Wenstrup 
are leaving us. They will be missed, as physicians working in the 
trenches of health care. I want to take just a moment to salute 
their service and thank them. 

[Applause.] 
Mr. SMITH of Nebraska. I yield back. Thank you. 
Chairman SMITH. I about said Dr. Moore, but Ms. Moore is rec-

ognized. 
Ms. MOORE of Wisconsin. Well, I tell you, good thing no one is 

clapping for me today because when they start celebrating you, you 
know you are on your way out. [Laughter.] 

Ms. MOORE of Wisconsin. Let me just thank you all for the tre-
mendous opportunity to come here. I have learned so much today. 
I just want to thank you, Ms. Burke, for reminding us how impor-
tant the Affordable Care Act has been. Not only could you have 
stayed on your parents’ insurance until you were 26 but you had 
a preexisting condition that people would not have—you would 
have had a $300,000 bill. And so, the Affordable Care Act has faced 
50 times of folks trying to end it, but you are walking, living testi-
mony, sermon in shoes about the importance of it. 

And you, Mrs. Miller, I am going to have something to say before 
my time expires. 

Dr. Racht, thank you for hosting us. Dr. Racht, thank you for 
closing the door here. I was curious about your testimony, as well 
as Mr. Zavadsky—notice I was not laughing when you said your 
name. I am from Wisconsin. I am used to names like that. You 
talked about the treatment in place and the inability to get reim-
bursed. So, someone is on a picnic, they get a bee sting, you come 
along, give them an epinephrine shot, or they have an asthma at-
tack, and you give them a breathing treatment. It’s all good and 
you leave, and you can’t get paid, unless you just insist, hold them 
by gun point, say, ‘‘You better go to the hospital so we can get 
paid.’’ 
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I really do get it, that that is unfair in terms of not treating you. 
I am asking you, Dr. Racht, what is the argument against that? Is 
there a fear that, say for example, this 911 navigator type situation 
you talked about, Mr. Zavadsky, that people who don’t have the 
proper training might insert their own lack of expertise into a situ-
ation and not take someone to the hospital. Is there a liability 
issue? What is the billing issue that we ought to know about? 

Dr. RACHT. So, I think one of the things that everyone in EMS 
would agree on is that we are able to collectively solve issues relat-
ing to patient care amongst ourselves. We support, and EMS has 
supported, Matt has done a tremendous amount of work in looking 
at mobile integrated health care, treat and release, the ability of 
the EMTs, paramedics, nurses in the field to manage a patient that 
doesn’t necessarily need hospitalization. Unfortunately, because the 
benefit is a transportation benefit there is the disincentive to move 
that patient to a hospital as opposed to solve their problem up 
front. 

And the other thing that I would mention—and by the way, put-
ting the doors down is the prevention side of emergency medicine. 
We have a few ambulances and helicopters but not enough hos-
pitals to take everyone to. But being able to manage patients up 
front and prevent their need with chronic illness, from having to 
use the emergency services side is also a very strong argument. 

Ms. MOORE of Wisconsin. Thank you so much. And I just want 
to say to you, Mrs. Miller, I just want to ask you, how old is your 
son, and the name of your son, your twin son who survived? 

Ms. MILLER. His name is Henry, and he turns one in 2 days. 
Ms. MOORE of Wisconsin. Yes. The dawn of spring. He is turn-

ing one and he is healthy, doing well. And, you know, I am so 
sorry. That must have been so frightening what you went through, 
and your testimony, your empathy, for the doctors who couldn’t do 
anything because they had to preserve themselves too. It is very 
frightening for people to insert themselves into health care at a 
point at which you almost died. 

And you, Ms. Burke, you almost died, and thank God that you 
were covered so that there would be no disincentive to take care 
of you. 

I just want to ask you a quick question while I am just sitting 
here. I may as well, Mr. Matthews. I mean, Mr. Morris. Your 
health care centers, without the waiver that Mr. Arrington was the 
champion during COVID, you would not have been able to take 
care of Medicare or Medicaid patients. And, Ms. Burke, had she not 
had these wonderful parents, might have been an uninsured per-
son. So, under what chapter, verse, law can you get reimbursed for 
stabilizing people that you won’t be paid for? Because you are re-
quired. Is that correct? 

Mr. MORRIS. We are required, correct. 
Ms. MOORE of Wisconsin. So, if someone comes in—except for 

an abortion—but if someone comes in with a heart attack and they 
don’t have any insurance or don’t have commercial insurance, what 
fallback do you have in terms of getting some reimbursement, were 
it not for this waiver? 

Mr. MORRIS. We provide millions of dollars in uncompensated 
care. If we have medically screened someone and ruled out a life- 
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threatening emergency, we will, for example, a Medicare bene-
ficiary, we will then talk to them about the fact that we are not 
a Medicare provider—we want to be and we will explain that—and 
then we will talk to them and give them the option to pay cash. 
So, we do, but plenty of times you can’t have those conversations 
in an emergency situation because they are not capable of having 
those conversations. You have just got to take care of the patient. 

So, it is very difficult. So, then you rely on people with commer-
cial insurance, right, to help close that gap so that you can stay 
afloat, until we can get permanent Medicare and Medicaid recogni-
tion. 

Ms. MOORE of Wisconsin. Thank you so much, and thank you, 
Mr. Chairman, for your indulgence. 

Chairman SMITH. Thank you. Mr. Kelly. 
Mr. KELLY. Thank you, Mr. Chairman. First of all, the ability 

for us to travel from wherever it is that we live to come to Texas 
to talk to you all today about rural health care and what it is that 
we are trying to get done, there is no other nation in the world that 
spends more attention to taking care of its citizens than the United 
States of America. And I think that is the thing we need to cham-
pion. I hear too often the back-and-forth about a political decision 
as opposed to a really solid policy position. Ms. Burke, you are cer-
tainly a testament to that. When we were meeting in the room I 
said, ‘‘You are a cheerleader. You are on this field cheering and you 
have a heart attack.’’ 

And all my fellow members of Ways and Means, we always think 
the same thing. I will just tell you this. I am from the private sec-
tor, which I really do believe before you can serve in public service 
you should have gone to the private sector, been paid on commis-
sion only, and lost your job at least once. You are given a much 
better perspective of what these business models look like, because 
this is a business model. 

I don’t know how you do what you do. I am from a rural area 
of Pennsylvania, and there are a lot of areas where we just don’t 
have the coverage that we need. We not only don’t have the facility, 
but we also don’t have the talent, and in some of the places there 
is not enough need for certain specialists to have them actually on 
the team. That just doesn’t work out as a business proposition. I 
know somebody will say, ‘‘Oh, he is just talking about dollars and 
cents and business,’’ and the answer is, you are right. You are 
right. 

But for all of you to be here today—and I had a chance to talk 
to our helicopter pilots in the back. My brother is a retired Army 
helicopter pilot, and they gave me a set of wings to give to my 
brother when I get back home. 

What we are able to do, nobody else in the world can do. And 
the old saying is, you know what, you can’t fix something with 
nothing, but you can keep complaining about it, I guess, and keep 
going on and on and on and on, and the answer to this is more 
money, and the question is, that is fine but where does more money 
come from? And then all of a sudden you have got to take a look 
and say, you know what, maybe I ought to take a look at how I 
am spending my money and see if I am spending too much in the 
wrong place, for the wrong reasons, and not getting good results. 
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As I started off telling you, it is really a pleasure to be with you 
all today and to listen to what you do here in Texas. Mr. Arrington, 
we feel the same way about western Pennsylvania. We all come 
from very unique areas and places that we are very proud of. But 
to be with my colleagues today to talk about issues that affect ev-
eryday Americans’ lives, and especially those times when you just 
don’t have the talent or the ability to take care of what you want 
to take care of at that time. 

We will continue to work that way. We will do everything we can 
to possibly make sure that every single person who invests in this 
incredible experiment feels, at the end of the day, their money was 
spent wisely and they got the return on that investment that they 
deserve, and in this case it is just really good health and respond-
ing as quick as we can. 

I am really glad to hear about your twin and what you went 
through. That has to be a horrible thing. My wife and I are blessed. 
We have four children, but between one and two we had an ectopic. 
And so, you know when you go through that loss you know what 
happens and the decision you have to make at that time. And 
sometimes it is just between you and the Lord to figure out what 
is in the best interest of everybody. 

Chairman, thank you so much. It is good to be here. I don’t think 
we have had this many colleagues at one of these hearings for a 
long, long time. So again, thank you to all of you for hosting us. 
We are glad to be here, and we are glad to hear from you. And 
please, don’t give up. It may not be exactly what you want today 
but just don’t ever walk away from it. If you refuse to lose, we will 
keep getting better. 

Thanks so much. I yield back. 
Chairman SMITH. Thank you. Dr. Wenstrup. 
Mr. WENSTRUP. Thank you, Mr. Chairman. Thank you all for 

being here today. I really am grateful that we have the opportunity 
to discuss this topic. I served as a surgeon in Iraq. This is the very 
system that we are talking about, where you have to go from one 
phase to the next, and you have to do it quickly. Ms. Burke, thank 
you for sharing your story and your unique diagnosis, by the way. 
We are all pretty intrigued by it. But now the question is how we 
detect it sooner for people when it is a rare entity like that. But 
thank you for sharing that. 

You know, we see some stories that get a lot of attention. You 
mentioned Damar Hamlin with commotio cordis. You know, that 
was a situation that was a witnessed event, and you had a com-
plete medical team there with AED, and everybody knew exactly 
what to do right then and there. Fortunately, he was lucky that 
that was the situation, with the medical center right there, as well, 
in Cincinnati. I am from Cincinnati. It was a proud moment in Cin-
cinnati for us to have that happen and save his life. 

Steve Scalise, another example. When he was shot, I mean, a lot 
of things had to happen right that day for him, but one of the 
things was the fact that there was a park police helicopter already 
in the air when the call went out, and he could fly anywhere over 
the Capital unrestricted, and he landed on the baseball field and 
was able to take Steve to the hospital. I believe he flew in the war. 
I met the pilot one time. He said, ‘‘I flew that bird like I stole it.’’ 
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But see, every minute counts. Every minute counts. And so, we 
want to be able to provide that to as many people across America 
as we can. Not every event is witnessed and fully supplied with ev-
erything it needs, so how do we make it better. And it is always 
going to be tough. 

One of the things I wanted to talk about was Protecting Access 
to Ground Ambulance Medical Services Act. My colleagues, Ms. Se-
well, covered that down very well and answered it, so we are going 
to continue to push for that, and we understand the great need. 

So a lot of things to look into. I have always felt like, you know, 
I came from a large orthopedic group, and there was a time when 
Congress wasn’t paying us for Medicare because they were figuring 
out the payment scheme. Well, guess what? We had to go to the 
bank and get a line of credit to keep our doors open because we 
weren’t getting paid. When you don’t get paid you can’t keep your 
doors open. You can’t provide the service. And I think for commu-
nities, especially where they are taking on a large amount of Medi-
care and Medicaid, you can’t just run a practice on just Medicare 
and Medicaid. It doesn’t pay for itself. 

I think the reimbursements should be based more on what your 
previous year’s payer mix looked like, because if you have a lot of 
private pay you are going to do better. Something I have been 
throwing out here, and maybe we still need to consider that be-
cause we really have to take care of the areas that are taking care 
of people where the reimbursement is less and more difficult. 

But I want to go to the No Surprises Act. What has happened 
with HHS is extreme frustration for me. I know you were asked if 
you could ask the Secretary a question what would it be. Well, my 
question has been why is a lawyer the Secretary of Health and 
Human Services, and maybe somebody that took care of patients 
might be better to lead that particular agency. 

But, you know, we got together. We worked very hard, in a bi-
partisan fashion, many doctors, both sides of the aisle, trying to 
bring forward what this does to patients. And you are in an emer-
gency situation, your insurance isn’t in network, you don’t have a 
choice. You know, when you have the anxiety of who is going to 
pay that bill, that doesn’t make you get better any faster. So, we 
tried to take the patients out of it, put in a fair process, and I be-
lieve we did. And we made it very clear that what we wanted is 
a situation where doctors wanted to be in network and insurance 
companies wanted to get you in network, so you could avoid arbi-
tration altogether. 

And we wrote a bill that would accomplish that, and do it fairly, 
and the agency changed it with their rule. And they actually imple-
mented what we rejected in Congress. And now everyone is suf-
fering from that. And I would just say that we need you to be as 
loud as you possibly can about what this process has done pro-
viding care. 

And I will just, because I am about out of time, but Dr. Racht, 
maybe you can talk about how this flawed implementation of the 
No Surprises Act impacted patient access to air ambulance services 
in rural and underserved areas. 

Dr. RACHT. Substantially, and the potential is greater moving 
forward. If we can’t sustain those resources, that cost of readiness 
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because of the struggles with payment in a post-IDR environment, 
we are not going to be able to sustain everything that we have 
been talking about today. 

One thing that I think is critically important in that process is 
everybody was excited—that doesn’t happen very often—that we fi-
nally got an approach to managing the unexpected, the high sever-
ity in a way that was fair to the patient, that allowed them to heal. 
And unfortunately, because of the challenge in collection, we have 
not seen that come to fruition. 

An important thing to remember from all of us is, on the emer-
gency care side, we don’t know if you can pay or not. We don’t 
know if you have insurance or not. We may not even be able to talk 
to you. But we do the same thing to stabilize your anatomy and 
physiology and get you to the point where you maximize your 
chance of survival. 

Mr. WENSTRUP. Excellent. Thank you. I yield back. 
Chairman SMITH. Thank you. Mr. Beyer. 
Mr. BEYER. Thank you, Mr. Chairman. First, Chairman, thank 

you very much for giving us a reason to come to Texas. And Dr. 
Burgess, thank you for hosting us, and I thank all of you for being 
here. It is very interesting, and I have learned a lot. 

Dr. Racht, my sister went to Medical College of Virginia, and you 
probably taught her, a great career as a pediatrician, so thank you. 

Ms. Burke, I am very impressed to find out—I didn’t discover you 
were 25 years old until after you spoke and realized, my goodness, 
so self-possessed. You know, I am terrified speaking before this 
committee, so it is really terrific, and good luck with your health. 

You know, I do want to get back on topic too, because the topic 
was insuring resilient emergency medical care. And Ms. Miller, it 
was very difficult to listen to your testimony, especially the quote, 
‘‘The State of Texas would kill all three of us rather than let my 
doctor and me determine what was best for me.’’ I hope Jason, 
Henry, and everyone is doing well now. 

But talk to me about the mental health part of it. What was it 
like for you to be denied health care, in terms of the mental and 
emotional aspects of that? 

Ms. MILLER. I felt like I was a walking coffin. It felt like I had 
no say, and it was so depressing to know that if I was to stay in 
Texas it would be just to watch my son suffer. And also, Henry 
wouldn’t be here. I would not be baking a cake tomorrow for his 
birthday. I wouldn’t know that his favorite toy is a ball, or that he 
likes things that open and shut, like every door and every book in 
the house. And none of that would have been the reality. 

And the tragedy, too, is that I am not that unique. My own OB 
had to leave the state for her abortion just shortly before I did be-
cause her pregnancy had anencephaly, so no skull. And to know 
she had gone through that, and then to go through it myself, it just 
haunted me through the rest of my pregnancy. I felt hunted. 

And when Henry was born my first words to him were not, ‘‘Wel-
come, little one. I’m so glad you’re here.’’ It was just this feeling 
of relief, and I just breathed out and said, ‘‘You made it.’’ 

Mr. BEYER. Thank you very much. To stay on that topic of men-
tal health, Mr. Matthews, with your decision to move from full 
thing to the rural emergency hospital, what difference have you 
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seen in terms of the care for those that come in with mental 
health, psychiatric conditions, recognizing that with the new 989 
number that the emergency room is usually the first point of access 
for somebody with suicide ideation. 

Mr. MATTHEWS. Yes, sir. And so, in our conversion that was an 
option, and behavioral health is something that we are looking at. 
But at this point, when, of the 2,600 visits that we have in our 
emergency room, when those are behavioral health, we will evalu-
ate the patient and then we will call for the services out of Abilene. 

Mr. BEYER. Okay, great. So, you actually move it on. 
Mr. MATTHEWS. Yes, sir. 
Mr. BEYER. Let me move it over to Mr. Morris. I was really fas-

cinated to read all about the freestanding emergency things. I 
think my wife accessed one in Maryland just on Saturday. And I 
love the model, especially if the legislation doesn’t compete with a 
rural hospital that is already in trouble. 

What is your approach to those with mental health issues, spe-
cifically psychiatric breaks, suicide ideation, and the like? 

Mr. MORRIS. We also have, in the markets we serve, relation-
ships where we can refer to outside of our confines. But we abso-
lutely do our best to treat and stabilize those patients while they 
are in the facility. We work with telehealth, as well, as another op-
tion that a lot of freestanding operators utilize to help with those 
types of patients. But it is a challenge. What you are talking about 
is a challenge for all emergency care providers or finding good re-
sources for mental health. 

Mr. BEYER. Yeah, and because you are not a hospital you are 
not going to keep them. But one of the things you had in your testi-
mony you talked about the rush to overcrowded conditions fre-
quently found in hospital ERs. I am not rural. I am inside the Belt-
way outside D.C. But 8 hours, 10 hours, sometimes days in an 
emergency room. I would love to think that the combination of so-
lutions we have talked about with you today can make those condi-
tions get a lot better. 

And Mr. Chairman, with that I yield back. 
Chairman SMITH. Mr. Estes. 
Mr. ESTES. Thank you, Mr. Chairman, and thank you to all our 

witnesses for being here today and welcoming us to your commu-
nity. 

When I go home to Kansas nearly every week to contact with 
constituents it is always nice to have the opportunity to take our 
work outside the D.C. bubble and to hear directly from folks im-
pacted by our policy decisions and how they impact them in their 
daily lives, in their own home communities. 

And what brings us here to the Lone Star State today is a crit-
ical issue. It affects Kansans, it affects Texans, it affects Americans 
all over. And we would all like to think that we will escape emer-
gency medicals. They happen to other people. But when the un-
imaginable happens, knowing we can count on responsive and reli-
able emergency medical care brings us some comfort. 

The key means of delivering this care, as we talked about earlier, 
especially in rural communities, is through air ambulance services. 
The Fourth District of Kansas, that I represent, includes many 
rural communities which rely on these emergency air services. A 
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study released last spring found that 77 percent of urban counties 
and 84 percent of rural counties have ambulance deserts, locations 
that could take more than 25 minutes to be reached by ambulance. 
And in rural areas, after dialing 911, patients can still wait up to 
30 minutes for an ambulance to arrive, or even longer. 

Given the state of air ambulance services can be the difference 
between life and death. A 2019 study found that injured patients 
transported by air ambulance were less likely to die than those 
taken by ground ambulance. 

That is why last spring I worked with my Ways and Means col-
league, Ms. DelBene, along with Senators Michael Bennet and 
Marsha Blackburn to introduce legislation to improve access to the 
emergency air medical services that are critical for saving lives, 
particularly those of Americans that live in rural communities. The 
Protecting Air Ambulance Services for Americans Act would use 
data collected from the No Surprises Act to update Medicaid reim-
bursement rates for emergency air services. This common-sense bi-
partisan bill will ensure all Americans have efficient access to hos-
pitals and specialty providers, regardless of their location. When 
seconds matter, air ambulances are proven to be the best way to 
care for patients in need, as those of you that work here at Global 
Medical Response know. 

Dr. Racht, in 2002, CMS established the first air ambulance fee 
schedule. Can you share what improvements and equipment 
changes you have had since 2002? 

Dr. RACHT. Thanks. I didn’t realize the hearing was going to 
last until tomorrow. Substantial, and I think what you have seen 
hopefully today in terms of the technology, in terms of the skill 
level of our providers, being able to resuscitate, intervene, decision 
support tools that identify patients that may be at risk for a myo-
cardial infarction, and blood-carrying capabilities, the ability to sta-
bilize patients in ways that we never ever would have imagined be-
fore. 

And I think it raises an important point, which is there are two 
sides to the air ambulance that are critical for patients’ morbidity 
and mortality. The first is we have to get to them, wherever they 
are, with the tools and the expertise of our providers to stabilize 
that illness or injury immediately. Because one of the things, as I 
talked about in the beginning, we have a logistics problem. No-
where else in medicine do we have this strange problem of saying 
you have this injury or this illness, but look how far you are, or 
look where you are in relation to definitive care. 

So, the technology has evolved that allows us to stabilize. We can 
communicate a lot of that technology to health care facilities and 
professionals and maximize our ability to make a difference. It is 
huge. 

Mr. ESTES. And what risks do you have of the bases being in 
danger of closing, just from not having reliable reimbursement and 
fee changes, reimbursement rates that have not changed? 

Dr. RACHT. It is very worrisome, and it is worrisome in exactly 
the environment that you are in and described, which is if we can’t 
sustain the technology, the education, the equipment, if we are un-
able to do that we essentially have an aircraft that is not moving 
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patients that frequently, which can no longer support the ability to 
stay in that community. 

So, if you were to ask, I think, our colleagues, whether it is hos-
pital, air ambulance, we are fearful that without the support of 
that cost of readiness we will have to move bases, we will have to 
close bases, and as we have already heard, unfortunately close hos-
pitals. 

Mr. ESTES. Thank you. And 5 minutes just isn’t enough time to 
go through all these questions that I have, and the services that 
you all provide for our citizens of our country are so important. So, 
I yield back, Mr. Chairman. 

Chairman SMITH. Thank you. Mr. Smucker is recognized. 
Mr. SMUCKER. Thank you, Mr. Chairman. I appreciate the op-

portunity to be with you here in Denton to see the facilities here. 
Unfortunately, I didn’t get to hear your testimonies. My plane was 
delayed from Pennsylvania, so I didn’t have the benefit of hearing 
that, and I didn’t get some of my initial questions, so I apologize 
if my questions may duplicate some of those. 

I have no background in health care. I have been in Congress 
now for 8 years and in the State Senate prior to that. I am fas-
cinated by the advances that we are seeing in the ability to treat 
patients for various diseases and the ability to keep Americans 
healthier. 

But one of the most frustrating things as I have learned a lot 
more about health care was seeing the impact of may be reim-
bursement systems or regulations that we have in place that I 
think, and the doctors here know a lot better, but I think not only 
affect how doctors and hospitals are treating patients but I think 
disincentivize advancements and sometimes prevents ways of pro-
viding better care. So that frustrates me. I know we have those 
regulations in place for a reason, but it is one of the things that 
I have noticed in the years that I have been here. 

I am particularly interested, Mr.—let me see if I got this—is it 
Zavadsky? 

Mr. ZAVADSKY. Very good. Well done. 
Mr. SMUCKER. I am particularly interested in paramedicine, 

because here again, by doing preventative care, by doing care prior 
to getting to an emergency room, outcomes are better, and I think 
costs are better, as well. I represent Lancaster and York Counties 
in Pennsylvania, and really fortunate, in our area we have access 
to a number of health care systems, have access, so we don’t have 
the problems with access that some of the other rural areas of 
Pennsylvania do. 

But we had a paramedicine program that was established in 
2016. It started with 99 patients treated in the first year. And now 
they serve around 1,000 patients per month. The program has in-
novated, over time, to meet the needs of the community, now even 
works with patients that are discharged from behavioral health fa-
cilities, with new patients to learn about infant CPR, first aid, lots 
of different things that they are doing. 

So, I don’t know. I probably have some questions, but have you 
seen the paramedicine program hindered by reimbursement mod-
els? Can you talk a little bit more about how that’s worked for you 
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and what we could do to ensure that these programs could continue 
to start and grow in communities. 

Mr. ZAVADSKY. The economy model for a community paramedic 
program is fundamentally flawed in that Medicare does not recog-
nize it as a covered benefit. Therefore, Medicaid typically does not, 
as well. Commercial insurers typically do not, as well. So many 
community paramedic programs who started with grants—Medi-
care did healthcare innovation award grants, and there were six of 
them that were community paramedicine programs, and then as 
soon as the grant program ran out, they closed, because there was 
no sustainable funding mechanism for it. 

So those communities that have been able to determine and to 
prove to innovative payers—in our programs we have got managed 
Medicare, managed Medicaid, we have got commercial insurers 
who are paying for our community paramedic program because 
they have done the back-of-the-napkin math and said, oh my gosh, 
the outcome, and really the financial outcomes, yes, they care 
about the clinical outcomes and the patient experience, but their 
number one metric is how much money is it saving them. 

We need a federal reimbursement program that can be as nimble 
as Aetna and Cigna and Molina and as some states, who their 
Medicaid program is now paying to prevent the 911 call because it 
makes financial sense. 

Mr. SMUCKER. Thank you. I have a lot more questions about 
it. I look forward to continuing the discussion. But thank you so 
much for the work you do and thank you all for hosting us here. 

I yield back, Mr. Chairman. Give you a few seconds. 
Chairman SMITH. Thank you so much, Mr. Smucker. We are 

glad you made it. Mrs. Miller. 
Mrs. MILLER of West Virginia. Thank you, Chairman Smith, 

and I thank all of you for being here today. And I also want to give 
a very special personal thanks to Lauren Billman. And I don’t even 
know if she is still in the audience or not, but she works with 
Baylor Scott & White Health, and she taught me how to be a con-
gresswoman. Thank you, Lauren. I think she stayed with me for 
over 4 years, and I was very wet behind the ears when I came from 
my house of delegates over to Congress. 

I represent rural West Virginia, and when we were flying in 
here, I am looking out the window going, ‘‘Wow. I’ve never seen so 
much flat land, and so many houses and businesses.’’ But I would 
say a third of our committee represents rural areas, rural states. 
I know Terri and I; Alabama doesn’t resemble West Virginia at all, 
but our people do, and our needs do. 

So, we care a lot about access to care, and one of the major bar-
riers patients face in accessing health care, particularly where I 
am, is transportation. It takes some people 5 hours to get to the 
hospital. That is crazy. Have any of you been to West Virginia and 
seen those roads, and those of you who have flown over understand 
how they go round and round and round those beautiful moun-
tains. So, it is important that we get to our providers. And this is 
what makes medical emergency services crucial to patients in my 
home. 

Dr. Racht, you have been around rural emergency medical re-
sponse for over 30 years. Can you speak to some of the unique 
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challenges that your team faces in triaging medical responses in re-
mote areas of the country? 

Dr. RACHT. I think my colleagues would agree with me, and we 
talk about it often, that that is often the longest journey you will 
ever have, with a critically ill or injured patient without additional 
help, where you are maintaining them to definitive care. The chal-
lenge of access—you know, land here, turn left at the big rock, go 
to the pond—the patient’s physiology and anatomy is still going 
through the same processes. We need to find them and get to them. 
The ability to have other responders assist us in those environ-
ments and help with that, and then the patient destination piece. 
So based on where you are, what is the most appropriate facility 
to take that patient to, which often is not the closest facility. It 
sounds counterintuitive, but those critically ill and injured patients 
often need to go a little bit further to get the specialized care that 
will give them outcome that is most important. 

Mrs. MILLER of West Virginia. On the other hand, I have even 
heard from my constituents, the EMTs, if somebody falls out of bed 
they call 911, and they have to go and help put Granny back in 
bed, or somebody that weighs 300 or 400 pounds, because the peo-
ple who are taking care of them can’t do it. So, it is unique, but 
we all understand those things. 

One model that I really think can help in some of these rural 
EMS’s challenges is the Treat in Place model. The Treat in Place 
model allows EMS providers to triage and treat patients when an 
ambulance does arrive on the scene, or to bring them to the lower- 
acuity facilities outside of hospitals and emergency rooms for treat-
ment. 

Mr. ZAVA [continuing]. I am going to say it—Zavadsky—— 
Mr. ZAVADSKY. I am going to keep say it, Matt is fine. 
Mrs. MILLER of West Virginia. I am married to a Matt. I know. 

I understand from your testimony that you are a long-time advo-
cate for Treat in Place. Can you explain why this model of care for 
the EMS services is so impactful in rural communities? 

Mr. ZAVADSKY. What Dr. Racht has said was very important, 
is that in many cases when a rural hospital is not available, when 
a critical access hospital is not available in the community, like 
West Virginia, EMS becomes the default health care provider, and 
they are doing everything. In patients that have to be transported 
3, 4, 5 hours away to the next most appropriate clinical care facil-
ity, that takes the ambulance out of service, and it is very incon-
venient for the patient. 

Oftentimes that patient can be very effectively treated in place 
with perhaps a telemedicine connection that gets a prescription or 
has some other type of follow-up care. Therefore, the ambulance 
doesn’t have to take the patient 3 or 4 hours away. It becomes 
more available for that community because now the ambulance can 
go back in service and the patient gets to stay at home. Maybe that 
crew comes back and check on the patient in a couple of hours to 
make sure they are doing okay. But it increases resources in the 
community because the EMS stays there, it is more convenient for 
the patient, and it saves a ton of money in getting that patient, not 
having to go to that high-expensive medical care facility. 
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And West Virginia did this. West Virginia state legislature 
passed a law that allows EMS to be reimbursed for Treatment in 
Place services, and that has revolutionized the protocols and the 
procedures that can be put in place with those providers in West 
Virginia, like Jan-Care and others, to really improve not only the 
medical care but the availability of resources in those communities. 

Mrs. MILLER of West Virginia. I know I am way out of time, but 
could you talk about the mountainous terrain exception? Have you 
heard of that? 

Mr. ZAVADSKY. Because of the geography. 
Mrs. MILLER of West Virginia. Mm-hmm. 
Mr. ZAVADSKY. Yes. So, everything has to be taken into ac-

count, even weather. We have talked about a weather exception be-
cause in Lake Tahoe, during the summer, not as big an issue as 
it is in the winter. So, we need to make sure that legislation and 
reimbursement policy takes into account those nuances that you 
have heard all of us talk about, because health care, and specifi-
cally emergency services, very unpredictable and very fragile right 
now. 

Mrs. MILLER of West Virginia. I know. Thank you. I yield back. 
Chairman SMITH. Thank you. Dr. Murphy. 
Mr. MURPHY. Thank you, Mr. Chairman, and thank you all, all 

members of the committee. You know, I am sitting here thinking, 
I have got like 15 pages of notes and stuff like that, but I think 
a common theme here is CMS doesn’t know what the hell it is 
doing. And truth be told, it has grown into this massive, bur-
geoning bureaucracy that grows year after year after year that is 
just so out of touch with payment reform, with regulation reform, 
it is killing medicine. And then throw the middlemen in it, which 
has exploded in the last decade, where all the money is going, it 
is killing the people who deliver the care, and it is killing access 
to the patients who need the care. 

Mr. Matthews, I just had one question for you. Has a hospital 
ever approached you as being part of their system? 

Mr. MATTHEWS. Another hospital approach us about being part 
of their system? 

Mr. MURPHY. Right. 
Mr. MATTHEWS. No. 
Mr. MURPHY. So, I come from eastern North Carolina, and we 

have an 11-bed system, very rural area, extremely rural. In fact, 
when I saw patients, and I still do, they were coming from a 
29-, 30-county referral area, 2 hours north, 2 hours south, and 5 
hours out on the coast on the islands. So, it is a long way. 

But we bought a small hospital that was being flooded every 
time, and we had to close it. Its census was 11⁄2. The numbers 
didn’t work. But we built a real emergency facility right there, to 
facilitate quick movement with thing. 

The sad fact is, as census are dropping, as you pointed out, in 
towns, not only is the emergency care needed, but it is also the eco-
nomic engine of the town, in so many instances. So, the fact that, 
you know, I do believe 100 percent, Mr. Zavadsky—that is close; I 
just kind of missed a Z—I absolutely believe, and this comes from 
a surgeon. This comes from folks who I am in the emergency room 
department all the time with other guys that absolutely a lot of 
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things can be carried out in the field with a telehealth visit, that 
it is as easy as a phone in some of these things. But again, this 
is where regulation just supersedes common sense. And we could 
save an infinite amount of money, and somebody doesn’t have to 
come and clog up an overloaded emergency room, and some of 
these different regards. So, I agree with you 100 percent. 

Mr. Morris, I had a question for you. When you said you, guys 
comply with EMTALA, is that a personal choice, or it is a require-
ment. 

Mr. MORRIS. That is a requirement since the inception of our 
state licensure. It has been a requirement and with the No Sur-
prises Act we also advocated to have that same Federal require-
ment. So, it is absolutely a requirement. 

Mr. MURPHY. Correct. Correct. Someone else said earlier—I 
think we had a little discussion offline here—that you did not have 
to comply. You absolutely have to comply. 

Mr. MORRIS. We absolutely have to comply. Yes, sir. 
Mr. MURPHY. And so how do you see yourself different than a 

rural emergency hospital, other than seeing somebody overnight? 
Mr. MORRIS. Other than, well, and respectfully, we don’t have 

to build a critical access hospital first and then convert to get to 
the same point, so that is a big step. Our fixed costs are a lot lower, 
I think, arguably, because of not having that history of building a 
hospital first. But as far as capabilities, from an emergency stand-
point there is no difference. 

Mr. MURPHY. Right. Right. And so that providing the care, it 
is providing a resource for communities that, without a doubt, 
there is—well, there is a certain lobby. There are several lobbies 
in Washington, D.C., that are very, very strong. But you should ab-
solutely be able to bill Medicare and Medicaid. 

Mr. MORRIS. Yes, sir. And by the way, the existence of more 
freestanding, just ER access in these communities can free up 
EMS—a lot of the discussion has been around EMS—to do other 
things. You have an access point that people can go to. That frees 
up these other resources, so they can do their jobs more appro-
priately. 

Mr. MURPHY. Correct. I just want to highlight one thing, that 
a lot of folks say this is a target-rich environment and great discus-
sions. You know, we talk about a doctor shortage. You can’t hire 
doctors. The pipeline is not looking good. Two-thirds of people now 
in medical school say they are not going to practice clinical medi-
cine, two-thirds, and the doctors who are coming out now, the Gen 
Z’s, up to 40 percent saying they are getting burned out in the first 
5 to 10 years. 

So, I will say this. I don’t think our medical schools are doing a 
very good job of picking the correct students that will actually prac-
tice medicine and then do it for a long time. It is really going to 
be a massive burden on rural areas, and urban areas, eventually. 

Mr. MORRIS. Yes, sir. We have four nurse practitioners that 
work in our ER, and through telemedicine virtually connect with 
the doctors. 

Mr. MURPHY. And while that, I think, is good care, I don’t be-
lieve it is excellent care. Because there is a difference between a 
person that follows a protocol and person who is a diagnostician. 
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Mr. MORRIS. That is true. It is the only option we have. 
Mr. MURPHY. Yeah, absolutely. I absolutely understand it. 
Thank you, Mr. Chairman. I yield back. 
Chairman SMITH. Thank you. Mr. Kustoff. 
Mr. KUSTOFF. Thank you, Mr. Chairman, and thank you to the 

witnesses for appearing today. Thank you to all the personnel, ev-
erybody who flies and drives. We appreciate all the care that you 
give. 

Mr. Matthews, if I can go back to you for just a moment. I know 
that you have talked about your experience now converting to rural 
emergency hospital. In Jones County, where you are, the popu-
lation is roughly 19, 20, 21,000 people. 

Mr. MATTHEWS. Yes, sir. Closer to 17,000. 
Mr. KUSTOFF. And I imagine you probably serve some people 

outside of Jones County and the surrounding areas. 
Mr. MATTHEWS. Correct. 
Mr. KUSTOFF. Can you talk about, just your experience, the 

conversion from what you went from to an REH, and I guess you 
have talked about the benefits. Is this something that you would 
encourage other hospitals in rural counties to look at? Talk about 
the model. 

Mr. MORRIS. Yes, sir. Absolutely I would encourage them. We 
now have a future because of that option to convert, and that was 
available to us. And what we do, when we converted, we lost our 
inpatient stays, but we have been very aggressive on the observa-
tion side of it. So, we will admit those patients on observation, any-
where from 24 to 36 hours. And where we lose is our transferring 
those patients that need a 3- or 4-day stay, we transfer them when 
they come in out of the emergency room versus trying to transfer 
them out of the floor. 

But basically, of the 2,600 ER encounters that we have had in 
our emergency room, 94 percent we were able to take care of. The 
6 percent we actually had to transfer to a higher level of care. 

So, we are still meeting the needs of 94 percent of our patients. 
And what would have happened if we had not had this option, we 
would have had to close, and then we wouldn’t have met the needs 
of any of our patients. 

Mr. KUSTOFF. Right. Can you talk about, and I think you did 
in your opening statement, but the services that you offer in terms 
of diagnostic, for example, what do you offer now that you offered 
when you were a hospital? 

Mr. MATTHEWS. When we were a hospital, at one time we had 
outpatient surgery, and we no longer offer that, even though that 
is available to us right now. That is a factor of the physician is just 
no longer doing surgery, and we just have one surgeon. 

We have a rural health clinic across the street from us that is 
part of our hospital, and on average we have about 1,100 visits a 
month through that rural health clinic. And in the hospital setting 
we have, of course, the labs, the radiology, and all of those types 
of services. 

And really, it hasn’t been as difficult for us to make that change 
as people thought. There are instances when you would have those 
family members that had pneumonia or COPD or needed a 3- or 
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4-day stay. That is the situation that we no longer can keep them 
there. But again, that is only about 6 percent of the time. 

Mr. KUSTOFF. And I think you answered this when Dr. Murphy 
asked you, but staff-wise, can you talk about the staff now that you 
are an REH, in terms of physicians? And I think you mentioned 
four nurse practitioners. 

Mr. MATTHEWS. Well, in our emergency room, yes, sir. They ro-
tate out of our emergency room. 

When we became a rural emergency hospital, yes, we had staff 
reduction of about 9 percent in our hospital. We had to get that 
cost down. 

Mr. KUSTOFF. Mr. Morris, if I can with you. You operate a dif-
ferent model but certainly an essential model for the communities 
that you are in. There has been talk about recruitment and reten-
tion of personnel, certainly the physicians, the licensed nurses. Can 
you talk about the experiences that you have now recruiting and 
retaining personnel? 

Mr. MORRIS. In our model we have challenges, just like prob-
ably everybody in health care, recruiting and retaining talent. But 
there something, I think, about the freestanding model of doing one 
thing and focusing on doing one thing really well, and our nursing 
staff and our physician staff being able to spend more time at the 
bedside. I think we have it easier than most. We have staff that 
we have held onto [audio interruption] attract and retain talent in 
our ER easier, typically, than a hospital-based ER. 

Mr. KUSTOFF. Good. Thank you very much. I yield back. 
Chairman SMITH. Ms. Tenney. 
Ms. TENNEY. Thank you, Mr. Chairman, and thank you to the 

witnesses. This is tremendous to have your expertise. I feel like, as 
I think, my colleague from West Virginia mentioned, most of us do 
serve rural areas. 

I just first want to say thank you to Kevin Johnson, who took 
me on the simulator in the helicopter, and the good news is I am 
not going to be driving one of the helicopters, because I think I al-
most crashed it until he took over. And who knew who you are 
going to meet in Texas, a guy who went to high school with me, 
same high school, Stephen Northrup over here, who is your govern-
ment affairs person. 

So, I have served on hospitals, nursing home boards, school of 
nursing boards throughout my tenure in life, and I just want to 
talk to Mr. Matthews first. Everything you have got in here is ex-
actly what we have in Upstate New York—the rural problems, the 
disproportionate Medicare and Medicaid, socioeconomic issues, we 
have a terrible time trying to recruit doctors, trying to get nurses, 
and also deal with nurses to even get them to go to nursing school 
and also to graduate from nursing school has been a challenge. 

But one of the things that has been, while we have this crisis ev-
erywhere, and I agree with Dr. Murphy’s sentiment about CMS. 
The more bureaucratic it gets, the more difficult it is for doctors 
and patients to really come together. But how are you handling— 
and I don’t know if this is something that his required in Texas, 
but it is something that has been proposed on the Federal level 
that could happen soon, but it has happened in New York and it 
is making a major crisis with our rural hospitals—is the safe staff-
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ing requirement for nurses, and how is that affecting your hospital? 
And maybe anyone else. Is this a problem that you are facing yet, 
or how would you handle this if it comes to the forefront in Texas 
rural areas? Or is it already an issue? 

Mr. MATTHEWS. So currently no, ma’am, we do not have that 
problem at our hospital. Most of our staff lives within our small 
community, so we have been fortunate from that standpoint. But 
obviously if you come in with those ratios and you have to bring 
in more staff, that creates more pressure on the bottom line. And 
so, we have to balance between patient care and the cost to do so. 
But fortunately, we haven’t had to encounter that, but we have 
heard about it out there, yes, ma’am. 

Ms. TENNEY. Yeah. Obviously, we have other issues and im-
pediments that you don’t have, such as very high taxes, low prop-
erty values with high property taxes, and also New York still has 
I think one of the most expensive medical malpractice rates still in 
the country, which is a deterrent. So, we are always trying to find 
any way that we can get doctors and professionals to come to our 
state. 

I just thought maybe I could ask Mr. Morris a question. I know 
Mr. Smith touched on this, but how can we get so we can have 
more freestanding emergency centers? This is a huge problem. My 
district is about 6 hours long. It is basically the length of the New 
York shoreline, of Lake Ontario, one of the Great Lakes, and we 
have a real problem getting someone to an emergency situation, al-
though there is a Medtrans currently in my district, in Auburn, 
New York, which I am probably going to be losing next year. 

So, what can we do on that issue? I know Adrian Smith touched 
on this, but what can we do, and what can we do as legislators to 
help this problem? 

Mr. MORRIS. The first step is the Medicare and Medicaid rec-
ognition. Then at the state level, states have the ability, when they 
are crafting—so the Emergency Care Improvement Act allows 
state-licensed freestandings to qualify, if that bill passes. So, a 
state could pass their own freestanding licensure designation, and 
Mississippi has a pilot program right now like this, where it nar-
rows the focus. It only allows the freestanding operator to build a 
certain mile radius away from the closest hospital, and it narrows 
that focus into these underserved communities. 

And I think with our model, with the low fixed cost that we have, 
I think that the math would work if you are going in, and you have 
an incentive from a state, if you wanted to focus in a rural area, 
and you could probably provide some tax incentives, I would think, 
as well, that would help. States also have creative programs with 
nurses and doctors, where you can give some tuition relief if they 
agree to go and work in these underserved areas. 

So, I think there are a lot of different options, but again, the 
model doesn’t work unless we can get Medicare and Medicaid. But 
there are a lot of us in this space that would love to go out into 
those underserved areas. 

Ms. TENNEY. Yeah, well thank you very much. I think I am 
about to run out of time. But I appreciate all of your expertise, and 
thank you so much, and thank you also to Beth Van Duyne and 
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Jodey Arrington and our hosts. It is an amazing setting here. 
Thanks so much. 

Chairman SMITH. Thank you. Mrs. Fischbach. 
Mrs. FISCHBACH. Thank you, Mr. Chair, and Dr. Racht, thank 

you for hosting us today and for all of the personnel that were here 
to give us tours and explain equipment to us. We really appreciate 
it. 

And as you know I am from Minnesota, and I was the one that 
was really cold, so thank you for closing the door. I think they put 
me here on the end thinking, oh, the Minnesotan can handle it, but 
not so much. So, I appreciate that. 

And I also want to thank Congresswoman Van Duyne and Dr. 
Burgess and Congressman Arrington for having us here. And I will 
tell you, all of them hold a very special place in my heart, for var-
ious reasons. I serve with all of them on various committees. And 
I just want to tell you that the Texans are very well represented 
by them. They are treasures, so keep sending them to D.C., be-
cause we love working with them. 

Just so you know, I represent a very rural district. Most of the 
members have mentioned those things, and the same kinds of 
things that Congresswoman Tenney had mentioned about not being 
able to get health care providers. And I was so glad when telemedi-
cine was finally mentioned because it is something we are focusing 
on. And just so you understand, if you look at Minnesota, I am the 
western half, from Canada—I border Canada—and I am one county 
short of Iowa. So I have got all of that. My largest city is 50,000. 
So, when we are talking rural, it is a serious issue. 

Emergency response is huge, and even just getting basic care. 
My folks have to travel quite a way just to get the basic care, so 
telemedicine is so important. And my hospitals survive as critical 
access hospitals—that is how they survive—because they are very 
concerned about the 340B and the beds. So, from what I have 
talked to them about, that is why they haven’t switched over. 

But I am very interested in the community paramedic program, 
and I know that Mrs. Miller mentioned it, and I believe Mr. 
Smucker mentioned it. Because I believe in Minnesota, at one 
point, we did have some pilot programs that the state was covering. 
Because I was in the state legislature before I came to Congress, 
and so I am just kind of, you know, I know that it improves poten-
tial outcomes, and I would love for you to talk a little bit more 
about that. Because in one of your statements you said sometimes, 
they just need a hug. And I think those folks are the repeat kind 
that will call 911. 

So, I’m not even going to try—Matt, would you address that for 
me? 

Mr. ZAVADSKY. Sure, and congratulations. Minnesota was one 
of the first states to authorize and pay for community paramedicine 
services through Medicaid, because of the rural areas in Minnesota. 
And in many of those communities the only providers that were 
able to go see those patients were the specially trained local EMS 
agencies who had the foresight to—Dr. Wilcox and others who were 
big drivers in that program—to be able to deliver essentially basic 
primary care for patients in the rural areas to prevent them from 
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having to call 911, to keep them healthy, educate them about their 
health care programs. 

But the same model, or the same principle, applies from a rural 
area to a very urban area like ours. You know, we have 20, 30, 40 
patients at a time in our high utilizer group of patients, our HUG 
program, and they run the gamut from behavioral health issues to 
uncontrolled diabetics to uncontrolled asthmatics, pediatric pa-
tients. We just did a program, or are starting a program with our 
children’s hospital because they are part of the CHIP program, and 
they said, you know, even though the state won’t reimburse us, 
meaning the CHIP program, because it is not a covered service, the 
CHIP program is willing to pay for it because it reduces their cost, 
and they actually will make out better financially by having fewer 
patients go to their own hospital and having to pay their hospital 
for those ER visits. 

So, when we look at those patients, the fixes, if you will, and it 
is typically a 90-day enrollment. We don’t want to adopt those pa-
tients. We don’t want to make them codependent on us. We want 
to teach them how to better manage their health care so that, like 
the patient that would have come here to testify, instead of calling 
911 20 times in 30 days, we get her connected to the resources, a 
new primary care physician who happens to be on the bus line, be-
cause she doesn’t have transportation. So, by the community para-
medic recognizing that, asking the payer—Medicare—to change the 
patient’s primary care physician to one who is on the bus line so 
she can actually go see the doctor where she couldn’t before, those 
things are what leads to her not calling 911 in the last 6 months. 
But it is the EMS agency that can recognize that because the crew 
says, ‘‘Well, gosh, this is the seventh time in a month that we have 
come to your house for a low-acuity medical complaint. Let’s get 
you into this program to try and get you to stop calling,’’ but we 
don’t get reimbursed for any of that. 

Mrs. FISCHBACH. But I also see, and I think we saw so much 
during COVID with the telemedicine. And one of the things as we 
talk about broadband, we are looking at making sure that we have 
that, in like a rural area, available. And I see that that community 
paramedic could be such a partner with telemedicine. 

And I am out of time, and I appreciate the Chairman’s indul-
gence, but thank you all for being here because it has been a won-
derful conversation. So, thank you, Mr. Chair. I yield back. 

Chairman SMITH. Thank you. Mr. Carey. 
Mr. CAREY. I want to thank the Chairman. I also want to thank 

the witnesses. I have heard directly from our first responders and 
Matt was one of them—including the firefighters, the emergency 
medical service personnel, of the lack of reimbursement by Medi-
care to treatment provided to seniors in place, and the fact that it 
is harming our seniors’ access to emergency care. 

Our country’s emergency medical services are struggling, wheth-
er it was due from the pandemic, whether it has been related to 
just simply finding other jobs. So, there are workforce challenges 
in this arena. 

Currently, Medicare treats the EMS as a transportation service, 
which fails to recognize the valuable role EMS providers play in de-
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livering essential health care, while also failing to reimburse them 
properly for the care that they provide. 

So today I am releasing a discussion draft of legislation that I 
have been working on with several EMS stakeholders that would 
require the Center for Medicare and Medicaid Innovation to create 
a model for test Treatment in Place policies for seniors on Medi-
care. The model will also qualify providers to be reimbursed for 
providing care onsite or transporting patients to appropriate des-
tinations instead of solely reimbursing for emergency department 
visits. So, I would like to work with my colleagues to further that 
in a bipartisan way. 

So, Mr. Zavadsky, or Matt, as we will call it—— 
Mr. ZAVADSKY. That is fine. 
Mr. CAREY [continuing]. Can you explain the potential Medicare 

savings for Treatment in Place? 
Mr. ZAVADSKY. Yeah. During the pandemic, Medicare issued a 

waiver that allowed EMS to get reimbursed for non-transport, 
which was very appropriate, and we encouraged that, and you guys 
helped us with that. Fifty-five thousand patients were not trans-
ported to the emergency room under that model. At an average cost 
to the Medicare program of $700 per ER visit, that means that 
55,000 patients did not have that Medicare spend for the ER visit, 
and then whatever happens downstream. 

So based on the Healthcare Utilization Report data, based on 42 
million 911 calls that we respond to, of which 40 percent are Medi-
care patients, if we could reduce the transportation of those pa-
tients by appropriately treating them in place, using telemedicine, 
doing other things, and reduce the transport by 15, 20 percent, 
which is what studies have shown really don’t need to be there, we 
are talking close to $1.5 billion a year—a year—savings to the 
Medicare program if they would stop reimbursing us for the mile 
and reimburse us for the treatment we provide. 

Mr. CAREY. So, to that end, can you give some examples of what 
exactly Treatment in Place is like in the field? 

Mr. ZAVADSKY. Sure. Real quick. So, the last one that I did— 
because I did a lot of the Treatment in Place when I was working 
on the ambulance during the ET3 model—a pediatric patient, ab-
dominal pain. Went to the ER. The ER took 6 hours. The mother 
got frustrated, drove her home, called 911, falsely thinking that 
going by ambulance to the ER would get them a higher priority. 
That is not how that works. Twenty-seven percent of the patients 
we bring to the ER go to the waiting room, directly. 

Instead of bringing her to the emergency room, we arranged, 
through a telemedicine visit, to have her mom take her to the Chil-
dren’s Center, to the Urgent Care Center, because the patient told 
us that she was having abdominal pain for 3 days, and she hasn’t 
had a bowel movement for a week and a half. Okay, it doesn’t take 
a rocket scientist to probably figure out what is going on there. 

Mom texted me an hour and a half later. They were in and out 
of the urgent care. She was treated for her constipation, felt much 
better, and she was bringing her back to school. 

Those are the types of patients we are talking about. 
Mr. CAREY. And I think those are the good examples. Those are 

the examples that you shared with me when we met. 
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So really quick, because we only have about 53 seconds, how 
would the Treatment in Place be handled under balanced billing? 

Mr. ZAVADSKY. We follow the same rules. So, whatever the 
GAPB Committee recommends, and Congress approves, we would 
do the exact same thing under the Treatment in Place program, so 
that the patients, again, aren’t in the middle. We work with the 
payers, and quite frankly, a lot of the commercial payers, as men-
tioned earlier, are starting to pay us for that service anyway, be-
cause they are more willing to pay for that than they are willing 
to pay for the ER visit. 

Mr. CAREY. And with that, Mr. Chairman, I yield back. 
Chairman SMITH. Thank you. I would like to thank our wit-

nesses for appearing before us today. I want to thank my col-
leagues for making the effort to travel to hear from folks across the 
country outside of Washington, D.C. And I want to thank Ms. Beth 
van Duyne and Dr. Burgess and Mr. Arrington for hosting us in 
your great state of Texas. And I want to thank Global Medical Re-
sponse once again for allowing us to have this field hearing here. 
We are very grateful. 

Please be advised that members have 2 weeks to submit written 
questions to be answered later in writing. Those questions and 
your answers will be made part of the formal hearing record. And 
with that the committee stands adjourned. 

[Whereupon, at 4:41 p.m., the hearing was adjourned.] 
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LOCAL SUBMISSIONS FOR THE RECORD 
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