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2214.
OPTIONAL CALCULATION OF PERCENTAGE OF BAD DEBTS FOR OUTPATIENT SERVICES APPLICABLE TO PROFESSIONAL COMPONENT OF HOSPITAL-BASED PHYSICIANS - COMBINED BILLING

Bad debts for deductible and coinsurance amounts attributable to the professional component services of hospital-based physicians are not an allowable cost under the health insurance program.  Therefore, where providers do not maintain separate bad debt records for physicians' professional services and for provider service, providers may compute the percentage relationship of Medicare outpatient professional component charges to total Medicare outpatient combined charges for professional component and for provider services as follows:

1.
Bad debts for deductibles and coinsurance-physician





$

 224

and provider

2.
Total combined outpatient charges applicable to 
Medicare. (Includes provider services and pro-

fessional component services of hospital-based

physicians.













17,549

3.
Outpatient professional component charges of

hospital-based physicians applicable to 

Medicare
















304

4.
Percentage of Medicare outpatient professional

component charges to total Medicare outpatient

combined charges (Line 3 ÷ Line 2)








1.73%
5.
Bad debts applicable to professional component

and unallowable under Medicare program

(Line 4 x Line 1)











$ 

4
Forms.--The following exhibits shall be used by providers to calculate bad 0debts under this method.

Type of Provider






Exhibit





    -    SSA Form
Hospitals








Exhibit E-1





  1992

Hospital, Hospital-based

Skilled Nursing Facility





Exhibit IV





  9554

Instructions for the completion of these exhibits are included with the forms.

2215.
COST APPORTIONMENT OF AMBULANCE SERVICES RENDERED BY PROVIDERS

Ambulance services rendered to Medicare beneficiaries enrolled under Part B-supplemental medical insurance plan - are reimbursable on a reasonable cost basis.

Providers should set up a cost center for ambulance service and all appropriate overhead costs applicable to this center, should be
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allocated through the cost-finding process.  The total cost for ambulance service should be apportioned to the program based on the ratio of beneficiary charges to total charges as follows:

1.
Total gross charges for ambulance service-all

patients












 $1,339

2.
Gross charges applicable to Medicare patients





    $176

3.
Ratio of program charges to total charges

(Line 2 ÷ Line 1)










13.14%

4.
Total ambulance service costs applicable to all

patients












 $1,370

5.
Costs applicable to Medicare program

(Line 3 x Line 4)










    $180

Forms.--The following exhibits shall be used by providers to allocate ambulance service costs to the program.

Type of Provider





Exhibit




SSA Form
Hospitals







Exhibit I




1992

Hospital, Hospital-based

Skilled Nursing Facility 




Exhibit VIII 



9554

and/or Hospital-based

Home Health Agency










Instructions for the completion of these exhibits are included with the forms.

2216.
CALCULATION OF REIMBURSEMENT FOR THE SERVICES OF INTERNS AND RESIDENTS NOT UNDER APPROVED TEACHING PROGRAM

Services performed for inpatients and outpatients by interns and residents who are not under approved teaching programs are reimbursable to the provider on a reasonable cost basis under the supplementary medical insurance plan - Part B.  The Part B deductible will not be applicable when using billing Form SSA-1453 (Inpatient Hospital and Skilled Nursing Facility Admission and Billing) but will be applicable when using billing Form SSA-1482 (Provider Billing for Medical and Other Health Services). Interim reimbursement for the costs of these services rendered to both inpatients and outpatients is made by the Part A intermediary.

Providers should set up a cost center with the direct costs for these intern and resident services and allocate through the cost-finding processes all appropriate overhead costs applicable to such services. Then, the total cost for these interns and residents not under an approved teaching program should be allocated between inpatient services and outpatient services on the basis of time spent by interns and residents in each of these areas.
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The cost of inpatient services rendered by these interns and residents for program beneficiaries is determined on the basis of an average cost per diem.  The cost of outpatient services for beneficiaries is apportioned to the program based on the ratio of the sum of program Part A and Part B outpatient charges to total outpatient charges for all patients applied to the cost of the intern and resident services.  The costs of all outpatient services furnished beneficiaries after March 31, 1968, are reimbursed under Part B.  (See also §2120, Reimbursement for Costs of Interns and Residents.)

Forms.--The following schedules or exhibits shall be used by providers with interns and residents not under an approved teaching program.

Type of Provider





Exhibit




SSA Form
Hospitals







Exhibit J





1992

Hospital, Hospital-based

Skilled Nursing Facility 




Exhibit IX AND IX-A


 9554

and/or Hospital-based

Home Health Agency







Instructions for the completion of these exhibits are included with the forms.


Special Care Units Providing General Care
2217.
REIMBURSEMENT FOR HOSPITAL SPECIAL CARE UNITS (INTENSIVE CARE UNIT [ICU], CORONARY CARE UNIT [CCU], ETC.) THAT PROVIDE GENERAL ROUTINE CARE

One of the requirements for recognition of a hospital special routine care unit is that it must be physically identifiable as separate from general routine care areas and render only special routine care.  Medicare will reimburse for special care services at the special routine care rate when appropriate.

Where a hospital places general care patients temporarily in special care units because all beds available for general care patients are occupied, the Medicare program will still consider such special care units ass meeting the program requirement of being physically separate.

For purposes of Medicare reimbursement, the days for the general care patients placed in the special care units will be counted as special care days and not as general care days in determining the average per diem for the special care unit(s).  Medicare will reimburse for special care services at that rate.  However, where Medicare patients requiring
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only general care are placed in the special care units, the program will reimburse only at the level of cost associated with general inpatient routine care.  The excess resulting from the difference between the higher level of cost for special care and the level of cost for general inpatient routine care would represent nonreimbursable standby costs.  Program charges for these patients should reflect the general level of routine care.

The hospital must be able to furnish sufficient documentation to satisfy the intermediary that only overflow general care patients are being placed in the special care units.


Physicians' Services in Teaching Hospitals
2218.
AGGREGATE PER DIEM METHODS OF APPORTIONMENT FOR PHYSICIANS' DIRECT MEDICAL AND SURGICAL SERVICES RENDERED IN A TEACHING HOSPITAAL IN THE CARE OF INDIVIDUAL PATIENTS (INCLUDING SUPERVISION OF INTERNS AND RESIDENTS RENDERING SUCH SERVICES)

A.
Aggregate Per Diem Method of Apportionment for the Costs of Physicians' Direct Medical and Surgical Services in the Care of Individual Patients (Including Supervision of Interns and Residents Rendering Such Services).--The cost of physicians' direct medical and surgical services rendered in a teaching hospital to Medicare patients is determined on the basis of an average cost per diem as defined in subparagraph C1 of this section for physicians' direct medical and surgical services to all patients in each of the following categories of physicians:

1.
Physicians on the hospital staff

2.
Physicians on the medical school faculty

B.
Aggregate Per Diem Method of Apportionment for the Imputed Value of Physicians" Volunteer Direct Medical and Surgical Services in the Care of Individual Patients (Including Supervision of Interns and Residents Rendering Such Care).--The imputed value of physicians' direct medical and surgical services, including supervision of interns and residents in the care of individual patients, rendered in a teaching hospital to Medicare patients is determined on the basis of an average per diem as defined in subparagraph C1 of this section for physicians' direct medical and surgical services to all patients except that the average per diem will be derived from the imputed value of physicians' volunteer direct medical and surgical services rendered to all patients.

C.
Definitions.--

1.
Average Cost Per Diem For Physicians' Direct Medical and Surgical Services Services Rendered in a Teaching  Hospital in the Care of
22-54
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Individual Patients (Including Supervision of Interns and Residents Rendering Such Services).--Average cost per diem for physicians' direct medical and surgical services, including supervision of interns and residents in the care of individual patients, rendered in a teaching hospital to patients in each category of physicians' services as described in subparagraphs A1 and A2 of this section means the amount computed by dividing total reasonable costs of such services in each category by the sum of:

a.
Inpatient days (as defined in item 2 which follows), and 

b.
Outpatient visit days (as defined in item 3 which follows).

2.
Inpatient Days.--Inpatient days will be determined by counting the day of admission as 3.5 days and each day subsequent to a patient's day of admission, omitting the day of discharge, as 1 day.

3.
Outpatient Visit Days.--Outpatient visit days will be determined by counting one visit day for each calendar day that a patient visits the outpatient department.  Where the hospital does not accumulated the data necessary to make such a determination, the following alternative methods may be used to establish outpatient visit days:

a.
Divide the hospital's total inpatient charges by the total inpatient days to develop an average inpatient charge per day; then divide this average inpatient charge per day into the total outpatient charges to derive the number of equivalent patient days attributable to outpatient visits.

FACTS:

Total inpatient charges




$800,000

Total inpatient days




      
8,000

Total outpatient charges




$200,000

COMPUTATION:

$800,000 ÷ 8,000 = $100 average inpatient charge per day

$200,000 ÷ $100 = 2,000 outpatient visit days

b.
From the hospital's outpatient records for each completed cost reporting period, a proper sample size covering a representative period of time should be determined.  For each day within the sample period, divide the hospital's total outpatient occasions of service by the total number of outpatients (counting each outpatient only once)
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to develop an average occasions of service per day per patient.  Add up the average occasions of service per day per patient for all days within the sample period and divide this total by the number of days in the sample period; then divide the resultant average occasions of service per day per patient for the sample period into the total outpatient occasions of service for the cost reporting (obtained from the cost report) to derive the total number of estimated outpatient visit days to be added to inpatient days in the determination of the average cost per diem.  To derive the Medicare outpatient visit days used in calculating Medicare reimbursable costs, divide the Medicare outpatient occasions of service (obtained from the cost report) by the average occasions of service per day for all patients.


FACT:

Total Outpatient Occasions


Total Number of

Sample Period 1/




       of Service         


Outpatients
First Day







2,100





700

Second Day






1,500





300

Third Day






1,600





400

Total outpatient occasions of service for

cost reporting period









20,000

Medicare outpatient occasions of service

for cost reporting period









  6,000


1/ Abbreviated sample size for illustrative purposes only.


COMPUTATION:


2,100 ÷ 700 = 3 average occasions of service per day per patient


1,500 ÷ 300 = 5 average occasions of service per day per patient

1,600 ÷ 400 = 4 average occasions of service per day per patient

      12 Total


12 ÷ 3 days = 4 average occasions of service per day per patient for

 the sample period


20,000 ÷ 4 = 5,000 total outpatient visit days


6,000 ÷ 4 = 1,500 Medicare outpatient visit days
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D.
Application.--

1.
Illustrative Example of the Aggregate Per Diem Method for the Costs of Physicians' Direct Medical and Surgical Services Rendered to Patients in a Teaching Hospital.--


TEACHING HOSPITAL Y
Statistical and Financial Data:


Total inpatient days as defined in §2218C3 and






75,000



Outpatient visit days as defined in §2218C3

Total inpatient Part A days applicable to Medicare

patients













20,000

Total inpatient Part B days applicable to Medicare

patients where Part A coverage is not available




 
  1,000

Total outpatient Part B visit days applicable to

Medicare patients











  5,000

Total cost of direct medical and surgical services

rendered to all patients by physicians on the

hospital staff as determined in accordance with

§  2148.4










 
 
$1,500,000

Total cost of direct medical and surgical services

rendered to all patients by physicians on the

medical school faculty as determined in accor-

dance with § 2148.4








 
 $1,650,000

Computation of Cost Applicable to Program for Physicians on the Hospital Staff:

Average cost per diem for direct medical and surgical

services to patients by physicians on the hospital

staff:  $1,500,000 ÷ 75,000 = $20 per diem

Cost of physicians' direct medical and surgical

services rendered to Medicare inpatients covered

under Part A: $20 per diem x 20,000
$400,000
Cost of physicians’ direct medical and surgical

services rendered to Medicare inpatients covered

under Part B: $20 per diem x 1,000
$  20,000
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Cost of physicians' direct medical and surgical

services rendered to Medicare outpatients covered

under Part B: $20 per diem x 5,000
$100,000

Computation of Cost Applicable to Program for Physicians on the Medical School Faculty:

Average cost per diem for direct medical and surgical

services to patients by physicians on the medical

school faculty: $1,650,000 ÷ 75,000 = $22 per diem

Cost of physicians' direct medical and surgical services

rendered to Medicare inpatients covered under Part A:

$22 per diem x 20,000
$440,000

Cost of physicians' direct medical and surgical services

rendered to Medicare inpatients covered under Part B:

$22 per diem x 1,000
$  22,000

Cost of physicians' direct medical and surgical services

rendered to Medicare outpatients covered under Part B:

$22 per diem x 5,000
$110,000

2.
Illustrative Example of the Aggregate Per Diem Method for the Imputed Value of Physicians' Volunteer Direct Medical and Surgical Services Rendered to Medicare Patients in a Teaching Hospital.--The physicians on the medical staff of Teaching Hospital Y donated a total of 5,000 hours in rendering direct medical and surgical services to patients of the hospital during a cost reporting period; and did not receive any compensation from either the hospital or the medical school.  Also, the imputed value for any physician's volunteer services did not exceed the rate of $30,000 per year per physician.  The total salaries paid to the full-time salaried physicians of the hospital (excluding interns and residents) for services rendered in the hospital during that period were $800,000.  The hospital employed a total of 20 physicians who were paid for an average of 40 hours per week or 2,080 (52 weeks x 40 hours per week) hours per year.

Computation of Total Imputed Value of Physicians' Volunteer Services Applicable to all Patients:

Total salaries paid
$800,000

Average hourly rate equivalent:

$800,000 ÷ 41,600 (2,080 hours x 20 physicians)
$19.23
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Total imputed value of physicians' volunteer services

applicable to all patients:  Donated hours x average

hourly rate equivalent - 5,000 x $19.23
$96,l50

Statistical and Financial Data:

Total inpatient days (as defined in §2218C2) and

outpatient visit days (as defined in §2218C3)
 75,000

Total inpatient Part A days applicable to Medicare 

patients
 20,000

Total inpatient Part B days applicable to Medicare

patients where Part A coverage is not available




   
   1,000

Total outpatient Part B visit days applicable to

Medicare patients
   5,000

Computation of Imputed Value of Physicians' Volunteer Direct Medical and Surgical Services Applicable to Medicare Patients:

Average per diem for physicians' direct medical and

surgical services to patients:  $96,160 ÷ 75,000 =

$1.28 per diem

Imputed value of physicians' direct medical and

surgical services rendered to Medicare patients

covered under Part A:  $1.28 per diem x 20,000
$25,600

Imputed value of physicians' direct medical and

surgical services rendered to Medicare inpatients

covered under Part B:  $1.28 per diem x 1,000
$ 1,280

Imputed value of physicians' direct medical and

surgical services rendered to Medicare outpatients

covered under Part B:  $1.28 per diem x 5,000
$ 6,400
Total
$33,280

Provider Physical Therapy Department
2220.
PART A SERVICES FURNISHED BY THE PHYSICAL THERAPY DEPARTMENT OF A HOSPITAL OR SKILLED NURSING FACILITY TO ITS INPATIENTS

Direct identifiable services furnished to program beneficiaries by the physical therapy department of a hospital or skilled nursing facility which do not require the skills of a qualified physical therapist,
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although considered routine restorative nursing services, can be billed as ancillary services in order to establish an equitable basis for apportioning costs of the physical therapy cost center if the following conditions are met:

1.
The services are medically necessary;

2.
The treatment furnished is prescribed by a physician;

3.
All services are provided by salaried employees (whether full-time or part-time) of the physical therapy department of the provider (if, on the other hand, the services are furnished under arrangements, the services would not be covered since under the law, routine restorative nursing services must be furnished by the provider directly, and cannot be covered if furnished under arrangements);

4.
The cost incurred is reasonable in amount (i.e., the employees' salaries are reasonably related to the level of skill and experience required to perform the services in question); and

5.
Charges are equally imposed on all patients.

A provider will be considered as having a physical therapy cost center if the services it furnishes meet the above conditions even when the provider has a qualified physical therapist who works only a few hours per week or when the provider has no qualified physical therapist, e.g., that period of time between the periods of employment of qualified physical therapists.  In other words, it is not necessary for a provider to have a qualified physical therapist or an actual physical therapy department to establish a physical therapy cost center.  Charging practices will be evaluated to insure that an equitable basis for apportioning costs results.

Services requiring the skills of a qualified physical therapist are covered and reimbursable only if performed by or under the direct supervision of such a therapist, i.e., a qualified physical therapist must be on the premises when the services are rendered and the services must meet all the conditions listed in §210.8 of the Hospital Manual and §212.3 of the Skilled Nursing Facility Manual.  It is not necessary that, in order to be covered and reimbursable, the physical therapist who provides of supervises the services be an employee of the provider or that he furnish services on a full-time basis.

2220.1
Part B Outpatient Physical Therapy Provision.--The services furnished program beneficiaries must meet the definition of physical therapy where the entitlement to benefits is at issue.  Since the outpatient physical therapy benefit under Part B provides coverage only of physical
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therapy services, payment can be made only for those services which constitute physical therapy. Services which do not require the skills of a qualified physical therapist are neither covered nor reimbursable under the Part B outpatient physical therapy provision.  Accordingly, services furnished by hospitals or skilled nursing facilities to their own inpatients under the Part B outpatient physical therapy provision as described in §242.4 of the Hospital Manual and §271.4 of the Skilled Nursing Facility Manual are covered and reimbursable only if they require the skills of a qualified physical therapist and are performed by or under the direct supervision of such a therapist.


HHA Medical Supply Costs
2221.
APPORTIONMENT OF HOME HEALTH AGENCY MEDICAL SUPPLY COSTS

Where a home health agency incurs the cost of medical supplies for certain categories of patients, the cost is apportioned only to those patients.  For example, certain State title XIX programs and private patients pay the supplier directly.  In such situations, the cost incurred for medical supplies not applicable to these patients are not allocated to them, but only to those patients for which they are incurred.

Some types of medical supplies such as thermometers, nursing bags, etc., are purchased by the provider for all patients.  The costs of these supplies must be apportioned to all patients.
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Swing-Bed Reimbursement

2230.
SWING-BED REIMBURSEMENT FOR QUALIFYING SMALL, RURAL HOSPITALS

A swing-bed hospital is a small, rural hospital that has been approved by the Health Care Financing Administration to use its beds interchangeably to furnish either acute care services or skilled nursing facility (SNF)-type services to Medicare beneficiaries.  To be eligible for a swing-bed approval, the hospital must have fewer than 100 beds (excluding intensive care type beds and newborn bassinets) and must be located in an area not designated as "urbanized" in the most recent census.  Those hospitals that wish to enter into a swing-bed agreement and have more than 49 beds (but fewer than 100) are subject to additional conditions.  (See §2230.10.) 


Prior to October 1, 1990, a swing-bed hospital could also furnish intermediate care facility (ICF) type services to non-Medicare patients.  Effective with services furnished on or after October 1, 1990, the distinction between SNFs and ICFs for certifying a facility for the Medicaid program has been eliminated.  Thus, for purposes of the Medicaid program, facilities may no longer be certified as ICFs but instead may be certified only as nursing facilities (NFs) and can provide services as defined in §1919(a)(1) of the Act.  The NF level of care encompasses services that were formerly known as ICF and SNF-type services.  Effective October 1, 1990, such services furnished by swing-bed hospitals to Medicaid and to other non-Medicare patients are referred to as NF-type services.

2230.1
Availability of Swing-Bed Reimbursement Method.--The swing-bed reimbursement method is effective for small, rural hospitals on the date a hospital receives swing-bed approval from HCFA and effective for small, rural hospital-SNF complexes that elect the optional reimbursement method (see §2230.9) beginning on the first day of the provider's cost reporting period following the date the election is made.

2230.2
Patient Days for Purposes of Swing-Bed Reimbursement.--Under the swing-bed reimbursement method, a patient may be admitted to a swing-bed hospital as an inpatient requiring a hospital level of care and subsequently require a reduced level of care at the SNF or NF level (or before October 1, 1990, care at the SNF or ICF level).  When a patient's level of care is reduced, the situation is treated as a discharge from the hospital and an admission to a SNF, ICF (or NF) bed, even though the change in level of care may not involve a physical move of the patient.  The day on which a patient begins to receive a lower level of care is considered to be the day of discharge from the hospital and the day of admission to a SNF or ICF (or NF) bed.  Medicare SNF days are covered if the 3-day prior hospitalization and other coverage criteria are met.  (See Skilled Nursing Facility Manual, §212.)


Also subject to meeting the 3-day prior hospitalization requirement and other coverage criteria, a patient may be admitted to a swing-bed hospital directly as a SNF patient without first receiving hospital level services in the swing-bed hospital, i.e., the patient may receive the 3 days of hospital services in another hospital.  In which case, all days are counted as SNF days and no hospital inpatient days are incurred by the swing-bed hospital.
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2230.3
Definitions.--


A.
Skilled Nursing Facility (SNF)-Type Services.--SNF-type services are services furnished by a swing-bed hospital that would constitute extended care services if furnished by a SNF.  SNF-type services include SNF services furnished in the distinct part SNF of a hospital-SNF complex that elects to be reimbursed under the optional reimbursement method.  On or after October 1, 1990, only Medicare covered services are included in the definition of SNF-type services.


B.
Intermediate Care Facility (ICF)-Type Services.--ICF-type services are services furnished by a swing-bed hospital prior to October 1, 1990, that would constitute ICF services, as defined by Medicaid, if furnished by an ICF.  ICF-type services are not covered under Medicare.


C.
Nursing Facility (NF)-Type Services.--NF-type services are services furnished by swing-bed hospitals to Medicaid and other non-Medicare patients.  Formerly, ICF-type services could be furnished by swing-bed hospitals to non-Medicare patients.  However, effective October 1, 1990, the distinction between SNFs and ICFs for certifying a provider for the Medicaid program is eliminated.  For purposes of the Medicaid program, facilities may no longer be certified as ICFs but instead may be certified as NFs and can provide services as defined in §1919(a)(1) of the Act.  The NF level of care encompasses services that were formerly known as ICF and SNF-type services.

D.
General Routine Hospital Services.--General routine hospital services are services furnished by a swing-bed hospital in the general routine service area that constitute a hospital level of care.  Services furnished in intensive care type units and newborn bassinets as well as SNF-type, ICF-type and NF-type services are excluded from the definition of general routine hospital services.

2230.4
Payment To Swing-Bed Hospitals Prior To October 1, 1990.--

A.
Payment for Medicare SNF-Type Services.--


1.
Payment for Routine SNF-Type Services.--Payment for the reasonable cost of routine SNF-type services furnished in a swing-bed hospital is based on the average statewide Medicaid rate paid for routine services furnished by SNFs in the State during the previous calendar year.


NOTE:
More than one SNF State Medicaid rate applies to cost reporting periods that are not on a calendar year basis.


2.
Payment for Ancillary Services Furnished to SNF-Level Patients.-Payment for ancillary services furnished in a swing-bed hospital is based on the reasonable cost of services using the departmental method of cost apportionment.


B.
Payment for General Routine Hospital Services - The Carve-Out Method.-Average cost per diem for general routine hospital services in swing-bed hospitals is computed, under the carve-out method, by subtracting the costs attributable to routine SNF-type and ICF-type services, for all classes of patients, from the total allowable inpatient cost for general routine services and dividing the remaining amount by the total number of inpatient general routine hospital days (excluding SNF days and ICF days).
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The routine cost of SNF services furnished to all SNF patients is determined using the average cost per diem described in §2230.4A1.  ICF-type services furnished in swing-bed hospitals are not covered under Medicare.  However, the routine costs associated with furnishing ICF-type services must be determined for purposes of calculating the cost of inpatient general routine hospital services under the carve-out method.  Average cost per diem for routine ICF-type services is the average statewide rate paid for routine services in ICFs (other than ICFs for the mentally retarded) during the previous calendar year under the State Medicaid plan.  If the hospital is located in a State that does not have a Medicaid plan, or that does not provide for ICF services under Medicaid, the cost per diem for routine ICF-type services is based on the average ratio of ICF rate to the SNF rate for those States that provide for both SNF and ICF services under Medicaid.  The ratio is multiplied by the SNF cost per diem to determine the average ICF cost per diem.  The average cost per diem for ICF-type services may be obtained from your intermediary.


The following illustrates the apportionment of routine costs under the carve-out method for swing-bed hospitals and qualifying hospital-SNF complexes that elect the optional reimbursement method:

HOSPITAL K

Statistical and Financial Data:



General

Routine
SNF-
ICF-

Hospital
Type
Type
Total days of care
2,000
400
100

Medicare days of care
   600
300
N/A

Average statewide Medicaid rate

for the previous calendar year
N/A
$35
$20

Total inpatient general routine service costs:  $250,000
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Calculation of Cost of Routine SNF-type Services Applicable to Medicare:

$ 35 X 300 days =


$ 10,500

Calculation of Average Cost Per Diem for General Routine Hospital Services:

Total inpatient general routine service costs

$250,000

Less:

Total SNF-type inpatient days

multiplied by appropriate State Medicaid

rate (400 X $35)
($14,000)

Total ICF-type inpatient days multiplied

by appropriate State Medicaid rate

(100 days X $20)
(    2,000)
Total routine service costs applicable to

SNF-type and ICF-type care

($ 16,000)
General routine inpatient service costs

applicable to hospital care

$234,000

Average cost per diem for general routine

inpatient service costs applicable to

hospital care ($234,000 divided by 2,000

days)


$     117.00

Medicare general routine hospital cost:

$117 X 600 days =


  $ 70,200
Total Medicare Reasonable Cost for General
Routine Services:


  $ 80,700
NOTE:

This example assumes a calendar year cost reporting period.  Hospitals that do not report costs on a calendar year basis must separately identify the number of SNF-type and ICF-type days of service in each calendar year.  Since State Medicaid SNF and ICF rates are based on a calendar year, different rates apply to SNF-type and ICF-type services occurring in each of the different calendar years the cost reporting period overlaps.

2230.5

Payment To Swing-Bed Hospitals On And After October 1, 1990.--


A.
Payment For Medicare SNF-Type Services.--

1.
Payment for Routine SNF-Type Services.--On or after October 1, 1990, payment is based on the average rate per patient day paid by Medicare for routine services provided in freestanding SNFs in the region where the swing-bed hospital is located.  The rates are calculated using the regions as defined in §1886(d)(2)(D) of the Act.  See §2231 for a list of the regional Medicare swing-bed SNF rates and how these rates are calculated.
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Payment for routine SNF-type services furnished on or after October 1, 1990, is subject to a hold harmless provision.  Under this provision, if the payment rate in effect for the current calendar year is less than the payment rate for the prior calendar year, payment is based on the prior calendar year rate.


For example, if the Medicaid routine SNF rate used to pay for routine SNF-type services furnished during calendar year 1989 is $85 and the regional Medicare SNF rate applicable to SNF-type services furnished from October 1 through December 31, 1990, is $70, payment for routine SNF services furnished from October through December 1990 is based on $85.  If the regional Medicare swing-bed SNF for calendar year 1991 increases to $80, payment is compared to the amount paid under the hold harmless provision in 1990, and payment continues to be based on the higher amount, i.e., $85.  If the regional Medicare SNF rate for 1992 is $90, it exceeds the amount paid under the hold harmless provision during 1991 and payment is based on $90.

2.
Payment for Ancillary Services Furnished to SNF-Level Patients.-Payment is based on the reasonable cost of the services using the departmental method of cost apportionment.


B.
Payment for General Routine Hospital Services - Carve-Out Method.--The reasonable cost of general routine hospital services furnished by a swing-bed hospital is calculated under the carve-out method.

Under this method, the reasonable cost of hospital routine services is determined by subtracting the reasonable costs attributable to routine SNF-type and NF-type services from total inpatient routine service costs for SNF and NF services furnished on or after October 1, 1990.  For swing-bed SNF days covered by Medicare, the amount subtracted, or carved-out, is based on the regional Medicare swing-bed SNF rate.  For all non-Medicare swing-bed days, the amount subtracted is based on the average statewide rate paid for routine services in NFs under the State Medicaid plan during the prior calendar year, trended forward to approximate the average NF rate for the current calendar year.  (The NF rate is used for non-Medicare covered swing-bed days because such services may encompass services that were formerly known as ICF and SNF-type services.  The NF rate accounts for this range of services.)  The average statewide routine NF rate may be obtained from your intermediary.


If, under the hold harmless provision discussed in §2230.5.A.1, a swing-bed hospital is paid based on the swing-bed SNF rate which was in effect during the prior calendar year, that higher rate must also be used for purposes of calculating the reasonable cost of routine Medicare SNF days, to be subtracted from total routine costs under the carve-out method.


2230.6
Application of Lower of Cost or Charges Principle to Services Furnished in Swing-Bed Hospital.--The lower of cost or charges principle does not apply to routine SNF-type services furnished in a swing-bed hospital. This principle also does not apply to routine SNF services furnished to inpatients of a distinct part SNF, which is part of a qualified small, rural hospital complex that has elected the optional reimbursement method.

2230.7
Application of Ceiling on Rate of Hospital Cost Increases.--Under most circumstances when a hospital is reimbursed on the basis of reasonable costs, the hospital's inpatient cost per discharge decreases under the swing-bed provision.  However, a swing-bed hospital that exceeds the rate of increase ceilings solely due to the reimbursement mechanism of this provision may
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request a HCFA review of its circumstances.  File the request with the fiscal intermediary who reviews the request and forwards it to HCFA for a determination.  If appropriate, relief may be granted under 42 CFR 413.40(g).


2230.8

Swing-Bed Reimbursement Under Prospective Payment System.--A swing-bed hospital that is subject to the prospective payment system (PPS) is reimbursed for SNF-type services in the same manner as any other swing-bed hospital.  That is, routine SNF-type services are reimbursed at the Medicare swing-bed SNF rate (or the average statewide Medicaid rate prior to October 1, 1990), and ancillary services furnished to SNF-level patients are reimbursed based on reasonable cost using the departmental method.  The prospective payment rates (based on diagnosis related groups (DRGs)) for inpatient hospital services under PPS are unaffected by the carve-out method.  Use the carve-out method to determine proper payment of pass through costs of PPS hospitals.

2230.9

Swing-Bed Reimbursement for Small, Rural Hospitals With Distinct Part SNF.--A small, rural hospital that is part of a hospital-SNF complex may obtain approval to participate as a swing-bed hospital.  The hospital and SNF components are then treated as separate entities and the hospital beds only are used interchangeably to furnish hospital or SNF-type services.  If the complex includes a Medicare certified distinct part SNF and the combined bed count is fewer than 50, the optional reimbursement method may be elected.  The optional reimbursement method combines the hospital and SNF components into a single cost center for purposes of applying the swing-bed reimbursement method.  A description of the methods follows.

A.
Swing-Bed Reimbursement.--If the hospital component of a rural hospital-SNF complex obtains swing-bed approval, it is treated in the same manner as any other hospital for purposes of swing-bed reimbursement.  Only the general routine service beds in the hospital component are counted to determine that the hospital has fewer than 50 or 100 beds, respectively, depending on how the hospital qualifies for swing-bed approval. (Prior to April 1, 1988, approval could be granted only to hospitals with fewer than 50 beds.)  Beds in the hospital component are used interchangeably to furnish either hospital or SNF-type services and only patient days and costs attributable to the hospital component are used in computing routine service costs under the swing-bed reimbursement method.  SNF services furnished in the distinct part are reimbursed separately.

B.
Optional Reimbursement Method.--The optional reimbursement method is available to small, rural hospitals with Medicare participating distinct part SNFs.  To qualify for the optional reimbursement method, a hospital-SNF complex must be located in a rural area (defined as any area not designated as urbanized in the most recent census), and the hospital and SNF must have a combined bed count of fewer than 50 beds on the first day of the cost reporting period.

NOTE:

Hospitals with distinct part SNFs with a combined bed count of more than 49 beds but fewer than 100 beds are not eligible to use the optional reimbursement method.

The bed count includes beds in the Medicare partici​pating SNF and beds in the general routine service area of the hospital (excluding newborn bassinets and beds in intensive care type units).  The hospital may continue to use the optional reimbursement method as long as it continues to meet the bed size
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requirement.  The optional reimbursement method does not authorize a facility to use hospital beds to furnish SNF-type services.  Under this method, the general routine service costs of the hospital component and SNF component are combined into a single cost center for purposes of computing the average cost per diem for hospital and SNF services under the swing-bed reimbursement method.  The two components remain as separate providers for certification and coverage purposes.

The hospital must make its election to use the optional reimbursement method in writing to the intermediary before the beginning of the hospital's affected cost reporting year.  The hospital must also make any request to revoke the election in writing before the beginning of the affected cost reporting period.  Requests to terminate use of the optional reimbursement method must be approved by the intermediary.  The optional reimbursement method may be elected only one time.  If a hospital-SNF complex reverts to separate cost finding for the distinct part SNF after electing the optional reimbursement method, it cannot again elect the optional reimbursement method.

C.
Combined Swing-Bed and Optional Reimbursement.--A small, rural hospital-SNF complex that has a swing-bed approval for the hospital component may also elect the optional reimbursement method if the requirements in subsection B are met.  In this case, the SNF component remains as a distinct part for certification and coverage purposes, but its costs are combined with those of the hospital for reimbursement purposes.  The distinct part SNF furnishes SNF services and the hospital component furnishes both acute care and SNF-type services.

2230.10
Additional Conditions Relating to Swing-Bed Reimbursement for Rural Hospitals With More Than 49 Beds.--Under §§1883(d)(2) and (3) of the Act, effective for swing-bed agreements entered into after March 31, 1988, payment for extended care services furnished by hospitals with more than 49 beds (but fewer than 100 beds) is subject to the following additional conditions:

o
If there is an available SNF bed in the geographic area, the extended care patient must be transferred within a 5-day period beginning on an availability date for a SNF (excluding weekends and holidays) unless the patient's physician certifies within that 5-day period that transfer is not medically appropriate.  An "availability date" means, with respect to an extended care patient at a hospital, any date on which a bed is available for the patient in a SNF located within the geographic region in which the hospital is located.

o
The number of Medicare covered days of extended care services in a cost reporting period must not exceed 15 percent of the product of the number of days in the period and the average number of licensed beds at the hospital, except that Medicare payment continues in the period for those patients who are already receiving extended care services at the time the hospital reaches the payment limit.  In those States that do not license beds, hospitals must use the total number of hospital beds reported on their most recent Certificate of Need (CON) (excluding bassinets).  If, during the cost reporting period, there is an increase or decrease in the number of licensed beds, the number of licensed beds for each part of the period is multiplied by the number of days for which that number of licensed beds was available.  After totaling the results, compute 15 percent of the total available licensed bed days to determine the payment limitation.
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According to §1883(d) of the Act, a hospital is not to receive payment for those SNF days that exceed the 15 percent cap.  Therefore, a hospital, in conducting its daily census-taking, is to separately account for patients receiving Medicare covered extended care services.  It is necessary to monitor the number of these Medicare extended care days in order to prevent the hospital's exceeding the 15 percent payment limitation.

NOTE:

Use licensed beds in the calculation of the 15 percent limitation requirement.  The method used to count beds for eligibility to participate in the swing bed program remains unchanged.
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TABLE 5
Medicare Swing-Bed SNF Rates - For Services Furnished During Calendar Year 1994
Region








Routine Payment
   1









  108.48

   2









  104.33

   3









   89.47

   4









   88.76

   5









   79.44

   6









   83.84

   7









   84.97

   8









  100.11

   9









  104.58


TABLE 6
Medicare Swing-Bed SNF Rates - For Services Furnished During Calendar Year 1995
Region








Routine Payment
   1









  121.71

   2









  117.28

   3









  105.22

   4









  105.73

   5









   94.61

   6









   99.75

   7









   99.63

   8









  117.21

   9









  125.80

TABLE 7


Medicare Swing-Bed SNF Rates – For Services Furnished During Calendar Year 1996




Region








Routine Payment


1
126.65


2
121.74


3
109.04


4
109.51


5

99.51


6
103.38


7
102.89


8
121.31


9
130.62
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TABLE 8

Medicare Swing-Bed SNF Rates - For Services Furnished During CALENDAR Year 1997
Region


Routine Payment

  

1


      133.22

2


      124.24

    

3


      112.56

    

4


      112.67

    

5


      102.39

    

6


      105.81

    

7


      103.12

    

8


      121.78

    

9


      133.53

       
TABLE 9

Medicare Swing-Bed SNF Rates - For Services Furnished During CALENDAR Year 1998
Region


Routine Payment

1


      138.10

    

2


      129.18

    

3


      118.26

    

4


      116.08

    

5


      108.49

    

6


      109.13

    

7


      106.69

    

8


      126.06

    

9


      134.44

TABLE 10

Medicare Swing-Bed SNF Rates - For services Furnished During CALENDAR Year 1999

Region


Routine Payment

    

1


       144.92

    2


       136.94

    3


       126.75

    4


       123.05

    

5


       111.04

    

6


       114.45

    

7


       107.96

    

8


       132.67

    

9


       141.87
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TABLE 11


Medicare Swing-Bed SNF Rates - For Services Furnished During CALENDAR Year 2000
Region


Routine Payment

    1



            
155.91

    2



            
146.41

    3



            
138.03

    4



              
132.30

    5



              
116.31

    6



              
123.62

    7



              
121.82

    8



              
137.60

    9



              
151.08
TABLE 12


Medicare Swing-Bed SNF Rates - For Services Furnished During CALENDAR Year 2001
Region


Routine Payment

    1



            
165.81

    2



            
153.93

    3



            
142.61

    4



              
140.19

    5



              
124.34

    6



              
132.40

    7



              
121.62

    8



              
145.20

    9



              
157.51
TABLE 13



Medicare Swing-Bed SNF Rates - For Services Furnished During CALENDAR Year 2002

Region


Routine Payment


    1




171.57

    2



            
159.28

    3



            
147.57

    4



              
145.06

    5



              
128.66

    6



              
137.00

    7



              
125.85

    8



              
150.25

    9



              
162.98
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TABLE 14

Medicare Swing-Bed Rates – For Services Furnished During CALENDAR Year 2003


Region

Routine Payment

    1


       177.05


    2


       164.37


    3


       152.28


    4


       149.69


    5


       132.77


    6


       141.38


    7


       129.87


    8


       155.05


    9


       168.19

TABLE 15

Medicare Swing-Bed Rates – For Services Furnished During CALENDAR Year 2004


Region

Routine Payment

    1


       182.11


    2


       169.07


    3


       156.63


    4


       153.97


    5


       136.57


    6


       145.42


    7


       133.58


    8


       159.48


    9


       173.00
TABLE 16

Medicare Swing-Bed SNF Rates - For Services Furnished During CALENDAR Year 2005
Region


Routine Payment

    1



       187.51

    2



       174.09

    3



       161.28

    4



       158.54

    5



       140.62

    6



       149.74

    7



       137.55

    8



       164.21

    9



       178.14
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TABLE 17

Medicare Swing-Bed SNF Rates – For Services Furnished During CALENDAR Year 2006


Region


Routine Payment

1        193.79

2        179.92

3        166.68

4        163.85

5        145.33

6        154.75

7        142.16

8        169.71

9        184.10
TABLE 18

Medicare Swing-Bed SNF Rates – For Services Furnished During CALENDAR Year 2007

Region

Routine Payment

   1



       200.42

   2



       186.08

   3



       172.39

   4



       169.46

   5



       150.30

   6



       160.05

   7



       147.03

   8



       175.52

   9



       190.40
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TABLE 19

Medicare Swing-Bed SNF Rates – For Services Furnished During CALENDAR Year 2008

Region


Routine Payment

1 


       206.90

2


       192.09

3 


       177.96

4 


       174.94

5 


       155.16

6 


       165.22

7 


       151.78

8 


       181.19

9 


       196.55
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