
Provisions included in revised Gardner (old S. 289) 
Red font includes explanations of importance, changes related to conceptual agreement with AAMC requests, and/or 

other changes such as CMS activity. 
 

Provision Subprovisions or Meaning Notes/Added Explanation 

Elective Rural 
Sustainability Per 
Resident Payment 
Amount  

Creates new subsection (u) under (42 
USC 1395ww) 

Creates new payment per resident 
Tied to national direct education expenses from 
cost reports (from GAO 2018 report – approx. 
$151 K in 2015) 

Establishment of Payment 
and updates 

Elective 
 

 
Total Elective Rural Sustainability 
Amount (TERSA)  

Old Gardner (S. 289) uses DME and IME 
amounts to establish the payment amount.  
See above – this changes how the payment is 
identified, so it does not affect IME at all.  

 Rural Training Tracks receive Full TERSA 
for entire training – no matter the 
location 

 

 Urban–TERSA  
Urban Hospital rural rotations (> 8 wks 
duration) payment equals ½ TERSA 

For training time in rural locations 

 Elective Rural Sustainability Per 
Resident Payment (ERS-PRP) 

Actual Payment Per Resident an institution 
receives if training is not an RTT 

1) Rural locations that already receive 
Medicare Direct education payments 
receive the National TERSA minus what 
every they already receive in direct 
costs from Medicare 

2) Urban Hospitals would receive the 
Urban TERSA minus what they already 
receive in direct costs from Medicare  

Updated annually by CPI-U 
 

 
Payment not discounted by Medicare 
patient load (This clarifies that it isn't 
based on Medicare DME/IME formula) 

 

 
Payments allocated between Part A and 
B reflecting proportion of such costs 
associated 

 

Eligibility - Payment to 
hospital for time spent by 
resident training in a rural 
location (as defined in bill) 

Resident spends at least 8 weeks over 
the course of their training 

This time spent in rural training using the 
elective payment does not count against the 
institutions' caps.  

  Any Specialty   

  Hospital pays the salary and benefits of 
the resident for that time spent in rural 
location 

  

Eligibility - Payment to 
hospital for time spent by 
resident training in a rural 
location (as defined in 
bill) - Rural Training Track 

Payment for all resident training time 
(urban and rural) if resident spends 
more than 50% time in rural location(s) 

 



 
Not specialty Dependent 

 

Definitions 
  

Applicable Hospital Defined as hospital or critical access 
hospital 

Needed because currently CAHs are not defined 
as hospitals 

Approved medical 
residency program, direct 
graduate medical 
education costs, resident  

refers to definitions found in subsection 
(h)(5) 

 

Rural locations Based on 2010 census or subsequent We don't want currently eligible locations to 
become ineligible over time  

 
Meets one or more of these criteria: 
rural area (defined in 1886 (d)(2)(D)); 
location with a RUCA code = to or 
greater than 4.0; a sole community 
hospital (SCH) or within 10 miles of a 
SCH defined at ((d)5)(D)(iii))) 

 

Budget neutrality Secretary ensures that aggregate 
payments for DGME and IME costs 
under this title are not greater than 
would have been made under this title.  

Agreed to AAMC request to remove this 
provision -  

 
Secretary may make appropriate 
adjustments to payments to DME and 
IME. 

 

Treatment of Critical 
Access Hospitals and Sole 
Community Hospitals 

CAH may elect to be treated as a 
hospital or non-provider for the 
purpose of counting resident time  

Similar to Tester bill from 115th Congress 
(S.455) 
In the final IPPS rule for FY2020 CMS just fixed 
part of this issue. Urban hospitals now allowed 
to count time spent in critical access hospitals 
beginning FY2020  

If CAH claims/receives payments for 
direct costs, its elected payment would 
equal the TERSA minus what it already 
receives.  

 

 
If Sole community hospitals elect to 
receive the elective payment, the 
Medicare hospital specific payment 
amount shall not include medical 
education costs  

 

Section 3 - RRTs Removes the 130% cap limitation 
 

  Any FTE resident in approved medical 
residency (or separately defined track) 
with more than 50% time in rural 
locations shall not be taken into 
account for cap limits  

All time of such residents no matter location of 
training --does not have a cap limitation; does 
not count toward urban cap limitation; also 
applies to all specialties (This should allow for 
expansion of existing programs that are 
currently restricted as well as new programs.)  

Note: for more 
information contact Hope 
Wittenberg at 
hwittenberg@stfm.org 

  

 


