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Presenter Notes
Presentation Notes
Rural Emergency Hospitals and Telehealth: A Mixed-Methods Perspectives and Analysis
Purpose: Responding to solvency pressures associated with tightening reimbursement and shifting demographics, many rural hospitals are considering conversion to the 2023 Rural Emergency Hospital (REH) designation. As of September, 2025, there have been 43 facilities seeking REH reimbursement. The purpose of this research was to 1) quantitatively evaluate telehealth resources used in REHs and 2) understand perspectives of telehealth usage, opportunities, and barriers from REH executives. 
Methods: We used an explanatory sequential mixed methods design to quantitatively analyze REH-level data from Medicare Cost Reports and the American Hospital Association Annual Survey (2011-2022) to assess telemedicine utilization. We conducted semi-structured interviews with administrators from REHs to contextualize quantitative findings. We attempted to contact a leader at each existing REH. 
Findings: 
Quantitatively, we evaluated 41 REHs meeting our inclusion criteria. For 2022, the last year before REH conversion opened, pre-conversion, these facilities were 46% government not-for-profit (n=19), 37% not-for-profit private (n=15), and 17% for-profit (n=7). Geographically, the majority were in the south (n=30), with eight located in Mississippi and seven in Arkansas. Sixteen (39%) were Critical Access Hospitals (CAHs). Operating margin averaged negative ten percent in 2022, compared to positive one percent among all other rural hospitals. In 2011, profits were similar across groups, but while other rural hospital operating profits maintained averages near zero over the study period, eventual REH-converters reported continually declining profits. 
Qualitatively, we identified some common themes among REH executive interviewees. The most commonly reported telehealth use was tele-psychiatry, followed by telestroke. Telehealth interest was high, though barriers prevented further adoption. A common barrier reported were low patient volumes, a function of being an REH, particularly for tele specialists. Other barriers included ACP credentialing, state-specific REH recognition for Medicaid, some commercial plan reimbursement, unstable internet access, aging population interest, and fewer grant opportunities. Costs for known tele specialty services for low volumes was a repeatedly reported barrier. If barriers were removed, several tele specialties were desired. Tele emergency and tele critical care were the most commonly cited, but sexual assault nurse exam (SANE), neurology, oncology, nephrology, cardiology, urology, pulmonary/sleep, hepatology, endocrinology, and dermatology were also referenced. 
Conclusions: 
Rural hospitals that converted to REHs were concentrated in the south and demonstrated worsening financial performance for years prior to conversion. REH interviewees suggested great interest in further telehealth adoption across many specialties. Interviewees shared common current uses of telehealth and barriers to enhanced adoption. Policymakers, payers, and hospital operators seeking opportunities to broaden access to specialty care in rural areas through telehealth should review these findings. One opportunity may be a coalition of telehealth providers or one larger health system (a hub) that crosses state lines to provide access to various specialties at REHs (spokes) under a cost structure that allows these extremely low volume facilities to access specialists in a way that could be financially feasible for the REH yet scale volume needs across many facilities for the tele provider. 
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Presenter Notes
Presentation Notes
Research Objective: To describe telehealth use, barriers, and desired services among REHs using mixed methods combining national hospital data with qualitative interviews of REH leaders.


We used cost report and AHA quant; qual we attempted to contact all 44 facilities, eventually interviewed 9. 
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Background:
MUSC Telehealth



Medical University of South Carolina (MUSC)
• Provide patient care at 16 hospitals (includes owned or governing interest)

• Approximately 2,700 beds and four additional hospital locations in development

• Nearly 750 care locations situated in all regions of South Carolina. 

Center for Telehealth at MUSC 
• The Center for Telehealth has over 15 years of experience providing telehealth, 

offering over 100 unique telehealth services to over 280 sites across South 
Carolina. 

• Care settings include over 45 hospitals, over 90 schools, and over 100 
community clinics and other facilities. 

Background



Background:
Rural Emergency Hospitals 
(REHs)

Presenter Notes
Presentation Notes
Another person on this panel will also present on REHs. So, will go with a minimal amount, but want to cite here the recent good papers from UNC sheps in annals of emergency medicine, and George pink brief on UNC sheps website, and journal of rural health article by Van Sandt. And our other work with kevin/brian. 



REHs
• Established by Consolidated Appropriations Act of 2021; First Eligible 1/1/23. 

• Eligibility: 
• “Facilities enrolled as CAHs or rural hospitals with not more than 50 beds as of December 27, 

2020 that closed after that date, are also eligible to seek REH designation if they re-enroll in 
Medicare and meet all REH CoPs and requirements.” 

• Provide: 24/7 emergency services; have transfer agreements with Level I/II trauma 
center; average annual Length of Stay (LOS) <24 hours

• Rural Health Redesign Center (RHRC) REH Technical Assistance Center: 
https://rhrco.org/reh/ 

• University of North Carolina (UNC) Sheps REH Tracking List: 
https://www.shepscenter.unc.edu/programs-projects/rural-health/rural-emergency-
hospitals/ 

Background

Presenter Notes
Presentation Notes
Citation on the reference slide at the end. 
Acknowledge thank Sheps for connecting us with RHRC, and RHRC making initial contact with REH executives for our interviews (they initially contacted a couple times, which led to a few interviews; we ultimately contacted all facilities by email, phone, or online hospital form at least two times). 

https://rhrco.org/reh/
https://www.shepscenter.unc.edu/programs-projects/rural-health/rural-emergency-hospitals/
https://www.shepscenter.unc.edu/programs-projects/rural-health/rural-emergency-hospitals/
https://www.shepscenter.unc.edu/programs-projects/rural-health/rural-emergency-hospitals/
https://www.shepscenter.unc.edu/programs-projects/rural-health/rural-emergency-hospitals/
https://www.shepscenter.unc.edu/programs-projects/rural-health/rural-emergency-hospitals/
https://www.shepscenter.unc.edu/programs-projects/rural-health/rural-emergency-hospitals/
https://www.shepscenter.unc.edu/programs-projects/rural-health/rural-emergency-hospitals/
https://www.shepscenter.unc.edu/programs-projects/rural-health/rural-emergency-hospitals/
https://www.shepscenter.unc.edu/programs-projects/rural-health/rural-emergency-hospitals/


Why Telehealth Matters for REHs
• REHs provide emergency care and outpatient services in rural 

areas without nearby alternatives

• Access to many specialty services may not be available based on 
volume and geographical restraints

• Telehealth may be an opportunity for REHs to staff specialty 
services, nurses, and providers, particularly for low-volume, high-
need services, and in REH communities where inpatient services 
are no longer offered

Background

Presenter Notes
Presentation Notes
Here, can reference our final slide of citations, where we reference the JRH Van Sandt and the UNC Sheps work on REHs. Those have looked at total margin, profits, revenue, and some characteristics of converters. 
The gap we fill: 1) telehealth specific and 2) we are the first known to interview execs, contextualizing quant findings with qual insight (alongside our other concusrrent study coming out with Wiley/Wiggs, which discusses motivations/impediments/first reactions from execs on conversion). 



Methods



Methods: Study Design
• Explanatory Sequential Mixed Methods design. 
• Quantitatively, we analyzed a panel of data constructed at the 

hospital-level using Medicare Cost Reports and American Hospital 
Association (AHA) Annual Survey data relevant to telehealth 
(2017-2021). 

• Qualitatively, we conducted semi-structured interviews with REH 
executives and analyzed transcripts in Nvivo 15 using a structured 
codebook. 

Methods

Presenter Notes
Presentation Notes
For the qualitative, we built off the concurrent, earlier REH mixed methods study I’m conducting. For that, RHRC leaders helped us by first contacting executives from REHs that were participating in their REH Technical assistance center. That led to some interviews. 
Then, we drafted a list of all now 44 REHs from the Sheps website REH list.
We attempted to develop contacts from that list using general internet searches of the website, at times linkedin. 
I also wrote a python script to web crawl for additional email addresses for leaders associated with those hospitals, which led to a few more contacts (not sure any interviews).
We ultimately conducted 11 interviews, 9 with execs from existing REHs, 1 from one that is no longer an REH, and 1 from Allendale hospital, an eligible but not converting to an REH. We only coded the 9 that were and are REHs. 
In the interviews, we wrote an interview guide (a hidden slide at the end of this deck as an appendix) we shared with them prior. We also provided a redcap before and after the interview collecting much of the background information: https://redcap.musc.edu/surveys/?s=7JH88HNTDKDDY9XE 

Other notes in the weeds for paper, likely not discussed at conference: 
-*DATES: I aligned dates to merge with the above excel formulas, following my standard rule below, which will let me do calendar year comparisons with rand data: 
*Here's our dates rule from the first paper: Hospitals submit Medicare Cost Reports to CMS by fiscal year period; acquisition date is reported in calendar year. Generally, a hospital's fiscal year differs from the calendar year (citation is our own analysis of FY != CY, we could even have the % from our study period). Therefore, the calendar year from the acquired date often does not align with the fiscal year reported on the Medicare Cost Reports. To reconcile the differences between calendar year and fiscal year we included hospitals with a reporting period of at least 360 days and attributed the fiscal year to the present calendar year when the fiscal reporting period was at least halfway through the calendar year. If the fiscal reporting period was not halfway through the calendar year, we attributed the fiscal year to the prior calendar year. For example, a fiscal reporting period that was from 7/1/2019 to 6/30/2020 would be attributed to calendar year 2020 and a fiscal reporting period from 5/1/2018 to 4/30/2019 would be attributed to calendar year 2018. This attribution method was completed to appropriately merge the calendar year acquisition date to the corresponding Medicare Cost Reports. Acquisition year was then paired to the corresponding calendar year. -We constructed a panel of hospital-level data for 2011-2022 using CMS HCRIS files, also known as “cost reports.”(5, 14) To measure health system affiliation, we merged cost report data with American Hospital Association Annual Survey (AHAAS) data (2017-2021) and the Agency for Healthcare Research and Quality (AHRQ) Compendium (2016-2022).(15) Cost reports are a widely adopted source of hospital financial information because all hospitals are required to file these reports with CMS annually to receive Medicare reimbursement. 
Study Sample
The study included all short-term, general acute care hospitals in the U.S. that submitted cost reports between 2011 and 2022. The data excluded hospitals with incomplete financial data (e.g., less than 360 days in a reporting period) or hospitals not classified as general acute care facilities. 
Study Design
Our study employed an explanatory sequential mixed-methods design, which allowed us to thoroughly investigate trends in hospital A&G expenses and contextualize them through the experiences of hospital executives.(16) Quantitatively, hospital financial and operational cost report data (2011–2022) were examined, focusing on A&G salary spending as a percentage of hospital expenditures stratified by rurality. Rurality was defined according to the criteria specified by the Federal Office of Rural Health Policy.(17) 



Results

Presenter Notes
Presentation Notes
Quant then qual. 



Table 1: Unadjusted Hospital Characteristics by REH Status – 2022 (Part 1 of 2)

Urban
Rural, Not REH 

Eligible
REH Eligible, Not 

REH REH Total Test

N 2,122 (49.3%) 423 (9.8%) 1,716 (39.9%) 40 (0.9%) 4,301 (100.0%)

Length of Stay 4.941 (1.307) 4.532 (0.942) 6.185 (3.413) 4.969 (1.965) 5.367 (2.407) <0.001
Average Daily 
Census 176.014 (166.893) 56.814 (48.551) 8.532 (6.181) 3.798 (4.117) 95.868 (142.928) <0.001
Total outpatient 
visits

292,200.384 
(404,989.005)

183,923.045 
(187,111.583)

53,565.389 
(56,828.681)

20,420.500 
(23,192.367)

179,915.317 
(309,269.618) <0.001

Total facility 
admissions

13,462.210 
(11,574.026)

4,710.065 
(3,424.589) 714.416 (630.282) 440.553 (515.004)

7,175.825 
(10,104.250) <0.001

Any Telehealth 
Consult or Office 
Visits (AHA) 0.843 (0.364) 0.789 (0.409) 0.802 (0.398) 0.680 (0.476) 0.820 (0.384) 0.004
Percent with 
computer (ACS) 90.125 (5.486) 85.795 (5.559) 84.192 (6.298) 81.767 (7.118) 87.160 (6.531) <0.001

Results

Presenter Notes
Presentation Notes
This is the first part of table 1. While we present results for urban and rural not REH eligible, we’ll focus more of our discussion on the REH column and the REH eligible but not an REH column. As you can see, of the 44 REH’s that currently exist, we had data for our complete case since AHA began asking telehealth questions on the survey (2017-2022) for 40 of those. So, we have 40 observations in 2022, the last full year of data before these facilities were eligible to convert to REHs. Of those, we saw REHs had notably lower LOS prior to conversion (4.969, I confirmed my LOS and ADC calcs do NOT include observation stays), a lower ADC (3.798), less OP visits and admissions. (all those are from the cost report). Then, from the American Hospital Association Annual Survey (AHA), we created one cumulative variable for the provision of telehealth based on all questions in the AHA survey asking for binary, categorical, or count responses related to telehealth. This resulted in a binary variable for whether a facility reported using any telehealth in that year. For 2022, of the 40 REHs, 15 did not respond to any telehealth question, leaving 25 facilities with data for the question. Of those 17 of 25 (68%) reported providing some telehealth in 2022; this usage is lower than all other hospital types and fits with our qualitative interview findings (forthcoming in results). In an unreported analysis, we stratified REH hospitals by reporting the use of telehealth (n=17) versus not providing or not responding to the questions on telehealth (n=23); results were a) not statistically different, as was reasonably expected based on sample size, but b) did not appear different across averages by telehealth. 
Percent with a computer was also lower for REHs. This variable comes from the 2023 U.S. Census Bureau's American Community Survey (ACS) 5-Year Estimates.​ Retrieved from https://www.census.gov/data/developers/data-sets/acs-5year.html



Table 1: Unadjusted Hospital Characteristics by REH Status – 2022 (Part 2 of 2)

Urban
Rural, Not REH 

Eligible
REH Eligible, Not 

REH REH Total Test

Region

Northeast 368 (17.3%) 59 (13.9%) 95 (5.5%) 3 (7.5%) 525 (12.2%) <0.001
Midwest 465 (21.9%) 103 (24.3%) 739 (43.1%) 8 (20.0%) 1,315 (30.6%)
South 808 (38.1%) 217 (51.3%) 558 (32.5%) 27 (67.5%) 1,610 (37.4%)
West 481 (22.7%) 44 (10.4%) 324 (18.9%) 2 (5.0%) 851 (19.8%)

Critical Access 
Hospital (CAH)

Non-CAH 2,122 (100.0%) 423 (100.0%) 417 (24.3%) 23 (57.5%) 2,985 (69.4%) <0.001
CAH 0 (0.0%) 0 (0.0%) 1,299 (75.7%) 17 (42.5%) 1,316 (30.6%)

Health System by 
AHRQ (16-22 Only), 
AHA (00-21 Only), or 
CHOW

Not Reported as 
Part of a Health 
System 83 (3.9%) 20 (4.7%) 488 (28.4%) 11 (27.5%) 602 (14.0%) <0.001

Part of Health 
System 2,039 (96.1%) 403 (95.3%) 1,228 (71.6%) 29 (72.5%) 3,699 (86.0%)
Ownership Type

Not for Profit 1,389 (65.5%) 269 (63.6%) 975 (56.8%) 15 (37.5%) 2,648 (61.6%) <0.001
For Profit 517 (24.4%) 80 (18.9%) 118 (6.9%) 5 (12.5%) 720 (16.7%)
Government - Non-

Federal 216 (10.2%) 74 (17.5%) 623 (36.3%) 20 (50.0%) 933 (21.7%)

Results

Presenter Notes
Presentation Notes
This is second part of table 1. Focus more on the slide prior, this is just more community characteristics. 
REHs were more commonly found in the US South 68%), more likely to not have been a CAH (58%), more likely to be part of a health system (73%) as measured by our limited variable which considers if they were ever reported to be in a health system by AHRQ, AHA, or CHOW, and more likely to be NFP (62%). 



Net Revenue Over Time, by REH Status

Results

Presenter Notes
Presentation Notes
SLIDE 1 OF 2 ON THIS DATA: Here, we show net revenue from 2017-2022, the 6 years prior to REH eligibility and the years during which the AHA survey began asking about telehealth data. 
On the left, we show the continuous growth in Urban (blue) and rural not reh eligible (red). REHs and eligibles are lost in those relatively larger growth rates and general size of net revenue so, on the right, we show just those two. As you can see, eligibles continued to grow net revenue over time, converters did not. 
Implication: this as a predictor (there was some UNC predictor research). 
Also note: this is revenue, not expenses and thus, not profit. 



Net Revenue Over Time, by REH Status

Results

Presenter Notes
Presentation Notes
SLIDE 2 OF 2 ON THIS DATA: Here, we show net revenue from 2017-2022, the 6 years prior to REH eligibility and the years during which the AHA survey began asking about telehealth data. 
On the left, we show the continuous growth in Urban (blue) and rural not reh eligible (red). REHs and eligibles are lost in those relatively larger growth rates and general size of net revenue so, on the right, we show just those two. As you can see, eligibles continued to grow net revenue over time, converters did not. 
Implication: this as a predictor (there was some UNC predictor research). 
Also note: this is revenue, not expenses and thus, not profit. 



LOS By REH Status

Results

Presenter Notes
Presentation Notes
Shows since 2017, always lower LOS and ADC for REHs. 



Average Daily Census (ADC), By REH Status

Results

Presenter Notes
Presentation Notes
Shows since 2017, always lower LOS and ADC for REHs. 



Outpatient Visits, by REH Status

Results

Presenter Notes
Presentation Notes
Shows since 2017, always fewer OP visits and admissions. 



Admissions, by REH Status

Results

Presenter Notes
Presentation Notes
Shows since 2017, always fewer OP visits and admissions. 



Telehealth Provision, by REH Status

Results

Presenter Notes
Presentation Notes
Most important of line graphs
On this slide, we show the uptake in reported telehealth provision by REHs and REH eligible hospitals since AHA started collected telehealth data in 2017. In it, we see significant growth across all hospital types, with REHs consistently reporting less (note, y axis is proportions, so, 2017 REHs was 30% reported some tele). 



REH Interview Codes and Unique Executive Responses

Results

Barriers to Telehealth Adoption Telehealth Utilization (Current 
State)

Unmet Telehealth Needs

• Volume and Scale (7)
• Financial Incentives (5)
• Regulatory and Policy (4)
• Workforce Model and Clinical 

Coverage (3)
• Community and Market Factors (2)
• Technology and Infrastructure (1)

• Tele-Behavioral Health Psychiatry 
(6)

• Tele-Neurology (4)
• Tele-Stroke (4)
• Tele-Cardiology (2)
• Tele-Emergency Medicine (2)
• Tele-Radiology (2)
• Tele-Critical Care Intensivist (1)
• Tele-Hospitalists (1)
• Tele-Infections Disease (1)
• Tele-Peds (1)
• Tele-Pulmonology (1)
• Tele-Sexual Assault Nurse Examiner 

(1)

Top Priority Tele Specialty Need: 
• Tele-Behavioral Health Psychiatry 

(2)
• Tele-Critical Care Intensivist (2)
• Tele-Emergency Medicine (2)
• Tele-Allergist (1)
• Tele-Oncology (1)

Other Desired Tele Specialties:
• Tele-Cardiology (3)
• Tele-Critical Care Intensivist (3)
• Tele-Behavioral Health Psychiatry (2)
• Tele-Emergency Medicine (2)
• Tele-Neurology (2)
• Tele-Allergist (1)
• Tele-Endocrinology (1)
• Tele-Hepatology (1)
• Tele-Oncology (1)
• Tele-Stroke (1)
• Tele-Urology (1)

Presenter Notes
Presentation Notes
Parentheses represent the number of SOURCES so interviews for the codes we made
This represents the 9 separate interviews with executive leader(s) (sometimes there were 2 on the call) from 9 separate facilities, however 1 interviewee was affiliated with multiple REHs, reflecting a total of 12 REHs represented in the interviews. Thus, this reflects approximately 25% of REHs. 

Barriers to Telehealth Adoption
	Community and Market Factors
		Aging Population Hesitancy
		Patient Preference for In-Person
		Financial Incentives
		Loss of CAH Cost-Based Reimbursement
		Loss of In-Person Revenue
	Regulatory and Policy Barriers
		340B Issues
		Advanced Practice Provider (APP) Roles
		Credentialing Across State Lines
		Federal REH Recognition Issue
		Inability to Convert Back to Grandfathered CAH Status
		SHIP Loss
		State-Level Medicaid Recognition Issues
	Technology and Infrastructure
		Broadband Instability or Unavailability
		EHR Fragmentation
		Tele Platform Cost
	Volume and Scale Constraints
		Flat Fee Tele Contracts Unaffordable
		Low ED Volume
		Specialist Providers Unwilling to Participate Due to Low Volume
	Workforce Model and Clinical Coverage
		Advanced Practice Provider (APP) Independence
		Emergency Medicine or Physician Trained Backup
Telehealth Utilization (Current State)
	Tele Outpatient Primary Care
	Tele Pulmonology
	Tele Sexual Assault Nurse Examiner
	Tele Sleep Medicine
	Tele-Cardiology
	Tele-Emergency Specialty
	Tele-Neurology
	Tele-Psychiatry
	Tele-Radiology
	Telestroke
Unmet Telehealth Needs
	Ancillary Staff
	Desired Tele Specialties
		Tele Critical Care Intensivist
		Tele Emergency Medicine
		Tele Monitoring
		Tele Neurology
		Tele Nursing
		Tele-Behavioral Health
		Tele-Cardiology
		Tele-Dermatology
		Tele-Endocrinology
		Tele-Nephrology
		Tele-Oncology
		Tele-Pulmonology
		Tele-Urology
	Top Priority Tele Specialty Need
		Top Need Tele Critical Care
		Top Need Tele Emergency
		Top Need Tele Neurology
		Top Need Tele Other
		Top Need Tele Psychiatry




Quotes from REH Leaders

Results

Barriers to Telehealth Adoption Unmet Telehealth Needs

• Volume/scale: “We love telehealth. We've tried it in 
the past. The problem with us and our low volumes is 
just the model of how telehealth most of the time is 
used.”

• “They're going to be a minimum, right? You either hit hit 
us X amount of times or you're going to pay us $2500 a 
month or whatever. That's kind of what I see and I'm 
not sure I can get $2500 a month or $5000 a 
month of usage out of somebody.”

• “So if I could get some tele-specialties, even if it's 
once a month cardiology, once a month urology… yes, 
then if they have to go for a procedure, obviously they 
have to travel.”

• “A real barrier, but [we] really need it…our REH cohort 
to say is there opportunity for us to as a group connect 
with, like tele-hospitalists, tele-ED specialists to have as 
consultants or even pay per click…somehow if we had a 
coalition of us…”

• “I felt like the REH space is is ripe for utilization of 
telehealth and yet I feel like our organization has 
been slow to explore whether there's opportunities 
there or how we could utilize it.”

• “that tele ED or tele-intensivist service that that our 
providers could lean on…we deal with those situations 
but not multiple times a day or even multiple times in 
one month. It might be 6 months between STEMIs.”

• “a really low socioeconomic area. There are people that 
don't even have cars? So they're not going to go an 
hour and a half to see cardiology, nephrology, urology. 
So our primary care providers end up doing a lot 
more than what typical primary care would do.”

Presenter Notes
Presentation Notes
Did not include about medical staff composition, observation stays. Can discuss that if you’d like and I can pull some of that. 



Some Quotes from REH Leaders
• “Our hospital did not use telehealth at all until the COVID pandemic.”

• “They can hit that button and there's a tele-intensivist or tele-ed physician that's 
able to come on and and observe. They've got access to the EMR. They can help 
direct…the provider, maybe they're doing an intubation or whatever they're involved 
with.”

• “Reviewing the images for instance for tele stroke and also doing a neurologic 
exam…for example…has potential for great value.”

• “Typically they're you know 10 to 12 patients a day. So the volumes there that that's 
also some of our challenges when you're looking at them. A monthly stipend plus a 
per click fee or whatever…we can't stomach that you know for the smaller 
facilities. But if we were able to spread that access across multiple facilities, you 
know within and maybe we needed it within state lines for licensure, you know.”

Program Outcomes: Part 2: Virtual vs In-Person (1/25-6/25

Presenter Notes
Presentation Notes
“There have definitely been times when we would have benefited from a tele-intensivist or a tele ED physician telestroke.”

“Like tele hospitalists, tele ED specialists to to have as consultants or just on you know even you know if you pay per click, I don't know somehow if we had a coalition of us that could. Connect to these services because I'll tell you where I see our biggest, our biggest problems. Most of us, because we are very small and very rural, run with mid-level provider models, right? Financially that makes a lot of sense. So emergency departments run it with nurse practitioners or physician's assistants.”

“You know, we've done telesite before where we would have a psychiatrist or a psychologist beam in to treat a patient who is physically in our facility that we got like.Very little volume. That was a money loser for us and wasn't valuable enough to the community, apparently because of the low volume. So I'm I'm at a loss for what kind of telemedicine would benefit us as.”

Some themes: 
Barriers: volume/cost of tele contracts, broadband, credentialing, payer recognition, policy constraints (e.g., 340B), MA
Current use: psychiatry, stroke, and other specialty telemedicine varies by site
Unmet needs: tele-emergency / tele-intensivist, critical care, neurology, psychiatry, and additional specialty depth
Structural idea: regional coalition / hub-and-spoke model to aggregate volume across REHs




Limitations, Implications, & 
Conclusions



Limitations

Limitations and Lessons Learned

• Data: Medicare Cost Reports, though a widely used source of 
hospital financial information, are self-reported data and can show 
inconsistencies. 

• Generalizability: Qualitatively, while we attempted to contact at 
least one individual at all 44 REHs, we only interviewed individuals 
9 individuals representing 12 REHs. Thematic results may not be 
reflective of all REHs. 

• Quantitatively, we evaluated 40 REHs. 

Presenter Notes
Presentation Notes
Medicare Cost Reports are a widely used source of hospital financial information. All hospitals must file cost reports annually to receive Medicare reimbursement. However, because hospitals self-report data, Medicare Cost Reports can exhibit inconsistencies.20 Nevertheless, the availability of financial data for all hospitals and other health care providers receiving CMS reimbursement, combined with the frequent use by researchers and finance professionals, makes Medicare Cost Reports a commonly accepted source.21,22

Generalizability: 



Lessons learned

Limitations and Lessons Learned

• Telehealth is used at some facilities and for a few modalities; 
expanded scale and scope of tele services desired.

• Barriers to further telehealth adoption were identified; most seem 
to be reasonably mitigated with coordination across decision-
makers.

• To overcome relatively high tele-specialty access costs for these low volume 
providers, rural hospitals may need to seek further alignment with a large 
regional provider or possibly a coalition of other REHs/rural hospitals may be 
an opportunity. 

• Delays in REH accreditation, state-level Medicaid/payer recognition could be 
reduced; impacts liquidity/solvency concerns

Presenter Notes
Presentation Notes

Structural idea: regional coalition / hub-and-spoke model to aggregate volume across REHs

Policymakers: align Medicaid/MA recognition with Medicare flexibilities where relevant; address tele access for low-volume sites
Payers: payment models that make specialty tele feasible at low-volume rural ED volumes
Operators: prioritize EHR integration + credentialing for tele partners; plan infrastructure realistically
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Questions?

Please feel free to reach out to Dunc 
Williams at wiljd@musc.edu or Jillian Harvey 

at harveyji@musc.edu.

Thank you!

mailto:wiljd@musc.edu
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