HR 1153 - Rural Physician Workforce Production Act of 2025
Section-by-Section


Section 1. Short Title 
Rural Physician Workforce Production Act of 2025

Section 2. Elective Rural Sustainability Per Resident Payment for Residents Training in Rural Locations.

(a) Establishes a new subsection (u) under Section 1886 of the Social Security Act (42 U.S.C. 1395ww) regarding rural per resident payments. 
(u)     Subsection (u) establishes the Elective Rural Sustainability Per Resident Payment Amount (ERSPRPA, or rural PRPA) for Residents Training in Rural Locations

Determination of Payment Amount:
This establishes the amount of reimbursement a hospital would receive if it chooses this payment method, rather than the traditional DME payments. First, it determines a total amount per resident that could be received, then it subtracts any payments it normally receives for direct graduate medical education costs. This prevents double billing.

The total payment per resident is set using median direct training cost data from a GAO report and updated for inflation. Residents training in a rural training track would receive the full amount regardless of whether setting (time is spent in urban and rural locations.) Residents not participating in a defined rural track would receive half of that amount for time spent in a rural location. The reduction is to prevent windfall payments since the hospital would also be receiving higher urban indirect GME payments.

Following initial establishment, both the rural and urban payments will be updated annually by the annual percentage increase in the consumer price index for all urban consumers.  

Some nuances of the payments:
· No discount for Medicare share: These payment amounts are NOT discounted or adjusted due to Medicare patient-load.

· Applicable hospitals: A hospital is eligible for the rural PRPA no matter whether it is otherwise eligible for Medicare Direct or Indirect payments. This means that Critical Access Hospitals and Sole Community hospitals are eligible, not just typical hospitals reimbursed under the Inpatient Prospective Payment System (IPPS).

· No limitations (cap) on positions: Reimbursement for residents under this subsection will not result in the establishment of a limitation (cap) on the number of residents (or be taken into account in determining such limitations during a cap-building period), or toward the application of a limitation.  It will also not affect the typical payments related to Direct and Indirect GME a hospital receives.

· Allocation of Payments: Will be spread between parts A and B and the trust funds under those reflecting the proportion of the costs associated with each part.

· Eligibility: A hospital is eligible for the rural PRPA for training time spent in a rural location in two ways, 1) if resident trains at least 8 weeks over the course of training in a rural location and the hospital pays the salary and benefits of the resident for that time, and 2) if the resident is part of a rural training track or integrated track where more than 50% of total residency time in rural location. For the latter situation, the hospital is eligible for the payment for both the rural and urban training time.

· Determination of Full-Time Equivalent Residents: This is done in the same manner as direct GME, but without the limitation (caps.) 

· Definitions: 
(a) Applicable hospital: hospital, critical access hospital or sole community hospital
(b) Approved medical residency training program, direct graduate medical education costs and residents – all have meaning given in traditional Medicare GME. 
(c) Rural training location: based on the 2010 or later census meets one or more of the following criteria: training occurs outside of an urban Metropolitan Statistical Area (traditional Medicare definition of rural), or in a location with a rural-urban (RUCA) code of 4 or higher, or in a sole community hospital or within 10 miles of one.  

(b) Treatment of Critical Access Hospitals (CAH) and Sole Community Hospitals (SCH)
a. A CAH critical access hospital may choose to be treated as a hospital or non-hospital provider setting for the purposes of counting resident time. If considered a non-hospital provider, another hospital (typically urban) can claim the resident time (and costs) if it pays the resident’s salary and benefits and the CAH cannot claim direct education costs.
b. A SCH’s hospital specific payment rate should not include medical education costs if the time spent by the resident is reimbursed through the rural PRPA. 

(c) Conforming Amendments: changes in current sections of the statute to conform to the provisions of this legislation.

Section 3. Supporting New, Expanding, and Existing Rural Training Tracks. 

Explicit clarification that any FTE resident in an approved medical residency program or a rural track, regardless of where the training occurs and regardless of specialty, shall not be taken into account for the purposes of applying a limitation (or cap) under direct or indirect GME.

