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Rural populations are older, poorer, and sicker than urban populations.1,2,3 They also face additional barriers accessing health 
care, in part due to cost.2,4,5 Access to care is important for overall physical, social, and mental health status, and can lead to 
improved population health outcomes (such as lower rates of chronic disease and increased life expectancy).3,4,6 Access to 
primary care is especially important, as it often serves as the first point of contact for patients with providers. Patients who 
obtain primary care services receive more preventive care and have lower rates of illness and premature death.7,8

Rural communities suffer from provider shortages, and those living in rural areas often have to travel longer distances to 
receive care.1,4,5 Many rural Americans live in counties without a primary care facility or with few primary care providers, 
and for those underserved communities, access to care is often a serious concern.1,7 Even if an individual has a local facility, 
cost may limit his or her ability to receive necessary care.4,9

Although older Americans are nearly universally eligible for Medicare, cost often poses a substantial barrier to accessing 
care.10 Medicare beneficiaries have substantial health care needs and relatively high (and increasing) out-of-pocket 
expenses.2,11 These expenses are often the greatest financial burden for Medicare recipients, causing some beneficiaries to 
delay or avoid services viewed as discretionary (such as filling prescriptions).12 Medicare beneficiaries cite medical bills as 
one of the most common barriers to seeing a physician,10 and more than one-third of beneficiaries in traditional Medicare 
(and half of those with incomes below $20,000) spent 20% or more of their per capita total income on out-of-pocket health 
care costs in 2013.11

Expenses include premiums, deductibles, and cost-sharing for Medicare-covered services, as well as spending on services 
not covered by Medicare, such as long-term care services and supports and dental care. In addition, Medicare’s benefit 
design contains no ceiling on out-of-pocket costs for covered services, which can expose beneficiaries to high costs.13 Rural 
Medicare beneficiaries may be particularly vulnerable. Research has shown that households in nonmetropolitan counties are 
more likely to report that the cost of health care limits their ability to receive care,4,14 and Goins et al. found that cost was a 
consistent barrier to seeking and accessing health care among the rural elderly.15

Federally Qualified Health Centers (FQHCs) and Rural Health Clinics (RHCs) are Centers for Medicare & Medicaid 
Services (CMS)-designated, safety-net facilities that share a mission to improve access to care (especially primary care) for 
underserved populations, including rural communities.16-18 Other studies have examined the patient base19-21 and quality 
of care22-25 at FQHCs and RHCs. In addition, previous studies have investigated the extent to which FQHCs and RHCs 
improve access to care by calculating ambulatory care sensitive (ACS) admission rates (hospitalization for conditions 
considered potentially preventable).26 Studies have generally found that the presence or use of a FQHC was associated with 
lower ACS admission rates.5,27,28 However, research investigating the relationship between the presence or use of RHCs and 
ACS admission rates is mixed.5,26,27,29

The purpose of this study is to investigate cost barriers to accessing care at FQHCs and RHCs for the rural Medicare popu-
lation. We know of no previous work that has 1) a wide, national scope, 2) used data after the enactment of the Patient  
Protection and Affordable Care Act, and 3) empirically investigated access to care at FQHCs and RHCs from perspectives 
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other than ACS hospitalizations. Cost is often a significant barrier to accessing care for the rural Medicare population, so 
having a better understanding of the variations in cost-sharing at different types of safety-net facilities is important. If popu-
lations are not able to access care, it may lead to increased spending and/or worse outcomes over time. Potential disparities 
in access could be a source of concern to policy makers, health care practitioners, and other community stakeholders. 

BACKGROUND 

FQHCs and RHCs both provide services typically furnished in an outpatient clinic, with an emphasis on primary care. The 
specific services covered by Medicare at FQHCs and RHCs are similar, with the one exception that outpatient diabetes 
self-management training and medical nutrition therapy for patients with diabetes or renal disease are Medicare-covered 
services at FQHCs, but not RHCs. Additionally, FQHCs must provide the required primary health services listed in sec-
tion 330(b)(1) of the Public Health Service Act and many choose to provide additional support services (such as transpor-
tation or case management) that are not covered by Medicare.30,31

The FQHC program was created by the Omnibus Budget Reconciliation Act of 1990 and amended in 1991. FQHCs in-
clude community health centers, migrant health centers, health care for the homeless health centers, public housing prima-
ry care centers, and health center program “look-alikes.”  They also include outpatient health programs or facilities operated 
by a tribe or tribal organization or by an urban Indian organization. Eligible entities must first apply to Health Resources 
and Services Administration (HRSA) to receive Health Center Program designation before applying to CMS for FQHC 
certification.  FQHCs may be public or not-for-profit, but they must, per the HRSA Health Center Program requirements, 
serve a medically-underserved area (MUA) or medically-underserved population, offer sliding-fee scales for beneficiaries 
with incomes less than 200% of the Federal Poverty Level (FPL), and be governed by a board of directors composed of a 
majority of health center beneficiaries who represent the population served.16,31 Most FQHC patients are either uninsured 
or enrolled in Medicaid; however, Medicare is an important source of revenue for FQHCs, especially those located in rural 
areas.32,33 Nearly 2.4 million Medicare beneficiaries receive care at FQHCs. It is expected that the number of Medicare 
beneficiaries served by FQHCs will grow, as health centers expand into new communities and as current patients age into 
eligibility for the insurance program.32

RHCs were established by the Rural Health Clinics Act in 1977 to address the inadequate supply of providers in rural 
areas. Unlike FQHCs, RHCs can be for-profit and must be staffed with non-physician practitioners at least 50% of the 
time. RHCs can be independent or provider-based (an integral and subordinate part of a hospital, skilled nursing facil-
ity, or a home health agency). RHCs must be located in an area that is non-urbanized and designated as a shortage area. A 
clinic cannot be recognized as both a FQHC and RHC.17,31 About one-third of RHC patients are Medicare beneficiaries.18 
Although RHCs are not required to provide services on a sliding fee scale, many do, as it is often necessary to obtain facility 
HPSA designation,31,34 become a National Health Services Corps approved site,35,36 and/or qualify as not-for-profit.35 Many 
RHCs are also an important source of free- and reduced-cost care in their communities.18 A 2010 policy brief found that 
86% of independent RHCs offer free care, sliding fee scales, or both.37

FQHCs and RHCs are similar in mission and services provided, but have different regulations regarding patient cost-
sharing.  A sliding-fee scale is mandatory for FQHCs per the HRSA Health Center Program [Section 330(k)(3)(G) of 
the Public Health Service Act; 42 CFR 51c.303(f ), 42 CFR 51c.303(g), 42 CFR 51c.303(u), 42 CFR 56.303(f ), 42 CFR 
56.303(g), and 42 CFR 56.303(u))], but it is optional for RHCs. In addition, the Medicare Part B deductible is waived at 
FQHCs for Medicare-covered services; the Part B deductible applies at RHCs. At FQHCs, Medicare coinsurance is 20% 
of the lesser of the FQHC’s charge for the specific payment code or the PPS rate. At RHCs, coinsurance is 20% of total 
charges. Both types of facilities set their own charges, but these charges must be reasonable and uniform for all patients.30,31
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METHODS 

Conceptual Model

We hypothesize that variations in the cost of care are in large part determined by the type of facility (i.e., FQHC or RHC), 
as FQHCs and RHCs use different rules to calculate patient cost-sharing. There is an upper limit for Medicare payment to 
FQHCs and RHCs. However, provider-based RHCs whose parent hospital had less than or equal to 49 beds are exempt 
from this limit. Therefore, RHCs in our model are categorized as independent, provider-based whose parent hospital had 
less than or equal to 49 beds (PB RHC, ≤ 49 beds), or provider-based whose parent hospital had greater than or equal to 50 
beds (PB RHC, ≥ 50 beds).

Previous research has shown that other factors, such as facility rurality, facility ownership, provider supply, and community 
demographics may also influence costs at these facilities.38-41 In addition, policies at the state level can influence our study 
outcomes.42 Therefore, variables to control for these factors are included in the model.

The most common diagnoses at a facility are indicative of its patient population and the types of services provided. Medi-
care-covered services are similar at FQHCs and RHCs,30 and previous research has shown that the most common diagno-
ses of Medicare patients are similar at both facility types.38 However, it is likely that costs will differ by diagnosis. Therefore, 
separate analyses were performed for common diagnoses in the study sample. In these analyses, Clinical Classification 
Software groupers were used to cluster patient diagnoses into a manageable number of clinically meaningful categories.43

Study Sample
We used the Medicare Master Beneficiary Summary File to identify all rural beneficiaries living in the U.S. or its territories, 
including only Fee-For- Service (FFS) beneficiaries in both Parts A and B (including part-year beneficiaries and Medicare 
as a secondary payer.). We then linked these beneficiaries with their claims generated at FQHCs and/or RHCs from Janu-
ary to December 2014 in the Medicare Outpatient Research Identifiable File. These claims were rolled up to the facility-
level to give information per facility. Therefore, our study only includes FQHCs and RHCs that had more than 10 claims 
from rural Medicare beneficiaries in 2014. Facilities with small numbers of claims were suppressed for privacy and not 
included in our sample. We chose calendar year 2014 because it is the most recent year in which data using consistent ICD 
codes for the entire year were available —ICD 9 to ICD 10 switch occurred in October 2015. FQHCs and RHCs were clas-
sified using the last four digits of their CMS Certification Number (CCN). Twenty-two provider-based RHCs could not be 
matched with their parent hospital due to incomplete or missing information and are not included in this study. Informa-
tion on each facility’s location and ownership was obtained through the CMS Provider of Services Current File. County-
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level data were obtained through County Health Rankings.44 Overall, this process resulted in 2,352,088 claims generated at 
2,987 FQHCs (individual sites) and 7,357,302 claims generated at 3,631 RHCs over the study period.

Variables
Dependent variables. Cost-sharing was calculated by adding the Medicare Part B deductible (including blood deductible45) 
and coinsurance amounts.46 Charges are the total charges for all services included on the Medicare institutional
claim.46 Charges are taken from the provider’s usual and customary fee structure and may or may not be tied to cost.38 Coin-
surance is the Medicare Part B coinsurance amount.46

Independent variables. Type categorizes facilities into FQHCs or RHCs. RHCs are further classified as independent, pro-
vider-based whose parent hospital had less than or equal to 49 beds (PB RHC, ≤ 49 beds), or provider-based whose parent 
hospital had greater than or equal to 50 beds (PB RHC, ≥ 50 beds). Rural is defined as being located outside metropolitan 
Core Based Statistical Areas, or within metropolitan areas and having Rural-Urban Commuting Area (RUCA) codes of 4 
or greater;47 this is the definition used by the Federal Office of Rural Health Policy and other federal programs. Facilities 
are classified by ownership as for-profit, not-for-profit, government, or religious. Provider supply is measured by county-
level primary care physician (PCP) and specialist ratio (per 100,000 people). Community demographic measures include 
county-level child poverty rate, rate of individuals younger than 65 without health insurance, the percent of minority (non-
white) individuals, and the percent of individuals aged 65 or older.

Data Analysis
Analysis was performed using Ordinary Least Squares regression and Stata 14 (StataCorp LP, College Station, TX) sta-
tistical software. Observations in the data set are at the facility-level (i.e., average cost-sharing per claim at each facility). 
However, facilities had varying numbers of claims from rural Medicare beneficiaries in 2014, which could distort the re-
sults. Therefore, analyses were weighted by total claims at each facility to more accurately represent cost disparities among 
different facility types. Additionally, regressions were clustered at the county-level to account for unobserved population 
factors affecting the cost of care at facilities in each county. Multivariate linear regression was used to estimate the effect of 
facility type on cost-sharing, charge, and coinsurance per claim for all diagnoses and on cost-sharing per claim for specific 
diagnoses.

This paper and the Facility-Based Ambulatory Care Provided to Rural Medicare Beneficiaries in 2014: A Chartbook were 
produced together using the same dataset. The authors made statistical decisions (e.g., handling missing data, suppress-
ing small numbers) in the analysis for the paper that lead to minor differences in the mean cost sharing values reported. 
Although these values have slight differences, the results of the paper are supported by the data in the chartbook.

RESULTS

Descriptive Statistics
Table 1 shows that PB RHCs, ≤ 49 beds had the highest number of claims from rural Medicare beneficiaries in 2014. PB 
RHCs, ≥ 50 beds had the lowest number of claims in the study sample. In 2014, the mean number of claims per beneficiary 
ranged from 1.78 at PB RHCs ≥ 50 beds to 1.84 at FQHCs and independent RHCs.  The mean beneficiary cost-sharing per 
claim was higher at RHCs than FQHCs, with the highest at PB RHCs, ≥ 50 beds— average cost-sharing per claim was 65% 
higher at PB RHCs, ≥ 50 beds compared with FQHCs. Mean coinsurance and charge amounts per claim were also highest 
at PB RHCs, ≥ 50 beds. The mean cost-sharing and charge per claim at FQHCs and RHCs in our study were slightly higher 
than, but followed a pattern consistent to, the amounts reported in a series of 2014 findings briefs.38,48 The majority of facili-
ties in our study sample were located in rural areas. Some RHCs were considered to be in an urban area, due to variations 
in the definition of rural and changes in the population of an area after the establishment of a RHC. The vast majority of 
FQHCs were not-for-profit. Most independent RHCs were for-profit, and most provider-based RHCs were not-for-profit. 
FQHCs in the study sample were located in counties with a higher ratio of PCPs and specialists, lower uninsured rate, 
higher percent minority, and lower percent elderly.

http://www.shepscenter.unc.edu/download/18389/
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FQHC RHC

Independent PB, ≤ 49 beds PB, ≥ 50 beds

Number of facilities 2,987 1,555 1,838 238

Number of claims 2,352,088 3,091,615 3,863,820 401,867

Average number of claims 
per facility 787 1,988 2,102 1,688

Average number of claims 
per beneficiary in 2014 1.84 1.84 1.82 1.78

Dependent variables

Cost-sharing per claim, mean (SD) $25.12 (7.09) $36.27 (10.91) $39.07 (9.68) $41.45 (11.77)

Charge per claim, mean (SD) $144.81 (44.76) $130.79 (41.22) $148.74 (61.78) $151.31 (45.40)

Coinsurance per claim, mean (SD) $25.12 (7.09) $22.86 (8.00) $26.28 (8.55) $26.65 (9.29)

Independent variables

Rurality

Rural, % (n) 51.72 (1,545) 82.38 (1,281) 92.60 (1,702) 84.03 (200)

Urban, % (n) 48.28 (1,442) 17.62 (274) 7.40 (136) 15.97 (38)

Facility ownership

For-profit, % (n) -- 69.20 (1,076) 12.35 (227) 19.75 (47)

Not-for-profit, % (n) 94.11 (2,811) 27.27 (424) 57.83 (1,063) 63.45 (151)

Government, % (n) 5.42 (162) 3.54 (55) 29.82 (548) 16.81 (40)

Religious, % (n) 0.47 (14) -- --

Provider supply

PCPs per 10K population, mean (SD) 64.47 (32.96) 48.47 (26.91) 48.74 (27.74) 50.18 (25.20)

Specialist physicians per 10K population, mean (SD) 100.26 (105.24) 45.89 (58.19) 28.99 (48.34) 53.43 (49.47)

County demographics

Child poverty, mean % (SD) 18.46 (6.13) 19.38 (6.56) 17.32 (5.94) 21.17 (6.53)

Uninsured < age 65, mean % (SD) 17.66 (5.03) 18.00 (4.63) 17.77 (5.20) 18.70 (3.88)

Minority population, mean % (SD) 30.52 (22.52) 21.97 (20.80) 19.81 (19.31) 25.04 (24.34)

People > age 65, mean % (SD) 15.40 (3.97) 16.91 (4.37) 17.99 (4.12) 16.82 (4.10)

n = number of facilities 
Note: Observations in the data set are at the facility-level, so the dependent variable means are the average of the average at each facility.

Table 1. Descriptive data of FQHCs and RHCs in the study sample, 2014 Calendar Year
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Multivariate Analysis
All Diagnoses. Table 2 shows that, after controlling for other factors listed in the table, beneficiaries had higher cost-sharing 
amounts at RHCs (especially PB RHCs, ≥ 50 beds) compared with FQHCs. At PB RHCs, ≥ 50 beds, cost-sharing per 
claim was $17 higher than at FQHCs. Cost-sharing was about $15 and $12 more per claim at PB RHCs, ≤ 49 beds and 
independent RHCs respectively, compared with FQHCs. Charge per claim was higher at PB RHCs (almost $19 higher at 
PB RHCs, ≥ 50 beds), but lower at independent RHCs (although not significantly), compared with FQHCs. Coinsurance 
per claim was slightly higher at PB RHCs, and lower at independent RHCs, compared with FQHCs. It is not surprising 
that coinsurance and charges follow the same pattern, as coinsurance is generally calculated as a portion of charges. In these 
analyses, the control variables had small and/or insignificant effects. Levels of rurality were explored using RUCA mea-
sures47 in the regressions and results were qualitatively identical.

Most Common Diagnoses. The diagnoses most common at FQHCs and RHCs in the study sample were very similar. Es-
sential hypertension was the most common diagnosis at each facility type: 12.2% of total FQHC claims and 10.9% of total 
RHC claims were for hypertension. Diabetes mellitus without complication was the second most common. 8.5% and 6.5% 
of total claims were for diabetes at FQHCs and RHCs respectively. A diagnosis of spondylosis, intervertebral disc disor-
ders, or other back problems was also common: 4.4% of total FQHC claims and 4.9% of total RHC claims were for this 
diagnosis. Table 3 shows stratified cost-sharing regressions for each of these diagnoses.

Cost-sharing 
per claim

Charge 
per claim

Coinsurance 
per claim

Facility typei

Independent RHC $11.57*** -$5.75 -$0.96

PB RHC, ≤ 49 beds $14.68***  $9.52***  $2.33***

PB RHC, ≥ 50 beds $17.18***  $18.87***  $3.99***

Ruralityii

Urban -$0.18 -$1.47  $0.14

Facility ownershipiii

Not-for-profit (3)  $0.74  $1.83  $0.06

Government (2) -$1.12 -$6.37 -$1.43*

Religious (5) -$0.59 -$6.41 -$1.17

Provider supply

PCP ratio -$0.01  $0.02  $0

Specialist ratio  $0.01*  $0.04*  $0.01***

Community demographics

Poverty rate -$0.03  $0.03  $0.02

Uninsured < age 65 rate -$0.18* -$0.96** -$0.16**

Minority population percentage -$0.01 -$0.09 -$0.02

People > age 65 percentage  $0  $0.05 -$0.01

R-squared values: Cost-sharing = 0.45; Charge = 0.28; Coinsurance = 0.27 
*P ≤ .05, **P ≤ .01, ***P ≤ .001 
iFQHC is reference category 
iiRural is reference category 
iiiFor-profit is reference category

Table 2. Multivariate linear regression estimating the effect of facility type on  
cost-sharing, charge, and coinsurance per claim
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Overall, the results follow the same pattern as cost-sharing for all diagnoses: after controlling for other factors, beneficiaries 
have higher cost-sharing amounts at RHCs compared with FQHCs, with the highest generally at PB RHCs, ≥ 50 beds, 
then PB RHC, ≤ 49 beds, then independent RHCs. Cost-sharing was highest for diabetes diagnoses, followed by hyperten-
sion and spondylosis/back problems. Control variables had small and/or insignificant effects. Levels of rurality were again 
explored using RUCA measures47 in the regression and results were qualitatively identical.

DISCUSSION

The purpose of this study was to empirically investigate cost as a barrier to accessing care at FQHCs and RHCs for the 
rural Medicare population. In the regression analyses, we found statistically significant variations in cost-sharing, charge, 
and coinsurance per claim based on facility type, after controlling for other factors. Cost- sharing per claim (sum of the 
deductible and coinsurance amounts) was higher at RHCs than FQHCs. This is likely due to the fact that Medicare policy 
is written so that the Part B deductible does not apply to FQHC services (but does apply to RHC services) and sliding fee 
scales are required at FQHCs (but optional at RHCs).49 Among RHCs, cost- sharing was highest at PB RHCs, ≥ 50 beds—
it was about $17 higher than at FQHCs. Beneficiaries had an average of 1.82 claims per year in our study sample, so over 
the year, the cost-sharing burden was actually about $31 more at PB RHCs, ≥ 50 beds compared with FQHCs. Charge per 
claim was higher at provider-based RHCs, but lower at independent RHCs, compared with FQHCs. Coinsurance, which is 
generally calculated as a portion of charges, followed the same pattern.

Hypertension Diabetes
Spondylosis/

back problems

Facility typei

Independent RHC $14.31*** $16.59*** $9.08***

PB RHC, ≤ 49 beds $16.74*** $19.24*** $13.41***

PB RHC, ≥ 50 beds $20.17*** $23.19*** $13.19***

Ruralityii

Urban -$0.12 -$0.21 $1.15

Facility ownershipiii

Not-for-profit (3)  $1.78*  $0.89  $0.17

Government (2) -$0.70 -$1.09 -$1.38

Religious (5) -$0.61 -$3.37 -$1.65

Provider supply

PCP ratio  $0  $0  $0

Specialist ratio  $0.01  $0.01  $0

Community demographics

Poverty rate -$0.04 -$0.10  $0

Uninsured < age 65 rate -$0.28** -$0.29** -$0.14

Minority population percentage -$0.01 -$0.01 -$0.01

People > age 65 percentage -$0.04  $0.03  $0

R-squared values: Cost-sharing = 0.45; Charge = 0.28; Coinsurance = 0.27 
*P ≤ .05, **P ≤ .01, ***P ≤ .001 
iFQHC is reference category 
iiRural is reference category 
iiiFor-profit is reference category

Table 3. Multivariate linear regression estimating the effect of facility type 
on cost- sharing for specific diagnoses
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Hypertension, diabetes, and spondylosis/back problems were the most common diagnoses in our study sample. Cost-shar-
ing amounts for each these diagnoses differed slightly from one another (and compared with cost-sharing for all diagnoses 
in Table 2), but the pattern was consistent: beneficiaries had higher cost-sharing burdens at RHCs compared with FQHCs, 
and it was highest at PB RHCs, ≥ 50 beds.

These differences across facility types could be due to variations in service mix, patient mix, sliding fee scales, coding prac-
tices, staff capacity, and/or the types of providers delivering care. FQHCs have a slightly wider range of services covered by 
Medicare, and also often provide additional support services (such as case management or transportation). Although these 
support services are not covered by Medicare, they could have been factored into the facility’s charges and consequently 
increased coinsurance and cost-sharing amounts. Additional research is needed to investigate reasons behind the variations 
in cost at different types of safety-net facilities. 

Limitations
Our study was subject to several limitations. First, the regressions focused on a specific population: rural Medicare ben-
eficiaries (FFS, in Parts A and B) who received care at a FQHC or RHC. This allowed us to analyze a similar population 
and control for insurance status; however, the results of our study are not necessarily generalizable to a larger population. 
Second, although we stratified the regressions by most common diagnoses, information about the type or complexity of 
services was not included. Third, this study focused on the cost-sharing amount (what patients were responsible to pay), 
not actual expenses—it excluded the effect of other payers (e.g., Medigap, supplemental/secondary insurance) and non-
payment. However, previous studies have found that other payment sources (i.e., supplemental/secondary insurance) 
accounted for only about 0.3% and 0.6% of payment for Medicare claims on average at FQHCs and RHCs respectively.38,48 
Further research should be done controlling for patient and service mix, and including other payment sources.

Conclusion
FQHCs and RHCs are important primary care providers in rural, underserved communities.7,38 After controlling for other 
factors, rural Medicare beneficiaries had higher cost-sharing per claim at RHCs (especially PB RHCs, ≥ 50 beds) compared 
with FQHCs. As patients generate more claims, this disparity will accrue over time and continue to have a disproportion-
ate impact. Medicare policy is written so that the Part B deductible does not apply to FQHC services (but does apply to 
RHC services) and HRSA policy requires sliding fee scales at FQHCs, which likely contributes to the higher cost-sharing 
burden at RHCs.53

Despite the substantial set of benefits that Medicare provides, many beneficiaries (especially those living in rural areas) are 
often left vulnerable by financial burdens and unmet needs.13 If populations are not able to access care (especially primary 
care) due to cost, it may lead to several negative consequences.50 Patients may decide to postpone or forgo care, and end up 
in the emergency department—often a more costly, and less effective, alternative.2,5 Access to care is important for im-
proving and maintaining health, as well as reducing health care costs in the long term, especially for the Medicare popula-
tion.51,52

As the single largest purchaser of health care in the country,13 it is important for Medicare to continuously assess how 
policies are realized in practice, as it affects both the Medicare program itself and the beneficiaries it serves. There is a need 
to assess the impact of higher cost-sharing on access to health services by rural Medicare beneficiaries without access to 
a FQHC. Additionally, paying different amounts for the same or similar services depending on the type of facility that is 
most accessible may not be consistent with optimal health care policy.
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