POINTS OF CONSIDERATION FOR PHYSICIANS


Critical Access Hospital Program











The hospital does not have to change its services or de-license beds.  For the most part, business as usual.


Medicare will reimburse appropriate observation stays.  Under CAH, observation is paid as an outpatient service.  Observation patients are not included in the daily acute care census count.


The critical access hospital is required to maintain an annual average length of stay 96 hours or less for acute care patients.  There is no requirement for an annual average length of stay for swing bed patients.  The swing bed patient must meet Medicare skilled nursing requirements where the length of stay and benefits depend on how the patient meets the need for extended care services.


Case management is critical to maintaining an average length of stay 96 hours or less.  The patient’s plan of care which includes the expected date of discharge needs to be developed as soon as possible.  The hospital staff must then implement and provide the care in the most efficient, safe manner.  Some type of daily surveillance through utilization review or a discharge planning program is important to monitor the length of stay and each patient’s progress/status.  Some hospitals have daily patient conferences.  Case management is seven days a week.  Nursing homes and home health services have to be ready to take patients on weekends and even holidays.


The hospital has a responsibility to keep its number of acute care inpatients 15 or under and the number of swing bed patients at 10 or 25 patients as a total number for the hospital.  


If a physician transfers an acute care patient to another hospital, the hospital will receive the complete DRG reimbursement for the patient.  The critical access hospital


      will be reimbursed for its costs; there is no splitting of the DRG reimbursement with                                                       


      the other hospital.  This should be a positive for the other hospital accepting a patient 


      from a critical access hospital.


Critical access hospitals can be reimbursed for physician recruitment.  Also, critical access hospitals can be reimbursed for physicians on call for the emergency department.  There are specific guidelines the CAH must follow for that reimbursement.


The critical access hospital program allows Mid-level providers to provide inpatient and emergency department care as long as the mid-level provider has physician supervision.  The physician does not have to be on-site but can be accessible by phone or fax.


Capital improvements which includes capital equipment can be reimbursed through the CAH program based on percentage of Medicare business.  


CAHs are exempt from APCs.




















There are specific Medicare critical access hospital standards of participation.  A critical access hospital applicant must go through an Illinois Department of Public Health survey prior to approval as a CAH.  The hospital is surveyed to see if it meets the CAH standards as well as state guidelines found in the Illinois Hospital Licensing Act .  Surveyors review hospital operations, emergency care services, nursing care, physical plant and life safety.  Surveyors will also review the physician credentialing and re-credentialing program, quality improvement program which includes medical care and medical staff bylaws and committee reports.


A critical access hospital is required to have at least one transfer agreement with another hospital and a regional EMS agreement.   This allows the CAH to have a resource hospital to accept its patients without difficulty and establish a working relationship for both medical staff.


      





	


