
 Boost Your Critical Access Hospital Bottom Line with Swing Bed Designation

Nationally, profit margins are de-
clining for health care facilities 
and especially in the Critical Ac-
cess Hospital (CAH).  After sev-
eral years of climbing margins, 
facilities are experiencing reduced 
profits; CAHs are especially vul-
nerable with this trend as they do 
not have the cash reserves or the 
volumes to sustain the declines 
without looking for new ways to 
gain additional reimbursement. 
One of the options may be to ob-
tain swing bed designation from 
Medicare.  BIPA 2000 established 
a new reimbursement provision 
for CAHs that provides a full rea-
sonable cost payment (101%) for 
CAH swing bed services instead 
of a payment based on SNF PPS 
Reimbursement.  Differences in 
payment would be a swing bed 

payment of $1,500-$2,000 a day 
versus a RUGS payment of ap-
proximately $275 a day.  The 
swing bed payment methodology 
is getting paid acute care rates 
for skilled level of care. 
Critical Access Hospitals wishing 
to provide swing bed services must 
apply and receive swing bed certi-
fication from CMS to become eli-
gible. See 42CFR 485 for designa-
tion, CFR 482.66 for requirements 
and 42CFR 413.70 for cost based 
reimbursement. Once approved, 
the facility is required to maintain 
Medicare conditions of participa-
tion. 
Medicare provides CAHs the op-
tion of utilizing their inpatient hos-
pital facilities for the provision of 
extended care services. The total 
number of beds being used for the 

furnishing of either acute care or 
post-acute care inpatient services 
may not exceed 25 beds.  This can 
occur without the need to physi-
cally transfer a patient between 
different nursing units within the 
hospital or even between different 
facilities.
Once swing bed designation is 
granted, the swing-bed patients 
in CAHs are considered to be ex-
clusively patients of the CAH. 
For example, if a CAH has 10 li-
censed swing beds, then those 10 
beds would count towards their 25 
acute inpatient bed cap, but the rest 
of the SNF beds in that separately 
licensed facility would not count 
towards the CAH’s 25-inpatient 
bed limit.  
Swing beds need not be located in 
a special section of the CAH. The 
patient need not change locations 
in the facility merely because their 
status changes unless the facil-
ity requires it. There must be dis-
charge orders from acute care ser-
vices, appropriate progress notes, 
discharge summary, and subse-
quent admission orders to swing-
bed status regardless of whether 
the patient stays in the same facil-
ity or transfers to another facility. 
If the patient does not change fa-
cilities, the same medical chart or 
electronic medical record (EMR) 
can be utilized but the swing-bed 
section of the chart or EMR must 
be distinctly separate from the 
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acute care section with appropriate 
admission orders, progress notes, 
and supporting documents.
There is no requirement for a CAH 
to use the full MDS form for re-
cording the patient assessment or 
for nursing care planning. 
By utilizing swing beds, facilities 
with higher acute admission rates 
may be able to manage their acute 
inpatient beds more effectively; 
swing bed admissions can contrib-
ute to improved quality of care. 
For example:
•	 In rural areas where access to 

services may be limited, pa-
tients ready for acute discharge 
from a facility may need more 
care and support than can be 
achieved through a discharge 
to home with home health ser-
vices.

•	 Psychologically and emotion-
ally, swing bed admissions may 
be less traumatic and threaten-
ing for the patient. Admission 
to a swing bed feels more like 
a continued hospital stay to the 

patient and helps improve con-
tinued recovery and a return to 
independence.

In summary, there are multiple 
advantages to the effective use of 
swing beds for the CAH, the phy-
sician, the patient and the commu-
nity. Swing beds can significantly 
improve both the facility’s patient 
care outcomes as well as financial 
viability since CAH swing bed 
services are reimbursed on a cost-
related basis. 
There are significant reimburse-
ment strategies on the Medicare & 
Medicaid cost reports for reporting 
swing beds.  Ask a consultant to 
review your cost report and con-
sider reopening if there are sub-
stantial reimbursement impacts for 
your facility.
See FCAW’s upcoming articles in 
the Washington Healthcare News 
for other financial options for Crit-
ical Access Hospital’s to improve 
their bottom line.
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