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Abstract 
 

This study explored the impact of Medicare sequestration on the ability of Critical Access 

Hospitals (CAHs) to provide hospital-based healthcare services in a primarily rural 

Midwestern state.  Rural populations are often identified as older, poorer and sicker than 

their urban counterparts.   Due to the increased age of rural populations and their use of 

Medicare, CAH facilities are highly dependent on Medicare as their primary insurance 

payer source. The aim was to identify the impact of the ongoing cuts in Medicare 

reimbursement due to sequestration on the rural healthcare environment and in doing so, 

provided evidence to help support policy decisions that will address the healthcare needs 

of rural Americans. This research used a two-phased, explanatory sequential mixed 

methods approach incorporating both qualitative and quantitative data.   Thirty-four CAH 

Chief Executive Officers (CEOs)/Administrators participated in this study that included a 

survey to collect quantitative data and interviews of a smaller subset of survey 

participants for the qualitative data collection phase.  The quantitative and qualitative 

findings were integrated through a joint display table.  Based on the findings, an 

educational campaign designed to inform Congressional policy makers on the negative 

impact the ongoing Medicare sequestration has had on access to care in rural America 

was proposed.  With the increasing age of rural Americans, there will continue to be a 

growing demand for hospital-based healthcare services.  The implications of this study 

are informed elected officials creating policy decisions to support access to hospital-

based healthcare services in rural America.   

Keywords:  Medicare sequestration, Critical Access Hospital Program, leadership, rural, 

public policy
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CHAPTER ONE:  INTRODUCTION 

Introduction and Background 

According to the United States Census Bureau (2017), rural areas constitute 97 

percent of the land mass of America while the population residing within these rural areas 

represents only 20 percent of the country’s total population.  The challenge for elected 

officials is to develop and support programs and policies that ensure essential services, 

including healthcare services, are available to rural Americans to support the economic 

viability of the country.   

Responding to numerous closures of rural hospitals in the late 1980s and early 

1990s, federal policy makers created the Critical Access Hospital (CAH) Program 

through the Balanced Budget Act of 1997.  The CAH Program helped to financially 

stabilize rural hospitals and in doing so, significantly reduced the number of closures and 

improved access to hospital-based healthcare services for rural Americans.  However, 

recent legislation passed in 2011 has contributed to another wave of rural hospital 

closures.   

Through the Budget Control Act of 2011 (BCA), the U.S. government used the 

sequestration process with the goal of helping to reduce the overall deficit.  According to 

the Congressional Budget Office (CBO), sequestration refers to automatic spending cuts 

that occur through the withdrawal of funding for certain (but not all) government 

programs (2021).  This legislation passed in 2011 and implemented in 2013 resulted in an 

ongoing cut in Medicare reimbursement of two percent for the CAH facilities.  Due to the 

increased age of rural populations and their use of hospital-based healthcare services, 

CAH facilities are highly dependent on Medicare as their primary payer source.  As a 
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result, Medicare sequestration has played a role in contributing to over 100 rural hospital 

closures facilities across rural America since 2010.  Additionally, over 450 of the 

remaining 1,352 CAH facilities have been identified as being at risk of closing if the 

reduction in Medicare reimbursements continues long-term.  

The National Rural Health Association (NRHA) (2021), which is a national 

nonprofit and nonpartisan membership organization with more than 21,000 members, 

strives to improve the health of the approximately 60 million people who call rural 

America home.  The mission of the NRHA is to provide leadership on rural health issues 

through advocacy, communications, education and research (NRHA, 2021).  The NRHA, 

in their 2021 Rural Health Policy Institute Requests, identified the following challenges 

to ensuring access to healthcare services in rural America: 

Provider Shortages:  over three-fourths of rural counties are primary care Health 

Professional Shortage Areas (HPSAs).  While 20 percent of the population lives 

in rural America, only nine percent of physicians practice in rural communities.   

Rural Hospital Closures:  Rural hospitals provide access to care, as well as 

economic opportunities:  these hospitals are often one of the largest employers in 

a rural community.  

Emergency Medical Services (EMS) Shortages:  In an emergency, rural patients 

travel twice as far as urban residents to the closest hospital.  As a result, 60 

percent of trauma deaths occur in rural America, even though only 20 percent of 

Americans live in rural areas (p. 2).   

Of the three primary issues identified by the NRHA impacting access to healthcare 

services in rural America, this study will focus on rural hospital closures.  Specifically, 
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this Dissertation in Practice (DIP) will examine the impact of sequestration cuts in Medicare 

reimbursement on the financial stability of CAH facilities in a primarily rural Midwestern state. 

“Health care policy includes all of the actions that governments take to influence the provision of 

health care services and the various government activities that affect or attempt to affect public 

health and well-being” (Kraft & Furlong, 2014, p. 261).   As the population of rural America 

continues to age, the need for access to local hospital-based healthcare services will continue to 

rise and so will the continued financial dependence of the CAHs on Medicare reimbursement. As 

such, now is the time for policy makers to fully understand the impact that the ongoing Medicare 

sequestration policy is having on CAH facilities and their ability to provide hospital-based 

healthcare services in rural America.    

Statement of the Problem 

The U.S. is largely considered a rural country geographically as 97 percent of the 

nation’s land mass is in what the U.S. Census Bureau considers rural areas (2017).   The 

U.S. Census Bureau describes rural as “any population, housing or territory not within an 

urban area” (2016, p. 1).  The U.S. Census Bureau goes on to describe an urban area 

includes two identifiers: urbanized area and urban clusters.  An urbanized area consists of 

a population of 50,000 people or more, while an urban cluster is identified as having a 

population of 2,500 to 50,000 people (Ratcliffe, 2016).  While the geography of rural 

America is massive, only about 20 percent of the total U.S. population, or approximately 

60 million people, currently live in rural areas.  This equates to one in five Americans 

living in a rural area (U. S. Census Bureau, 2017). With a large part of the country’s 

geographic designation being rural, but with a relatively small population spread over 

such a large area, the challenge becomes how to provide access to hospital-based 

healthcare and other essential services, to the rural citizens residing in these areas.   An 
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important program created by the U.S. government to ensure access to hospital-based 

healthcare services in rural areas is the CAH Program.   

In order to fully understand the impact that the CAH program has on the rural healthcare 

environment, it is necessary to understand the history of the program’s creation.  During the 

1980s and early 1990s, a significant number of rural hospitals across America closed 

which magnified the issue of access to hospital-based healthcare services.  As part of the 

Balanced Budget Act (BBA) of 1997, the U.S. Congress made a significant investment in 

the healthcare of rural America by creating the Rural Hospital Flexibility Program (Flex 

Program).  The purpose of the FLEX Program is to “reduce the financial vulnerability of 

rural hospitals and improve access to health care by keeping essential services in rural 

communities” (Rural Health Information Hub (RHIH), 2016, p. 1).  “One of the most 

important changes in rural health care policy that impacted rural hospitals dramatically 

has been the creation of the CAH Program” (Nedelea and Fannin, 2013, p. 185).   

The CAH Program officially began in 1997 with 100 rural hospitals (RHIH, 

2016).   To be eligible for the CAH Program designation, hospitals must meet the 

following criteria: (a) be located in a rural area, (b) be more than 35 miles from another 

hospital (or 15 miles if located in mountainous terrain or over secondary roads) or if less 

than 35 miles from another hospital, the Centers for Medicare and Medicaid (CMS) must 

approve the state plan, (c) provide 24-hour emergency services with medical staff either 

on site or on call and available on site within 30 minutes, (d) have a maximum of 25 

beds, (e) have a mean annual length of stay of 96 hours or less, and (f) have patient 

referral and transfer agreements with other acute-care hospitals in place (RHIH, 2016).  

One of the most significant benefits of CAH status is cost-based reimbursement from 
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Medicare (Seright and Winters, 2015).  Cost-based reimbursement provides higher 

reimbursement from Medicare compared to the prospective payment system (PPS) that is 

used for non-CAH facilities.  Nedelea and Fannin (2013) share that, “The policy rationale 

for Medicare cost-based reimbursement of CAHs has been to protect small, financially 

vulnerable rural hospitals (and potentially prevent their closure) due to the importance of 

providing access to health care services in isolated rural communities” (p. 184).  For 

CAHs, the benefit of receiving higher reimbursement from Medicare is significant to the 

organization’s financial viability, which in turn supports the ability of the rural hospitals 

to provide access to hospital-based healthcare services and serve as an important 

contributor to the overall rural economy.     

The creation of the CAH Program in 1997 stabilized the rural healthcare 

environment by helping to reduce the number of hospital closures.  The cost-based 

Medicare reimbursement model was designed to help improve the financial condition of 

CAH facilities and thus reduce closures (Ona & Davis, 2011).  This reimbursement 

model significantly helped many rural hospitals to remain open by converting to a CAH 

facility.  “Rural hospital CAH conversion is associated with a significant improvement in 

rural hospital financial performance” (Li et al., 2009, p. 55).  In addition to reducing 

potential closures, the CAH Program has the added benefit of enhancing the overall 

quality of care available in rural areas.  Casey et al. (2015) point out that the CAH 

Program has also allowed hospitals, “To invest in additional staffing, training to improve 

patient care, upgraded facilities and equipment, which may result in improved diagnosis 

and patient care” (p. 628).  Casey et al., (2015) emphasized that, “Maintaining access to 

high-quality care for rural residents is a very important health policy priority, and cost-
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based reimbursement can be a strategy to ensure that high-quality rural hospitals are able 

to continue providing care to their communities” (p. 633).  For many rural hospitals, 

obtaining CAH designation has made difference between closure and the ability to 

continue to provide access to hospital-based healthcare services in rural communities 

(Seright & Winters, 2015)    

As of January 2021, there are 1,352 CAH facilities operating in rural areas across 

45 states (Flex Monitoring Team, 2021).  Of these, the states with the highest number of 

CAH facilities with 60 or more per state include Iowa, Texas, Kansas, Minnesota and 

Nebraska (CAH Financial Indicators Report:  Summary of Indicator Medians by State, 

April 2020).  There are five states Connecticut, Delaware, Maryland, New Jersey and 

Rhode Island that do not participate in the CAH Program as they do not have Medicare 

Rural Hospital Flex Program (MRHFP) State Grants (CMS Medicare Learning Network, 

2019).   

Due to the increased age of rural citizens, the major insurance payment source for 

hospital-based healthcare services in rural areas is Medicare.   Recent cuts in Medicare 

reimbursement through the Budget Control Act of 2011 (BCA), have contributed to the 

negative and low financial margins that many CAH facilities across the country are 

experiencing leading to numerous hospital closures in rural areas.  The Chartis Center for 

Rural Health through the iVantage Health Analytics INDEX (2020) found that in 2015, 

39 percent of rural hospitals were operating in the red and 62 rural hospitals had closed 

since 2010.  Medicare sequestration was implemented in 2013 and since then, the 

vulnerability of rural hospitals has significantly compounded with 47 percent of rural 

hospitals operating in the red and the number of rural hospitals closures has nearly 
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doubled at 120 (iVantage Health Analytics INDEX (2020).    There have been an 

additional four closures in 2020 bringing the total of rural hospital closures to 124 and 

453 of the remaining 1,352 CAH facilities are now considered vulnerable to closure 

(iVantage Health Analytics INDEX (2020).  States with the highest rate of closures 

include Texas, Tennessee and Oklahoma (iVantage Health Analytics INDEX (2020). 

The closure of a CAH facility not only decreases access to hospital-based 

healthcare services for the area, but it creates a significant negative impact on the local 

economy.  According to the NRHA (2015), the average CAH creates 195 jobs and 

generates $8.4 million in annual payroll for a rural community.  And as previously 

mentioned, rural hospitals are often the largest employer in their rural communities so a 

closure has a significant detrimental effect on the local economy (NRHA, 2021).   

 Rural America is projected to continue to grow older as the younger populations 

leave for career opportunities in larger communities.  With the increasing age of rural 

Americans, the demand for hospital-based healthcare services will only continue to grow 

and continue to intensify over the coming years.   

Purpose of the Study 

 The purpose of this two-phased, explanatory sequential mixed methods research 

study was to identify the relationship between the reduction in Medicare reimbursement 

due to ongoing sequestration and the ability of CAH facilities to provide hospital-based 

healthcare services in rural areas.  The mixed methods design integrates both quantitative 

and qualitative data to provide a more complete overview of the research problem.  The 

first phase focused on the collection of quantitative data through a survey designed to 

assess the impact that reduced funding has had on each CAH organization.  The second 
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phase incorporated interviews of a sample group of the survey respondents in order to 

gain additional insight into the changes they are seeing in the healthcare setting in their 

primarily rural Midwestern state.   

Research Question 

This study investigated the relationship between the independent variable 

“Medicare reimbursement” and the dependent variable “provision of hospital-based 

healthcare services in a primarily rural Midwestern state”.  With the increasing age of 

rural Americans, the demand for hospital-based healthcare services will only continue to 

grow in the future.  As a result, the following research question was used to guide this 

explanatory sequential mixed methods study:   

1)  To what extent has the reduction in Medicare reimbursement impacted the 

ability of CAHs to provide hospital-based healthcare services in a primarily 

rural Midwestern state?   

Aim of the Study 

The aim of this study was to identify the impact of the ongoing cuts in Medicare 

reimbursement on the hospital-based healthcare environment in a primarily rural 

Midwestern state and in doing so, provide the evidence necessary to help develop and 

support policy decisions that will address the healthcare needs of rural Americans.  That 

is, the level of Medicare reimbursement is a significant predictor of the ability of CAH 

facilities to provide hospital-based healthcare services in a primarily rural Midwestern 

state.   

An important part of being a leader is making informed decisions about the 

development of policies and programs that will affect others.  As part of the decision-
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making process, leaders need to gather relevant data and information on a particular topic 

to increase their understanding of the subject matter.  Policy makers and others involved 

in the policy process need information to understand the dynamics of a particular 

problem and develop options for action (Kraft & Furlong, 2014).  This study provides the 

opportunity to inform policy makers and other leaders on the impact that Medicare 

sequestration has on the ability of the CAH Program facilities to improve access to care 

by providing healthcare services.  

Definition of Relevant Terms 

 This section identifies and defines relevant terms related to this research project.  

The following terms were used operationally within this study:   

Critical Access Hospital:  A Critical Access Hospital (CAH) is a hospital with a 

maximum of 25 beds that provides 24/7 emergency services and is located in a 

rural area (Seright & Winters, 2015). 

Leadership:  Leadership is defined as the ability of a leader to influence a group 

of individuals toward the achievement of a vision or set of goals (Robbins & 

Judge, 2014).    

Medicare:  Provides medical coverage for Americans who are 65 years of age or 

older, those under 65 with certain disabilities and those, regardless of age, with 

End-Stage Renal Disease (Hahn, 2015). 

Public Policy: Public policy is a course of government action or inaction in 

response to public problems (Kraft & Furlong, 2014, p. 4) 

Rural:  Any population, housing or territory not located within an urban area 

(U.S. Census Bureau, 2016).   
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Sequestration:  Sequestration is spending cuts that occur through the withdrawal 

of funding for some government programs (Congressional Budget Office (CBO), 

2021). 

Stakeholder(s):  Stakeholders are people or groups, each with unique 

perspectives, who have an interest in healthcare decisions (AHRQ Stakeholder 

Guide, 2014, p.1).   

Urban Area:  An urban area includes two identifiers: urbanized area and urban 

clusters.  An urbanized area consists of a population of 50,000 people or more, 

while an urban cluster is identified as having a population of 2,500 to 50,000 

people (U.S. Census Bureau, 2016).   

Methodology Overview 

 The population for this study included 64 CAH Chief Executive Officers 

(CEOs)/Administrators from a primarily rural Midwestern state to identify the direct 

impact that the ongoing reduction in Medicare reimbursement has had at their individual 

facilities. 

An explanatory sequential mixed methods design was utilized for this study.  

Creswell and Plano Clark (2018) shares that in mixed methods research, an explanatory 

sequential design occurs in two phases: 

The explanatory sequential design is a mixed methods design in which the 

researcher begins by a conducting quantitative phase and follows up on specific 

results with a subsequent qualitative phase to help explain the quantitative results.  

The qualitative phase is implemented for the purpose of explaining the initial 
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results in more depth, and the name of the design – explanatory- reflects how the 

qualitative data help explain the quantitative results (p. 77).   

This study utilized quantitative data collected from a survey that was developed by the 

researcher to enable participants to inform on how the ongoing Medicare sequestration 

has impacted their operating margin and in turn, their ability to provide access to 

hospital-based healthcare services in their rural service areas. Purposeful sampling of the 

quantitative data was performed to identify the participants for the qualitative, semi-

structured interviews.  The goal of the semi-structured interviews was to engage the 

critical thinking process of the CAH CEOs/Administrators and provide an opportunity for 

each person to reflect on the quality of the reasoning process simultaneously while 

reasoning to a conclusion (Niewoehner & Steidle, 2009).  The quantitative and qualitative 

data were integrated to identify how the level of Medicare reimbursement impacts the 

ability of CAH facilities to provide hospital-based healthcare services in a primary rural 

Midwestern state.   

Delimitations, Limitations and Bias 

Delimitation is a research boundary that is established by the researcher, for 

instance these boundaries may include the location, sample size, timeframe, some aspects 

of the research problem and selected criteria for the study (Creswell, 2014).   For this 

study, location and sample size were delimitations as only one primarily rural 

Midwestern state was selected to draw the sample from. As previously shared, there are 

currently 45 states that participate in the CAH Program.  Each of these individual CAH 

facilities has a story to share as to how they have been providing access to hospital-based 

healthcare services in their rural services areas with the ongoing Medicare sequestration.   
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However, this delimitation provides an avenue for future research as there are 44 

additional states that could be researched.   

A limitation is a research boundary that the researcher cannot control (Creswell, 

2014).  One limitation that this study encountered was the return rate.  Of the 64 CAH 

CEOs/Administrators contacted, 34 participated.  While this does represent a 53 percent 

rate of return, the survey took place during the COVID-19 emergency.  As such, there 

may have been the opportunity to capture additional participants if the survey was 

conducted prior to the onset of the COVID-19 crisis.     

Each researcher is unique in the background that they bring to a research topic; 

however, it is important to ensure that personal experiences do not impact the direction of 

a study.  “In research, bias occurs when systematic error is introduced into sampling or 

testing by selecting or encouraging one outcome or answers over others” (Pannucai & 

Wilkins, 2011, pg. 1).  The researcher is a past President of the primarily rural 

Midwestern state Rural Health Association Board of Directors, a 2012 Fellowship 

Graduate of the National Rural Health Association and a co-founder of the primarily rural 

Midwestern state’s Statewide Telehealth Network in 2005.  As a professional grant writer 

focusing on rural healthcare access and services for over twenty years, the researcher has 

had the opportunity to work with many CAH facilities across the country.  Additionally, 

the researcher has an extensive background working with Congressional policy makers in 

Washington, DC and worked directly with the Federal Communications Commission on 

policy changes to achieve permanent grandfathering status through the FCC’s Order and 

Notice of Proposed Rulemaking WC Docket No 02-60.   This final Order approved 

grandfathering status for 235 rural health care providers that would have otherwise 
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become ineligible for funding based new population eligibility guidelines, thus ensuring 

continued funding for telecommunications support amounting to over $1.4 million per 

year for these organizations.  While the researcher has an extensive background working 

in rural healthcare and with policy makers, the importance and creation of this study 

revolves around the opportunity for CAH CEOs/Administrators from a primarily rural 

Midwestern state to share their opinions and impact statements regarding the ongoing 

Medicare sequestration.  The design of the survey and interview questions allowed the 

participants to share their stories and experiences with the topic.  The role of the 

researcher is to disseminate these findings and for the study to serve as a conduit to share 

their experiences with the ongoing Medicare sequestration policy.     

Reflections of the Scholar-Practitioner 

This study is significant to provision of rural hospital-based health care services in 

rural America.  Specifically, this study is important for the Critical Access Hospital 

program.  This program was originally created by policy makers in 1997 as a means to 

provide a financially stable environment for rural hospitals to provide access to care.  A 

federal policy created in 2011 resulted in an ongoing two percent Medicare sequestration.  

This reduction in Medicare reimbursement impacts rural hospitals differently than their 

urban counterparts due to the significant older population that is served by CAH 

facilities. Since this older population uses Medicare as their insurance, the CAH facilities 

have a higher dependence on Medicare as their primary payer.  Kraft and Furlong (2014) 

contend that policy makers and others involved in the policy process need information to 

understand the dynamics of a particular problem and develop options for action.   This 

study has the opportunity to improve policy by showing how the ongoing cuts in 
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Medicare funding is directly impacting the ability of CAH facilities to provide hospital-

based healthcare services in rural areas.  By understanding this dynamic, policy makers 

will be able to make more informed decisions about how to improve access to healthcare 

services in rural America.    

The challenges that I encountered on my dissertation journey are ones that I 

preserved through in order to complete the processes.  Demands of my career forced me 

to take several unexpected breaks on my dissertation journey in order to complete the 

work-load necessary to meet funding deadlines.  While I would have liked to have 

completed my journey earlier, it seems that the timing of my topic has a better fit in 2021 

than what it would have had previously.  Rural health in America has many great 

challenges and these disparities were magnified by the current COVID-19 pandemic 

(Vohra et al., 2020).  The COVID-19 pandemic has helped to further identify the unique 

challenges that CAH facilities face with providing access to hospital-based health care 

services.  Now seems to be the perfect time to seek assistance from policy makers to 

rectify the decision to cut reimbursement levels from the CAHs’ primary payer source, 

Medicare.   

Summary 

The Critical Access Hospital (CAH) Program was developed by policy makers as 

a way to ensure continued access to healthcare services in rural America.  The CAH 

Program was successful in significantly reducing the closure rates of rural hospitals.  

Unfortunately, recent cuts in Medicare funding due to ongoing sequestration have 

contributed to a new wave of rural hospital closures.  With the increasing age of rural 

Americans, the demand will only continue to grow for these hospital-based services.  
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This study provides an opportunity to engage key stakeholders and share their ideas about 

how funding cuts due to sequestration have financially impacted their CAH facilities and 

their ability to provide healthcare services in rural America.  The data and information 

gathered through this study have the potential to assist policy makers with the decision-

making process to ensure that rural Americans have access to the healthcare services they 

so desperately need. 
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CHAPTER TWO:  LITERATURE REVIEW 

Introduction 

As previously stated, the purpose of this two-phased, explanatory sequential 

mixed methods research study was to identify the relationship between the reduction in 

Medicare reimbursement due to ongoing sequestration and the ability of CAH facilities to 

provide hospital-based health care services in rural areas.  As such, the literature review 

focuses on the different aspects of providing health care services in rural America.  The 

first section of this literature review discusses the unique role that the U. S. Government 

played in the financing of health care services in rural areas.  The Agency for Healthcare 

Research and Quality (AHRQ) identifies healthcare policy makers at the Federal, State 

and local levels as important stakeholders in developing effective healthcare services 

(AHRQ Stakeholder Guide, 2014, p.2).  The second section will discuss the history of 

rural hospital closures.  The third section will concentrate on the ability of the CAH 

Program to overcome various challenges to meet the healthcare needs of rural America 

now and into the future.  Finally, the important role of leadership in a changing 

healthcare environment is discussed.    

Definitions of Rural Healthcare 

Healthcare Policy  

The U. S. Government first became involved in the financing of healthcare 

services in 1965 with the introduction of the Medicare and Medicaid Programs by then 

President Lyndon B. Johnson.  The Medicare Program, also known as Title XVII of the 

Social Security Act, is designed to provide medical coverage for Americans who are 65 

years of age or older, those under 65 with certain disabilities and those, regardless of age, 
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with End-Stage Renal Disease (Hahn, 2015).  The Medicaid Program, also known as 

Title XIX, was created to provide healthcare coverage for individuals and families with 

limited incomes (Hahn, 2015).   

 In addition to providing a payer source for healthcare services through the 

creation of Medicare and Medicaid, the U.S. Government has also addressed other 

healthcare problem areas.  In the late 1980s and 1990s, nearly 400 hospitals closed across 

the U.S. and many of them were in rural areas.  The U. S. Government considers a 

hospital closed when a hospital stops providing acute inpatient care (Kaufman et al., 

2016).  In 1983, the U. S. Government changed the payment process for Medicare from 

cost-based reimbursement for services to the prospective payment system (PPS) where 

payments are based on a predetermined fixed amount (Hahn, 2015).    Through the new 

PPS payment system, rural hospitals began to struggle financially as the payments from 

Medicare were lowered thus contributing to the significant number of closures (Hahn, 

2015).     

 Recognizing the need to secure access to healthcare services in rural America, the 

U.S. Government created the CAH Program through the Balanced Budget Act of 1997.  

Nedelea and Fannin (2013) share that, “One of the most important changes in rural health 

care policy that impacted rural hospitals dramatically has been the creation of the CAH 

Program” (p. 185).  A key component of the CAH Program, also known as the Medicare 

Rural Hospital Flexibility (Flex) Program, is that the CAH designated facilities receive 

cost-based reimbursement for Medicare patients.  Hahn (2015) explains that, “Cost based 

reimbursement provides a significant financial advantage to CAHs by allowing them to 

get paid at 101 percent of costs on all of their hospital Medicare business” (p. 9).  On 
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average, 75 percent of a CAH facility’s payer mix is from Medicare (Drain et al., 2001).  

The remaining payer mix is comprised of Medicaid and private insurance.  Due to their 

significant financial dependence on Medicare, the return to the cost-based reimbursement 

model significantly helped most rural hospitals that participated in the program to 

become financially stable.  As a result, the number of closures was significantly reduced 

(Hahn, 2015).   

There are many benefits of cost-based reimbursement for CAH organizations.  

Casey et al. (2015) found that the financial stabilization provided through cost-based 

reimbursement allows the hospitals to invest in quality improvement activities, hire 

additional staff, increase training opportunities for all staff, upgrade and expand services 

in the facility, and purchase new equipment.  This reinvestment of money back into the 

provision of healthcare services helps to improve access to quality healthcare services.   

Rural Hospital Closures 

 Since the program’s inception in 1997, the CAH Program has grown from 100 

hospitals to more than 1,300 facilities with locations in 45 states (Dietz & Meacham, 

2015).  CAH facilities are essential to the provision of rural healthcare services in 

America (Leibert & Leaming, 2010).  However, policy changes in Washington, D.C. 

have once again created a reduction in Medicare funding directly impacting CAH 

facilities.  Due to the continued growth in the nation’s deficit, The Budget Control Act of 

2011 (BCA) was introduced with the intent of reducing long-term federal spending and 

raising the debt ceiling (Perex, 2015).  Through the BCA, a Super Committee was 

established with the goal “to produce legislation that would reduce the deficit by at least 

$1.5 trillion over 10 years” (Perez, 2013, p. 134).  Through the BCA, a provision was 
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created that gave the authority to implement a sequestration process to reduce the deficit.  

The members of the Super Committee were not able to agree on proposed legislation to 

reduce the deficit, which triggered mandatory cuts to many federal government programs 

beginning in March 2013.  While not every government program was included in the 

sequestration, the Medicare program was.     

While a funding cut of two percent does not appear to be an extreme measure, 

sequestration has resulted in a significant financial impact on rural hospitals.  The Chartis 

Center for Rural Health through the iVantage Health Analytics INDEX (2020) found that 

in 2015, 39 percent of rural hospitals were operating in the red and 62 rural hospitals had 

closed since 2010.  Medicare sequestration was implemented in 2013 and since then, the 

vulnerability of rural hospitals has significantly compounded with 47 percent of rural 

hospitals operating in the red and the number of rural hospitals closures has nearly 

doubled at 120 (iVantage Health Analytics INDEX (2020).    There has been an 

additional four closures in 2020 bringing the total of rural hospital closures to 124 and 

453 of the remaining 1,352 CAH facilities are now considered vulnerable to closure 

(iVantage Health Analytics INDEX (2020).  States with the highest rate of closures 

include Texas, Tennessee and Oklahoma (iVantage Health Analytics INDEX (2020). 

  The impact of Medicare sequestration has produced a significant negative effect 

on CAH facilities. “Rural hospital closures are of particular importance to rural 

populations:  compared with urban residents because they are typically older, poorer, and 

sicker” (Thomas et al., 2016, p. 196).  Thus, the population of rural America relies 

heavily on Medicare insurance coverage, which in turn leads to an increasing dependence 

of CAH facilities on Medicare as their primary payer.  
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With agriculture as the number one industry, rural America is recognized for 

feeding an ever-growing population in the U. S. and the world.  This creates an even 

greater emphasis on the role of public policy in developing a solution that ensures those 

who feed the world have the necessary resources available to do so.  Access to healthcare 

services is one of these necessary resources. “The health of rural America is more 

important than ever to the health of the United States and the world” (Bolin et al., 2015, 

p. 326).  The U.S. Department of Health and Human Services recognizes access to care 

as an important goal which is included in its Rural Healthy People 2020 initiative.  In 

fact, a recent survey of rural healthcare stakeholders identified access to health care as the 

most important priority facing rural health care in America (Bolin et al., 2015).   

Access to hospital-based healthcare services provided in a local CAH facility is 

important not only to the physical health of rural Americans, but also to the economic 

health of their local communities. The American Hospital Association (AHA) (2011) 

emphasizes that in many rural communities, the local hospital is often the largest 

employer making it a critical component of the region’s economic health.  A recent study 

on the financial impact that Kentucky based CAH hospitals have on their rural economies 

reveals the following: 

The CAH hospitals throughout rural Kentucky are serving both important medical 

and economic purposes.  The designation as CAH hospitals has helped these 

hospitals to keep their doors open and to respond to the health needs of their 

communities while contributing in a major way to the local economies (Ona & 

Davis, 2011, p. 27).   
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The National Rural Health Association (NRHA) (2015) found that the average CAH 

facility creates 195 jobs and generates $8.4 million in annual payroll for a rural 

community.  “Hospitals are often considered vital to local economies as they bring 

outside dollars into the communities via third party payers, provide jobs, stimulate local 

purchasing, and help attract industry and retirees.  As such, a closure of a hospital has 

detrimental effects on a rural community” (Holmes et al., 2006, p. 467).  The critical role 

that CAH facilities play in the overall health of rural America is substantial.  The impact 

of the recent Medicare sequestration provides an opportunity for public policy makers to 

review how their decisions are impacting not only rural America, but the entire country.  

While the overall goal of sequestration is to reduce government’s spending, policy 

makers must also consider the trade-offs of how this reduced spending on rural healthcare 

may impact costs and the health and wellbeing of Americans in the long-run.  

Critical Access Hospital (CAH) Program 

This section focuses on the provision of healthcare services in rural America 

through the CAH Program.  The important role that these CAH organizations play is best 

understood by considering the challenges that exist in a rural healthcare setting.  The 

NRHA (2021) describes rural Americans as older, poorer, and sicker than their urban 

counterparts. In addition, most rural areas have a crisis level shortage of healthcare 

professionals and access to Emergency Medical Services (EMS) so if a CAH facility 

closes, these two shortage problems are exacerbated (NRHA, 2021).   Closures of rural 

hospitals create potential barriers to timely emergency services (Miller, 2020).   

In regard to population health, rural areas have different needs from urbanized 

areas.  Eberhardt and Pamuk (2004) concluded that, “Compared with more highly 
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urbanized counties, rural counties in the United States had higher death rates from 

unintentional injuries, suicide, and chronic obstructive pulmonary disease” (p. 1682).  

Additionally, as the age of rural Americans increases, so does their need for hospital-

based healthcare services.  Rural America has a higher percentage of those aged 65 or 

older with nearly 20 percent versus less than 13 percent for urban areas (American 

Hospital Association, 2011).  According to Seright and Winters (2015), “The number of 

rural persons living with complex chronic illness is growing and nearly one-half of rural 

residents have at least one major chronic illness” (p. 63).   On average, rural residents’ 

per capita income is nearly $9,300 lower than the average per capita income in the US 

(NRHA, 2021).  In the U.S Department of Agriculture’s 2020 Edition of Rural America 

at a Glance December (2020) describes that the 2018 poverty rate for rural areas was at 

just over 16 percent compared to just under 13 percent for urban areas.    

The struggle to recruit and retain healthcare professionals in rural America is not 

a new issue. Jones et al. (2009) explain that, “The accessibility of health care resources 

generally decreases as population density declines and geographic isolation increases” (p. 

2).  While access to healthcare services decreases in rural areas, the need for hospital-

based healthcare services does not.   While one in five U.S. residents live in a rural area, 

only nine percent of doctors practice in rural settings (Payne, 2010:  NRHA 2021).  In 

fact, due to the ongoing shortage of healthcare professionals in rural areas, the U.S. 

government introduced legislation in 1976 to create the Health Professions Educational 

Assistance Act.  Through this act, Health Professional Shortage Areas (HPSAs) were 

created.  If a physician decides to practice in a HPSA designated area, they can qualify 

for loan repayment, technical assistance and increased reimbursement through Medicare 
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(Doescher et al., 2009).  This program, like the CAH Program, plays an important role in 

improving access to care in rural areas.  And similar to the CAH Program, the Medicare 

sequestration impacts the recruitment and retention of physicians in rural areas, which in 

turn impacts the hospitals.  “There is already a shortage of primary care physicians in 

general, not including rural or underserved areas, with limited grants for advanced 

training.  The sequestration cuts negatively impact the future supply of primary care 

physicians and hinder the care many Americans will receive over time” (Chauhan & 

Coffin, 2013, p. 12).  Physicians are also directly impacted as the government has cut two 

percent from graduate medical training at teaching institutions, as well as the two percent 

cut in reimbursement for services.  A physician providing services in a rural area will 

have a higher number of patients covered under Medicare due to the increased age of 

rural Americans as compared to their counterparts practicing in urban settings (Chauhan 

& Coffin, 2013).   

Healthcare Leadership 

The healthcare industry has and continues to experience change.  “Advances in 

technology and new standards of care, new business models, a growing population and 

changing demographics have propelled ongoing change in the healthcare sector” (Herd et 

al., 2016, p. 219).  In addition, significant changes in healthcare policy, such as the 

Affordable Care Act, changes in reimbursement, and the ongoing Medicare sequestration, 

have resulted in a new way of providing care across America.   

As a healthcare executive, the role of an organizational leader often requires the 

integration of leadership competencies to enable the ongoing success of the organization.  

Four important leadership competencies critical for effective performance include: 
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change leadership, self-development, talent development, and team leadership (Herd et 

al, 2016).  Change leadership is recognized “as the ability to energize stakeholders and 

sustain their commitment to changes in approaches, processes, and strategies” (Herd et al, 

2016, p. 223).  The healthcare environment is one of constant change and as such, the 

healthcare leadership team must be ready at all times to implement change throughout 

their organization.  A second leadership competency is self- development.  Through self-

development, a leader has “self-awareness of one’s strengths and challenges, and uses 

self-directed learning to address one’s challenges” (Herd et al, 2016, p. 225).  Self-

awareness enables healthcare leaders to keep abreast of various changes in the industry 

and in doing so, identify any opportunities for continual learning.  A third important 

leadership competency is talent development described as “building the organization’s 

talent pool by recognizing and supporting the development of employees’ skills and 

knowledge with coaching, feedback, and assignment activities” (Herd et al, 2016, p. 226).  

This leads to the fourth competency, team leadership.  Through team leadership, the 

organizational leader focuses on ways to empower and engage employees through 

meetings, ongoing communications and the establishment of organizational goals and 

expectations (Herd et al, 2016).  Each of these four leadership competencies helps to 

create a supportive environment for change.  “Strong relationships and teamwork are 

important when attempting to implement change in healthcare” (Sondheim et al., 2017, p. 

324).  Organizational transformation is often identified as a team sport (Chatfield et al., 

2017).  An important part of this team sport of change is to have a strong leader and 

empowered and engaged employees all working together towards the same end goal. 
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Through various national organizations, such as the National Rural Health 

Association and the American Hospital Association, rural hospital executives have the 

opportunity to address policy issues as a united front.  “The health care reform debate is a 

conflict of issues that has continued for a century, and it is an issue that affects all 

individuals, families, and communities” (Bliss, 2013, p. 46).    As a leader, it is critical to 

work with others in the organization, service area community and on a national level to 

move the healthcare organization into the future.  As part of this process, leaders have the 

opportunity to voice their concerns or support for issues with public policy makers in 

order to facilitate change.  Decision makers need to understand an issue fully before they 

are able to properly address it.  For the ongoing Medicare sequestration issue, those 

interested in maintaining healthcare in rural America have the opportunity to provide 

leadership by fulfilling the role of advocate.  

Summary 

The literature included in this section represents the vital role that the U.S. 

government plays in the provision of healthcare services in rural America.  A significant 

strength of the literature is the description of the unique practice environment that exists 

for rural health care providers.  Changes made in the funding formulas for Medicare 

reimbursement have impacted rural hospitals differently than their urban counterparts.  

The Medicare payment changes enacted in 1983 resulted in a surge in rural hospital 

closures.  As identified in the literature, policy leaders created the CAH Program in 1997 

to help reduce the ongoing rural hospital closures.  The CAH Program provided higher 

Medicare reimbursement rates for rural hospitals to reduce the rate of closures and ensure 

continued access to healthcare services. However, new cuts in Medicare funding for CAH 
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facilities has once again contributed to the increased rural hospital closure rates.  These 

recent changes in the rural healthcare environment emphasize the importance of the 

leadership role that healthcare executives and policy makers must play as they work 

together to identify a solution.   The significance of this study is to document the impact 

of the recent Medicare sequestration by collecting and analyzing data from the leaders of 

CAH facilities in a primarily rural Midwestern state.   
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CHAPTER THREE:  METHODOLOGY 

Introduction 

The purpose of this two-phased, explanatory sequential mixed methods research 

study was to identify the relationship between the reduction in Medicare reimbursement 

due to ongoing sequestration and the ability of Critical Access Hospitals (CAHs) in a 

rural Midwestern state to provide hospital-based healthcare services.  This section will 

describe the methodology used to collect, analyze and interpret the data to answer the 

research question.  The research design will be described as well as the importance of this 

study is to research the impact that the CAH Program has on the provision of healthcare 

services in rural areas and in doing so, document the impact that recent cuts in federal 

program funding has had to the stability of the rural healthcare environment. 

Research Question 

This study investigated the relationship between the independent variable 

“Medicare reimbursement” and the dependent variable is the provision of “rural hospital-

based healthcare services” in a primarily rural Midwestern state.  With the increasing age 

of rural Americans, the demand for hospital-based healthcare services will only continue 

to grow well into the future.  As a result, the following research question was used to 

guide this explanatory sequential mixed methods study:   

1) To what extent has the reduction in Medicare reimbursement impacted the 

ability of CAHs to provide hospital-based healthcare services in a primarily 

rural Midwestern state?   

 

 



  
MEDICARE SEQUESTRATION AND ACCESS TO RURAL HEALTHCARE  28 
 

 

Method 

The methodology selected to conduct the research was the two-phased, explanatory 

sequential mixed methods research study.  The researcher identified this method as the 

approach to collect both the statistical data and the stories to provide a more complete 

view of a larger picture (Creswell, 2014).   The following provides a detailed description 

outlining the methods employed to collect both quantitative and qualitative data.   

Quantitative Methods 

The quantitative method was used to determine identify numeric trends from a 

sample of the population being studied (Creswell, 2014).  The first phase of data 

collection utilized a survey to collect demographic information on the survey participants 

and how Medicare sequestration impacted their hospital.  The survey tool incorporated 

questions about the financial picture of each CAH facility by focusing on pre- and post-

sequestration operating margins, bed size and average daily census.  These questions 

helped to assess the hospital’s financial viability.   

Qualitative Methods 

 The qualitative method of this study will focus on the “review of all of the data, 

make sense of it, and organize it into categories or themes that cut across all of the data 

sources” (Creswell, 2014, p. 186).  The second phase of data collection utilized the 

interview process as an explanatory research tool to gather qualitative data.  The 

interview offers researchers the opportunity to clarify statements and information 

provided (Bloomberg & Volpe, 2019).  The interview process for this study provided the 

opportunity to take the quantitative data from the survey and gather additional details in 

order to provide a more complete picture.  
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 The variables under study in this Dissertation in Practice are Medicare 

reimbursement and the provision of rural hospital-based health care services.  The 

variables are defined as follows: 

Medicare Reimbursement:  Medicare reimbursement is the payment provided to 

rural hospitals to provide care to Medicare eligible patients.  Medicare provides 

medical coverage for Americans who are 65 years of age or older, those under 65 

with certain disabilities and those, regardless of age, with End-Stage Renal 

Disease (Hahn, 2015). 

Rural hospital-based healthcare services:  For the purpose of this study, a Critical 

Access Hospital (CAH) is identified as a provider of rural hospital-based health 

care services.  A CAH facility has a maximum of 25 beds, provides 24/7 access to 

emergency services and is located in a rural area (Seright & Winters, 2015). 

Research Design Overview 

This study design utilized an explanatory sequential mixed methods research 

design.  Creswell (2014) describes that there are three approaches to 

research:  qualitative, quantitative and mixed methods. In simplistic terms, the qualitative 

approach focuses on words while the quantitative focuses on numbers.  “Mixed methods 

research resides in the middle of this continuum because it incorporates elements of both 

qualitative and quantitative approaches” (Creswell, 2014, p. 3).  The approach used in 

this study will be mixed methods representing the collection of both qualitative and 

quantitative data. Using the two research methods together helps to create a more 

complete picture of the topic being studied.    “Qualitative and quantitative approaches in 
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a single study complement each other by providing results with greater breadth and 

depth” (Roberts, 2010, p. 145).   

The specific mixed methods design that was used in this study was the 

explanatory sequential mixed methods design.  With this design, the researcher starts 

with collecting the quantitative data first.  The results of the first phase of data collection 

help to inform on the qualitative information collected in the second phase.  Researchers 

are able to use the explanatory sequential mixed methods approach “to explain the 

mechanisms through which qualitative data that shed light on why the quantitative results 

occurred and how they might be explained” (Creswell & Plano Clark, 2018, p.77).  This 

study design provided the opportunity to analyze the numeric data specific to the 

Medicare sequestration and then the qualitative data helped to inform on themes related 

to the impact of access to hospital-based healthcare services.   

The strength of the mixed methods approach is that it provides the researcher 

opportunity to incorporate a holistic approach to the collection of 

information.  According to Creswell (2014) “The researcher bases the inquiry on the 

assumption that collecting diverse types of data best provides a more complete 

understanding of a research problem than either quantitative or qualitative data alone” (p. 

19). The mixed methods approach will provide the data and information that are 

necessary to study the causal relationship between the independent variable and the 

dependent variable in my dissertation in practice.  

Participants 

Creswell (2014) describes the population of a study as the group the researcher 

seeks to draw information from.  The population identified to participate in this study 
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includes the Chief Executive Officers (CEOs)/Administrators for CAH facilities.  The 

sample of this population will include the 64 CEOs/Administrators responsible for the 

CAH facilities located in a primarily rural Midwestern state.  The CEOs/Administrators 

are responsible for the management of the CAH organization and have direct access to 

the financial and operational information necessary for the study.   

Participants for the quantitative phase of this explanatory sequential mixed 

methods study were identified from a current contact listing of the 64 

CEOs/Administrators that was provided by the Midwestern state’s Office of Rural 

Health.  Each of the 64 participants was emailed an online survey to complete.  After the 

initial email, multiple reminder emails were sent in order to recruit additional 

participants.  In total, 34 of the 64 CAH CEOs/Administrators from a primarily rural 

Midwestern state participated representing a 53 percent survey return rate.   

The second phase focused on the collection of qualitative data.  The qualitative 

data collection process included open ended questions collecting words to “describe 

people’s knowledge, opinions, perceptions and feelings as well as detailed descriptions of 

people’s actions, behaviors, activities, and interpersonal interactions” (Roberts, 2010, p. 

143).   Purposeful sampling was performed to identify the participants for the qualitative, 

semi-structured interviews.  Purposeful sampling means that the individuals recruited to 

participate in the qualitative research have experience with the topic being researched 

(Creswell & Plano Clark, 2018).  Specifically, all individuals who were invited to 

participate in the semi-structured interviews had completed the survey in the quantitative 

phase one of research. Furthermore, cluster sampling was utilized.    Through the cluster 
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sampling process survey participants were grouped together based on a common 

identifier, which in this case was CAH bed size (Creswell, 2014).   

Using the information and data collected from the survey, a list of interview 

questions was developed.  A total of nine hospital CEOs identified to participate in the 

interview process.  Of the nine hospital CEOs, the size of the hospitals varied in order to 

represent small, medium and large CAH facilities.  These nine participants were 

contacted by email and asked to participate in the semi-structured interviews to be 

completed via Zoom (video conferencing).   

Data Collection  

 The data collection section will describe how the data was collected for this study.  

The data collection procedures are broken out per data collection type with quantitative 

first followed by qualitative.   

Data Collection Procedures 

Quantitative Data Collection 

The first step in the phase one quantitative data collection process began with 

seeking approval from Creighton University’s Institutional Review Board (IRB) for the 

survey tool (Please see Appendix A for IRB Approval).  After receiving approval, the 

researcher created the survey utilizing Creighton University’s Qualtrics Survey Software.  

The Qualtrics system was also used to create the participant email listing and the cover 

letter email with the informed consent document.  Once all documents were completed 

and ready to distribute, the researcher reached out to four CAH CEOs/Administrators to 

test the survey tool and overall process.  All four participants returned the surveys and no 

issues were identified.  As such, the researcher used the Qualtrics system to send out the 
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remaining 60 surveys.  The researcher monitored the status of the survey responses on a 

daily basis.  Additional reminder emails were sent out to encourage participation in the 

process.  Of the 64 surveys that were sent out, 36 were started and 34 were completed 

and returned.  This represents a return rate of 53 percent.  The target of 32 returned 

surveys, or a 50 percent return rate, was pre-determined by the researcher’s Dissertation 

Committee members as the threshold to inform on the research topic.  Considering that 

the survey timeline nearly mirrored the COVID-19 crisis in the Midwest, a 53 percent 

return rate was overall quite good considering the CAH CEOs/Administrators from a 

primary rural Midwestern state were on the front-line with dealing with the pandemic 

health emergency.   

Qualitative Data Collection 

 The first step in the phase two qualitative research involved reviewing the data 

analysis from the phase one quantitative research.  This analysis phase assisted with the 

identification of the potential pool of nine interviewees and creation of the interview 

questions.   Purposeful sampling was performed to identify the participants for the 

qualitative, semi-structured interviews.  Purposeful sampling means that the individuals 

recruited to participate in the qualitative research have experience with the topic being 

researched (Creswell & Plano Clark, 2018).  Specifically, all individuals who were 

invited to participate in the semi-structured interviews had completed the survey in the 

quantitative phase one of research. Furthermore, cluster sampling was utilized.    Through 

the cluster sampling process survey participants were grouped together based on a 

common identifier, in this case CAH bed size (Creswell, 2014).  As described in Chapter 

One, the maximum bed size for a CAH facility is 25 in-patient beds.   Three cluster 
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groups were created and three individuals were selected from each grouping so a total of 

nine individuals were invited to participate in the phase two interviews.  Three bed size 

ranges were identified from the survey data.  These included: 

 Small bed size (in-patient beds 10 to 15) 

 Medium bed size (in-patient beds 16 – 20) 

 Large bed size (in-patient beds 21 – 25).   

Once the two interview questions were developed, the next step was seeking approval 

from Creighton University’s Institutional Review Board (IRB) for the interview questions 

(Please see Appendix E for IRB Approval) .  Once approval for the two interview 

questions was received, the researcher reached out to each of the nine potential 

interviewees via email.  The survey participants were thanked for returning their survey 

for the phase one data collection process and then were asked to participate in the phone 

two semi-structured interviews.  They were informed that the interviews would last 15 – 

20 minutes, would focus on two questions, would take place via Zoom video 

conferencing and would be recorded to assist the researcher with translating their 

responses.  They were informed that their responses would be kept confidential and their 

names and organizations would not appear in the study results.   They email also asked 

them to provide several dates and times that would work with their busy schedules to 

conduct the interview.  Of the nine CEOs/Administrators asked to participate in the 

interviews, two turned the opportunity down with one citing that they were too busy due 

to the COVID-19 Emergency.  Using bed size as the criteria, two additional 

CEOs/Administrators were identified and contacted through email.  Both of these 

individuals agreed to participate in the interviews.  In summary a total of 11 CAH 
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CEOs/Administrators were contacted resulting in nine participants for the qualitative 

second phase of the data collection.   

 The nine semi-structured interviews were scheduled according to the CAH 

CEOs/Administrators availability during a one-month period.  The interviews were 

scheduled for 30 minutes each; however, the actual time of the interviews ranged from 15 

– 20 minutes in length.  Zoom video conferencing was used which allowed for the 

recording of the interviews.  Prior to the interviews, the researcher emailed each of the 

nine participants the Creighton University Informed Consent Form and Bill of Rights for 

Research Participants.  The researcher provided a brief overview of the research project, 

the participation rate from the phase one surveys and reminded them that they were being 

recorded.  The semi-structured interview process included the two, open-ended interview 

questions.  Based on the responses provided to the two questions, the researcher was able 

to ask any clarifying or follow up questions.   

Data Collection Tools 

Quantitative Survey 

According to Creswell (2014), survey research provides the opportunity to use a 

smaller sample with the general intent of representing the larger population. Additionally, 

Creswell (2014) identifies another advantage of using a survey is”… the economy of the 

design and rapid turnaround in data collection” (p. 157).  The creation of an online survey 

data collection tool using the Creighton University’s Qualtrics Survey Software provided 

all of the advantages outlined by Creswell above.   
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The Qualtrics Survey Software program proved the economy of design as the 

survey tool was easy to develop within the program and it was available to use at no 

additional cost to Creighton University students.  The survey instrument used for this 

research was specifically designed for this study.  Since the survey instrument was a new 

design, the researcher tested the instrument for validity and reliability.  Creswell (2014) 

emphasizes that establishing the validity of the survey instrument is significant to 

ensuring that the information collected from the tool will be useful to the intended 

research.  To test the validity of the newly designed survey instrument, test surveys were 

sent to four of the CAH CEOs/Administrators from a primary rural Midwestern state.  

Through this process, the researcher was able to test the construct validity to determine 

“…whether the scores serve a useful purpose and have positive consequences when they 

are used in practice” Creswell, 2014, p. 160).  All four surveys were completed and 

returned.  The researcher reviewed the responses and confirmed the validity of the 

instrument prior to sending out to the remaining 60 CAH CEOs/Administrators.  

Reliability of the new survey tool was confirmed as the test-retest correlations revealed 

the stability of scores when tested over time (Creswell, 2014).   

The format of the survey was an 18-question Likert scale design that featured a 

range of potential responses, as well as the opportunity to provide additional feedback 

several of the questions.  “Questionnaires and survey instruments, such as Likert scales 

and sematic differentials, are designed to collect and measure a participant’s values, 

attitudes and beliefs about selected subjects” (Saldana, 2016, p. 135).  The design of the 

survey questions allowed the participants to share their individual perceptions about the 

impact that the ongoing Medicare sequestration has had on their ability to provide access 
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to hospital-based health care services in their rural service areas.  Please see the Survey 

Tool in Appendix B.  The Qualtrics Survey Software program allowed for the easy 

creation of the participants’ email addresses in order to send the survey to the entire 64 

sample of the CAH CEOs/Administrators in a primarily rural Midwestern state.  A 

participant recruitment email message accompanied the survey document along with Bill 

of Rights for Research Participants documents.  Please see Appendix C for the Participant 

Recruitment Letter and Appendix D for the Bill of Rights for Research Participants.   The 

ability to email the online survey to each of the participants and their ability to complete 

the survey online supported the rapid turnaround in the data collection as mentioned by 

Creswell (2014).  Once a participant started the survey process, this information was 

instantly available to the researcher online.  The Qualtrics Survey Software program 

allowed the researcher to monitor the responses ensuring that the target goal of 32 

returned surveys, or 50 percent, was achieved for the study.  The target of 32 returned 

surveys, or a 50 percent return rate, was pre-determined by the researcher’s Dissertation 

Committee members as the threshold to inform on the research topic.  The total number 

of completed returned surveys was 34, or a 53 percent rate of return.   

Qualitative Semi-Structured Interviews 

For the qualitative data collection phase of the study, a semi-structured interview 

process was used to provide a more focused exploration of a specific topic (Bloomberg & 

Volpe, 2019).  The interview questions were provided in advance and included two 

predetermined questions to nine participants.  The qualitative data collection process 

included open ended questions collecting words to “describe people’s knowledge, 

opinions, perceptions and feelings as well as detailed descriptions of people’s actions, 
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behaviors, activities, and interpersonal interactions” (Roberts, 2010, p. 143).   The two 

questions that were developed for the semi-structured interview process were designed to 

build upon the quantitative results while at the same time tie back to the initial research 

question of to what extent has the reduction in Medicare reimbursement from 

sequestration impacted the ability of CAHs to provide hospital-based health care services 

in a rural Midwestern state. The two questions used during the interview process 

included: 

1) How would you describe the optimal health care environment in your rural 

Midwestern state?   

2) Please describe how the ongoing Medicare sequestration funding reductions have 

impacted your organization’s ability to respond to the health care needs of your 

rural service area?   

The semi-structured interview process was an important element of the overall data 

collection as it provided the opportunity for participants to go into further detail about 

how Medicare sequestration has impacted their CAH facility.  As there were 34 

respondents to the survey conducted in the first phase of data collection, the researcher 

performed purposeful sampling to identify the participants for the qualitative, semi-

structured interviews.  Purposeful sampling means that the individuals recruited to 

participate in the qualitative research have experience with the topic being researched 

(Creswell & Plano Clark 2018).  Specifically, all individuals who were invited to 

participate in the semi-structured interviews had already completed the survey in the 

quantitative phase of the study. Furthermore, cluster sampling was utilized so that survey 

participants could be grouped together based on a common identifier, which was CAH 
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bed size (Creswell, 2014).  Three cluster groups were created and three individuals were 

selected from each grouping so a total of nine individuals were invited to participate in 

the phase 2 interviews.  As represented in Table 4.2, three bed size ranges were identified 

from the survey data.  These included: 

 Small bed size (in-patient beds 10 to 15) 

 Medium bed size (in-patient beds 16 – 20) 

 Large bed size (in-patient beds 21 – 25).   

As described in Chapter One, the maximum bed size for a CAH facility is 25 in-patient 

beds.    

The nine participants who were invited to participate in the semi-structured 

interviews had completed the survey in the quantitative phase one of research. They were 

invited through an email to participate in the interview process.  Please see Appendix F 

Interview Recruitment Letter and Survey Questions.  A follow up email confirming the 

date and time for the semi-structured interviews was provided by the researcher. Please 

see Appendix G Confirmation of Interview.    At this time, Creighton University’s 

Informed Consent Form document was also provided.  Please see Appendix H Informed 

Consent Form.   

Data Analysis  

Through the mixed methods approach in a single study, the researcher has the 

opportunity to use both qualitative and quantitative data to assist with the validation of 

the researcher’s analysis (Strauss & Corbin, 1990).  For the explanatory sequential mixed 

methods design, the two data sources (survey and interview) are analyzed separately 
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(Creswell, 2014).  This study utilized the quantitative and qualitative data equally to 

answer the research question of to what extent has the reduction in Medicare 

reimbursement from sequestration impacted the ability of CAHs to provide hospital-

based health care services in a rural Midwestern state.  The data analysis occurred in two 

phases with quantitative data being analyzed and interpreted first and the qualitative data 

second.  Creswell (2014) explains that a third step is then utilized to interpret the data on 

“…how the qualitative findings help explain the quantitative results” (p. 225).  These 

findings were then integrated into a joint display table showing how the data integrated 

together to answer the research question. 

Quantitative Analysis 

 After the survey data were collected, quantitative analysis was used to determine 

“numeric description of trends, attitudes or opinions of a population by studying a sample 

of that population” (Creswell, 2014, p. 155). The researcher utilized the Creighton 

University’s Qualtrics Survey Software program to analyze the data from the survey.  

The analysis software program provided overall results per each question as well as the 

opportunity to review individual results.  The analysis tool of the Qualtrics program 

helped to organize the data and assist with the identification of trends based on the 

responses to the questions.  In addition, the data was also used to develop qualitative data 

collection, including identification of the participants for the interviews and the 

development of the two interview questions. 

Qualitative Analysis 

Creswell and Plano Clark (2018) identify that software programs may be 

beneficial during the qualitative and mixed methods analysis.  One such software 
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program mentioned by Creswell and Plano Clark (2018), Curry and Nunez-Smith (2015) 

and Saldana (2016) was MAXQDA.  The researcher tested out to the online software 

program and felt it provided a good fit for the analysis of the qualitative data collected.  

The MAXQDA program provides a translation program.  Using the recording secured 

through the Zoom platform, the researcher inputted the recordings into the software 

program and used the translation feature to transcribe the interviews.  Once the 

transcription process was completed on the nine interviews, the researcher began the 

process to analyze and code the data.  The coding process allows the researcher to 

organize the coded data into categories based on common characteristics and these in 

turn, aid in the identification of themes (Saldana, 2016).  The coding process was based 

on grounded theory.   

Grounded theory was used by the researcher to generate theories based on what 

emerges from the data (Bloomberg & Volpe, 2019).  “Grounded theory can also be a 

powerful qualitative method for social justice inquiry and a means of informing policy 

and practice” (Bloomberg & Volpe, 2019, pg. 56).  The grounded theory data analysis 

process involved three stages:  open coding, axial coding and selective coding.  The first 

stage was open coding, which is the process of “…coding data for major categories of 

information” (Bloomberg & Volpe, 2019, pg. 56.  During this phase the researcher 

examined the data and during this process, named and categorized elements of the data to 

develop concepts (Bloomberg & Volpe, 2019).  The codes developed during this first 

round of coding are further developed in the second phase of coding.  During the second 

phase, the researcher developed the concepts into categories and looked for possible 

relationships (Bloomberg & Volpe, 2019).     Axial coding was used in this second phase 
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for the “…identification of one open coding category as the “core phenomenon”” 

(Bloomberg & Volpe, 2019, pg. 56).  The axial coding helped the researcher look for 

links.  In the third phase, selective coding “assembles a story line that describes the 

interrelationships among the categories” (Bloomberg & Volpe, 2019, pg. 57).   

Through grounded theory coding process, the researcher identified four major themes 

from the qualitative data analysis:   

 Dependence on Medicare Reimbursement, 

 Access to Healthcare Professionals, 

 Ability to upgrade facility and purchase new equipment, 

 Need for policy changes.     

Mixed Methods Analysis 

 As this is a mixed methods research design, the third step in the analysis process 

is the assimilation of quantitative and qualitative findings into a joint display representing 

the data integration.  When using the mixed methods research design, Guetterman et al. 

(2015) “…urges researchers to use joint displays to integrate and represent mixed 

methods analysis and discuss their value” (p. 554).  The graphical display through a joint 

display table may lead to a better understanding of the study’s design (Ivankova et al., 

2006).  For this study the researcher created a joint display table.  The table featured the 

four themes identified through the qualitative analysis and then upon the integration of 

the two forms of data analysis, sub-themes were developed.  In total nine sub-themes 

were identified and utilized in the joint display table in order to create a better 

understanding of the integrated quantitative and qualitative data.   
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Ethical Considerations  

The Creighton University Institution Review Board (IRB) was an important part 

of ensuring ethics in this study’s data collection process.  The IRB committee’s role is to 

protect the rights of human subjects ensuring that the research to be conducted will cause 

them no harm (Roberts, 2010).  The researcher sought approval twice during the data 

collection process from Creighton University’s IRB.  The first time was for approval of 

the survey questions and process.  The second time was for the approval of the semi-

structured interview questions and overall interview process.  Participants received a 

copy of the Creighton University Informed Consent Form and Bill of Rights for Research 

Participants.  Informed consent confirms that the individuals participating are doing so on 

a voluntary basis and then outlines the potential risks involved in their participation 

(Babbie, 2014: Curry & Nunez-Smith, 2015). Confidentiality was addressed with each of 

the participants letting them know that their personal identifying information (Name and 

CAH Organization Name) would be kept confidential.  However, confidentiality while 

being provided by the researcher to every extent possible, does not guarantee complete 

anonymity by the study’s participants since they are providing personal credentials 

(Babbie, 2014: Curry & Nunez-Smith, 2015).   All data collected was stored in a 

fireproof safe in the researcher’s home office.  The data will also be destroyed at the 

conclusion of the study.   

Summary 

The chapter presented an overview of the two-phased, explanatory sequential 

mixed methods research study that was used to identify the relationship between the 

reduction in Medicare reimbursement due to ongoing sequestration and the ability of 
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Critical Access Hospitals (CAHs) in a rural Midwestern state to provide hospital-based 

health care services.  This section described in detail the methodology that was used to 

collect, analyze and interpret the data used to answer the research question.  Finally, the 

researcher provided a reflection on their individual journey to completing the Dissertation 

in Practice.   
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CHAPER FOUR:  RESULTS AND FINDINGS 

Introduction 

 The intent of this mixed methods study was to establish that the level of Medicare 

reimbursement contributes to the provision of hospital-based healthcare services by 

Critical Access Hospitals (CAHs).  This section will articulate the findings from the 

research that was conducted through the mixed methods design in which both 

quantitative and qualitative data were collected.   

Results 

As this was a mixed methods study, quantitative data were collected through an 

online survey of 34 CAH Chief Executive Officers (CEOs) of a Midwestern state. To 

supplement this information, Zoom video conferencing interviews were conducted with 

nine of the CEOs that completed the survey.  Through the mixed methods process, the 

researcher was able to capture a more complete picture of what is being studied (Creswell 

& Plano Clark, 2018).    The first phase of data collection utilized a survey to collect 

demographic information on the participants and how Medicare sequestration impacted 

their hospital.   After analyzing the data from the surveys, the interview questions were 

created and the participants for the interview process were identified.  The second phase 

of the data collection process was the semi-structured interviews that were used to gather 

additional opinions and insight to inform the data collected from the survey process.  This 

second phase of qualitative research helps the researcher build upon the data helping to 

make sense and meaning (Bloomberg & Volpe, 2019).   
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Quantitative Results 

 The quantitative data collection phase began in late December 2019 through late 

May 2020.  And the data were analyzed June 2020 through July 2020.  The instrument 

utilized was an 18-question survey (Please see Appendix B) that encompassed a range of 

Likert Scale questions.   

Participant Demographics 

Table 4.1 represents a summary of the participant demographics.  The overall 

sample derived from the survey process.  The survey was sent to 64 CAH 

CEOs/Administrators of which 34 participated in the survey process which represents a 

return rate of 53 percent.  In order to identify their length of tenure working in a CAH 

setting, two questions were asked (Please see Appendix F).  Of those participants, 59 

percent had five years or less experience as the CAH CEO/Administrator of their current 

hospital, nine percent had five – 10 years and 32 percent had over 10 years of experience.  

When asked how long in total have they served in the role of a CAH CEO/Administrator 

at their current hospital and prior hospitals, 35 percent of the participants reported they 

had five years or less experience, 21 percent reported five – ten years and 44 percent 

indicated that their overall experience was 10 years or greater as a CAH 

CEO/Administrator.  Finally, the participants were asked if they worked in a different 

role at a CAH facility prior to becoming the CEO/Administrator.  The majority of the 

participants (62 percent) reported they had work in a different role while 38 percent 

reported they did not.  These findings reveal that in their current CAH 

CEO/Administrator role, nearly 59 percent have less than five years of experience; 
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however, when their total experience in the role of CAH CEO/Administrator is 

calculated, the findings support that the participants have an extended tenure working in 

the CAH setting.  Of the participants, 22 or 65 percent, have at least five to over 10 years 

of experience serving as a CAH CEO/Administrator.  In addition, nearly 62 percent or 21 

participants report working at a CAH facility prior to becoming CEO/Administrator.    

Table 4.1: Participants’ Tenure Working in the Critical Access Hospital 
Environment 

Current Role as CAH CEO # of CAHs Proportion of Overall Sample (%) n=34 

Less than 5 years   20   59% 

5 – 10 years     3   9% 

10 years +    11   32% 

Total Role as CAH CEO # of CAHs Proportion of Overall Sample (%) n=34 

Less than 5 years   12   35% 

5 – 10 years      7   21% 

10 years +    15   44% 

CAH Role prior to CEO # of CAHs Proportion of Overall Sample (%) n=34 

Yes     21   62% 

No     13   38% 

 

Table 4.2 presents a summary of the 34 CAH facilities by bed size and average 

daily census (ADC).  Of the participants in the study, 26 percent were classified as small 

(15 or less beds).   There were four (38 percent) of the facilities in the medium category 

with a bed size ranging from 15 – 20.  A total of 12 (35 percent) of the CAHs were in the 

large category defined as 21 to 25 beds.  The bed size categories were identified to help 

assure that the participants in the qualitative interview phase represented different 
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hospital sizes.  The ADC indicates the volume of patients and reveals how busy the CAH 

facilities are during the course of a year.  The ADC is computed using the annual 

admissions multiplied by length of stay divided by 365 days (CAH Financial Indicators 

Report:  Summary of Indicator Medians by State, April 2020).     Nearly 74 percent of the 

CAH facilities represented in the survey would be considered low volume organizations 

as they have an ADC between one and four inpatients.   

Table 4.2: Participants’ In-Patient Bed Size and Average Daily Census (ADC) of 
Critical Access Hospitals 

In-patient Bed Category # of CAHs Proportion of Overall Sample (%) n=34 

Small (bed size up to 15)  9   27% 

Medium (bed size 16 – 20)  13   38%  

Large (bed size 21 – 25)  12   35% 

Category   # of CAHs Proportion of Overall Sample (%) n=34 

Low (1 – 4 ADC)   25   74% 

Medium (5 – 8 ADC)   4   12% 

High (9 – 12 ADC)   5   14% 

 

Table 4.3 reflects how the respondents viewed the impact of Medicare 

sequestration on their individual CAH organization and the CAH Program as a whole.   

The results indicated that 28 or 85 percent of the CEOs/Administrators perceived the 

ongoing Medicare sequestration as having a negative impact on their individual 

organization.  There were 5 respondents or 15 percent, who felt the impact had a neutral 

effect on their organization and no participants indicated a positive impact.  When asked 

how Medicare sequestration had impacted the CAH Program in their Midwestern state 
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and the CAH Program overall on an ongoing basis, the negative response rate increased 

to 31 responses representing slightly more than 91 percent.  There were three responses, 

or nearly nine percent, who felt that the impact was neutral.  Again, there were no 

responses for the positive impact option.   

4.3: Participants’ View on Impact of Medicare Sequestration 

Individual CAH Impact # of CAHs Proportion of Overall Sample (%) n=33 

Positive    0   0% 

Neutral (no impact)   5   15% 

Negative    28   85% 

CAH Program Impact  # of CAHs Proportion of Overall Sample (%) n=34 

Positive    0   0% 

Neutral (no impact)   3   9% 

Negative    31   91% 

 

Table 4.4 provides an overview of the CAH operating margins pre- and post-

Medicare Sequestration. Prior to the Medicare sequestration which began in 2013, 29 or 

85 percent of the CAHs reported either a neutral or positive operating margin.  Only five 

hospitals or 15 percent reported a negative operating margin prior to Medicare 

sequestration.  However, the survey results show a shift in the response after Medicare 

sequestration went into effect.  The extremely positive response changed from five 

organizations to two (15 percent to 6 percent).   The somewhat positive responses 

dropped from 22 organizations or 65 percent to 18 facilities of 53 percent.  Organizations 

reporting a neutral impact grew from two (six percent) to four (12 percent).  The most 

significant shift was to the somewhat negative category as it doubled in size from five 
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organizations to 10 (15 percent to 29 percent).  The extremely negative category 

remained consistent at zero for both periods.  Overall, there were 24 hospitals or 71 

percent that reported either a neutral or positive margin post-Medicare sequestration as 

compared to 29 hospitals or 85 percent prior to implementation.  The hospitals reporting 

negative operating margins doubled going from five to 10 CAHs.   

Table 4.4: Impact of Medicare Sequestration on individual CAH Operating Margins 

Pre-Sequestration Margin # of CAHs Proportion of Overall Sample (%) n=34 

Extremely Positive   5   15% 

Somewhat Positive   22   65% 

Neutral     2   6% 

Somewhat Negative   5   15% 

Extremely Negative   0   0%  

Post-Sequestration Margin # of CAHs Proportion of Overall Sample (%) n=34 

Extremely Positive   2   6% 

Somewhat Positive   18   53% 

Neutral     4   12% 

Somewhat Negative   10   29% 

Extremely Negative   0   0% 

 

 Table 4.5 shows the line item expenses that decreased as a result of Medicare 

sequestration.  As represented in Table 4.4, there were 24 CAH organizations that had 

neutral to positive operating margins.  These CEOs/Administrators were asked if they 

had to institute budget cuts in nine different line-item expenses in order to improve their 

bottom line.  A total of 13 CAHs or 54 percent indicated that they were forced to reduce 
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staff to maintain a positive operating margin following the loss of two percent funding 

annually.  The second most frequent budget cut was delaying facility upgrades with 12 

CAHs or 50 percent, waiting to purchase new equipment and reducing the 

travel/education budget for staff with 11 CAHs or 46 percent.  Canceling newly proposed 

services and programs rounded out the top five with 10 CAHs or 43 percent indicating 

budget cuts in this area.  

Table 4.5 also shows the responses of the 10 CAHs that reported a negative 

operating budget after Medicare sequestration.  From the listing of nine options, these 

CEOs/Administrators were asked which budget categories where cuts were made to help 

stop the negative slide of their operating budgets.  There were seven CAHs or 70 percent 

that selected waiting to make facility upgrades/additions along with delaying the start of 

new programs/services.   Six CAH organizations, or 60 percent, indicated that operating 

expenses were reduced by decreasing staff travel/education and a reducing programs and 

services available to their community.  In addition, five CAH organizations, or 50 

percent, identified waiting to purchase equipment, reducing staff and canceling newly 

proposed services and programs as budget cutting choices.    

Table 4.5: Post Medicare Sequestration Cuts to Improve Operating Margin  

Cuts Made/Positive Margin # Selected  Proportion of Overall Sample (%) n=24 

Reduction in Staff   13   54% 

Reduction in Benefits   3   13% 

Reduction in Travel/Education 11   46% 

Reduction in services/programs 7   29% 

Delay in services/programs  7   29% 

Cancel new services/programs 10   43% 
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Wait to make facility upgrades 12   50% 

Wait to purchase equipment  11   46% 

Other     4   17% 

   Total   78 

Cuts Made/Negative Margin # Selected Proportion of Overall Sample (%) n=10 

Reduction in Staff   5   50% 

Reduction in Benefits   1   10% 

Reduction in Travel/Education 6   60% 

Reduction in services/programs 6   60% 

Delay in services/programs  7   70% 

Cancel new services/programs 5   50% 

Wait to make facility upgrades 7   70% 

Wait to purchase equipment  5   50% 

Other     1   10% 

   Total   43 

 

Table 4.6 represents the efforts of the CEOs/Administrators of the CAH facilities 

in this Midwestern State to educate their law makers in Washington, DC on how the 

ongoing Medicare sequestration has impacted their hospital organizations.  Slightly less 

than half of the CEOs/Administrators (16 CEOs or 47 percent) reported reaching out to 

policy makers to educate them on the impact of Medicare sequestration on their 

organizations and rural communities.   
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Table 4.6: Participants’ Efforts to Advocate for Change with Law Makers 

Education of Law Makers # of CAHs Proportion of Overall Sample (%) n=34 

Yes    16   47% 

No    14   41% 

No Response   4   12% 

Qualitative Results 

The phase two qualitative research began following the completion of the phase one 

quantitative research.  This analysis phase assisted with the identification of the potential 

pool of interviewees and creation of the two interview questions.   

Purposeful sampling was performed to identify the participants for the qualitative, 

semi-structured interviews.  Purposeful sampling means that the individuals recruited to 

participate in the qualitative research have experience with the topic being researched 

(Creswell & Plano Clark, 2018).  Specifically, all individuals who were invited to 

participate in the semi-structured interviews had completed the survey in the quantitative 

phase one of research. Furthermore, cluster sampling was utilized.    Through the cluster 

sampling process survey participants were grouped together based on a common 

identifier, in this case CAH bed size (Creswell, 2014).  Three cluster groups were created 

and three individuals were selected from each grouping so a total of nine individuals were 

invited to participate in the phase 2 interviews.  As represented in Table 4.2, three bed 

size ranges were identified from the survey data.  These included: 

 Small bed size (in-patient beds 10 to 15) 

 Medium bed size (in-patient beds 16 – 20) 

 Large bed size (in-patient beds 21 – 25).   
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As described in Chapter One, the maximum bed size for a CAH facility is 25 in-patient 

beds.    

The two questions that were developed for the semi-structured interview process were 

designed to build upon the quantitative results while at the same time tie back to the 

initial research question of to what extent has the reduction in Medicare reimbursement 

from sequestration impacted the ability of CAHs to provide hospital-based healthcare 

services in a rural Midwestern state. The two questions used during the interview process 

included: 

1) How would you describe the optimal health care environment in your rural 

Midwestern state?   

2) Please describe how the ongoing Medicare sequestration funding reductions 

have impacted your organization’s ability to respond to the healthcare needs 

of your rural service area?   

The interview portion of this research was conducted over a four-month period, July 

2020 – October 2020, and included the following steps: (1) creating two interview 

questions informed by the quantitative data analysis, (2) securing a second IRB approval, 

(3) identifying potential participants based on bed size clusters, (4) recruitment of 

interviewees, (5) scheduling the interviews and (6) executing the interviews over Zoom.   

Qualitative Results 

The qualitative analysis relied heavily on the coding process to identify emerging 

themes.  The process of coding involves the researcher identifying themes as a way to 

translate an interview, or words, into data (Saldana, 2016).  Through this extensive 
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coding process, four themes emerged relative to the level of Medicare reimbursement as a 

significant predictor of the ability of CAH facilities to provide hospital-based health care 

services in their rural areas.  The four themes that emerged from the data analysis 

included: 

 Dependence on Medicare Reimbursement, 

 Access to Healthcare Professionals, 

 Ability to upgrade facility and purchase new equipment, 

 Need for policy changes.     

Dependence on Medicare Reimbursement  

The first theme that emerged from the participants was the impact they are 

experiencing on their overall operating margin due to the Medicare sequestration.  Since 

the population of the rural communities is significantly older, the largest payer for the 

CAHs is Medicare.  “Rural residents are a high percentage of Medicare participants.  Our 

hospital right now is about 80 percent Medicare.  When you get two percent less from 80 

percent of your patients, this is significant.  For a lot of CAH or rural hospitals, that two 

percent would be their operating margin” (Participant 1).  The participants also shared 

that the 101 percent reimbursement that they were originally receiving did not cover all 

the actual costs.  “You get 101 percent of cost so you should be able to make money, but 

we have been getting paid less than what the actual costs are.  It is 101 percent of eligible 

costs” (Participant 2).  “The CAH system was designed to break even, but this was never 

the case.  You were only getting 93 percent of your actual costs and now you are losing 

an additional two percent in reimbursement” (Participant 1).  Several of the participants 
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also expressed concern that the two percent will not only continue well into the future, 

but that more cuts may be coming.  “I believe that they are going to continue to make 

cuts (to our reimbursement) and that the two percent will not be the end of it” (Participant 

4).  While the dependence on Medicare reimbursement did slightly vary for each 

organization, several participants identified the range as 65 – 80 percent which equates to 

$75,000 to $100,000 in lost revenue per year.  Over time, this adds up to significant 

dollars in lost revenue.  As several participants shared, the reduction in their overall 

operating margin equates to less money to reinvest in their organizations.  “We need the 

money to pay for the people, the technology and the services, as well as provide a nice 

facility” (Participant 5).  While the participants expressed concern with the reduction in 

Medicare reimbursement and how this impacts their organization, they also reflected on 

the importance of the program in providing access to care that would otherwise not exist.  

“The CAH Program is the only reason why a lot of small hospitals are still around” 

(Participant 4).  It is evident that the participants recognize the importance of the CAH 

Program equating to access to care in rural areas.  Several even recognize that they would 

not be in existence if the program did not exist.  Participant 3 adds, “We are a low 

volume organization and we wouldn’t be here without the CAH Program”.  Due to their 

senior population, the CAH facilities have become more dependent on.  This dependence 

will continue to grow in the future as the rural populations continue to age.    

Access to Healthcare Professionals 

The second theme that emerged is that the loss of revenue impacts the ability of 

the CAHs to recruit and retain essential staff essential to provide the healthcare services.  

“If we do not have access to the professionals that we need, then we are not going to be 
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able to provide the (necessary) care for our service area” (participant 5).  Having access 

to healthcare professionals becomes even more of a challenge for rural areas when the 

organization’s bottom line is struggling to remain positive.  “We want them (staff) to 

come to rural America but we need to be able to pay them” (participant 7).  Once the 

rural community gets the staff that they need, lack of finances may be an issue with 

retaining them.  “I talk to other CAH CEOs and the two percent can be the difference 

between laying people off or not” (Participant 2).  If a facility has to start laying-off staff, 

the organization’s ability to provide the programs and services needed by the community 

is diminished.   

“The biggest thing that I have seen is the scaling back of services.  For example, 

outpatient rehabilitation services (Physical Therapy, Occupational Therapy and 

Speech Therapy) but looking at the return on investment the outpatient rehab is 

hard to balance out.  Those are some of the services that you have to evaluate but 

you just cannot keep them.  This means that you start asking the senior population 

to travel to receive services that they once had in their communities before” 

(Participant 4).   

  The loss of healthcare services locally creates an increased hardship on the rural 

population if the only option is to travel.  Traveling for healthcare services in rural 

America can often be a challenge as there is the lack of public transportation systems.  

Accesses to Uber, Lyft or taxis are typically non-existent in small rural communities.  “I 

think the biggest thing is just having access to the services that are needed and to be 

convenient as possible for the patient” (Participant 8).  This becomes even more of an 

issue if the situation is an emergency.  “We are here for them and want to be here for 
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them.  People do not want to drive 45 minutes to a hospital especially when they are 

having a heart attack” (Participant 7).  And even more recently, the impact of COVID - 

19 made access to care locally even more vital to survival.  “With COVID - 19 we were 

hit hard and fast right away.  Oxygen levels were so bad that they (patients) barely made 

it into our Emergency Room let along trying to get to (a larger hospital 40 miles away) 

and think about if you had no rural healthcare” (Participant 9).   

 The purpose of the CAH Program is to make sure that there is access to hospital-

based health care services in rural America.  The rural hospitals work hand-in-hand with 

Medical Professionals in order to provide a full continuum of care whenever possible.  

“You want to have enough primary care providers, whether they are Medical Doctors, 

Nurse Practitioners, or Physician Assistants, as they need to be able to offer the services 

to manage birth to colonoscopies…from the start to the finish” (Participant 2).  The 

recruitment of Medical Professionals to a rural community is directly tied to having 

access to a local hospital to refer their patients for hospital-based care.  “If a hospital 

closes, providers leave.  We cannot keep our doctors here if we can’t keep our doors 

open” (Participant 9).  Ample access to primary care physicians also helps to expand 

access to Specialty Healthcare Providers through visiting clinics at the local CAH 

facility.  “If traveling specialists cannot come out (to our rural community) this hurts 

local access to care.  More than 20 different visiting Specialists come out, so people do 

not have to leave the community.  Diversity is important to keeping the organization 

strong financially” (Participant 5).   In addition to visiting Specialists, the CAH facilities 

are also able to connect patients to specialty healthcare services that are not available 

locally over Telemedicine.   
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“What I would like to see is primary and specialty services widely available to all 

people regardless of where they live (rural or urban).  Understand that there has to 

be some inequality just because of the population base but maybe some of the 

lessons that we learned through COVID 19 by using telehealth would help to 

reduce the inequality.  Access to care to everyone regardless of where they live is 

what the CAH Program is supposed to be about” (Participant 4).   

The role of the local CAH facility is to serve as a collaborator to ensure access to 

care in the rural communities.  Not only does a strong hospital help to support local 

Primary Care practices, but it also connects patients with Specialty Providers either 

through hosting visiting clinics at the hospital or connecting to them virtually via 

Telemedicine.   

Ability to Upgrade Facility and Purchase Equipment 

The third theme that emerged from the participants is that with a thin operating 

margin, decisions to upgrade the hospital facility or make large equipment purchases are 

often put on hold.   “(The financial loss) is $100,000 per year for the hospital. This means 

having to put off technology upgrades because of the financial loss.  It keeps you from 

upgrading equipment when it needs to be upgraded” (Participant 3).  The participants 

recognize that putting off facility upgrades and equipment purchases are not long-term 

solutions to declining operating margins.  

“New building and infrastructure is something high on our priority list, but how 

are you going to invest in them when you don’t have the operating margin to do 

so.  Perception becomes reality so when you walk into an old building your 
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perception of the care is impacted.  A person walking into a dark dingy old 

facility versus a brightly lit new facility, the perception is that the care in the new 

facility is better than in the old facility but that may not be the case” (Participant 

7).   

In summary, the annual funding losses due to the ongoing Medicare sequestration 

has a significant impact on the ability of the CAH to invest money in facility upgrades 

and equipment, which in turn would help improve access to hospital-based services in 

their community.    

Need for Policy Changes 

The final theme identified by the participants was the need to help law makers in 

Washington DC to fully understand the significant negative impact that the ongoing 

Medicare sequestration is having on CAH facilities.  “If the rest of the country was 

working on reducing the National Debt that would be one thing, but when it is placed on 

the hospitals that is not fair.  Congressional representatives do not understand the impact 

of sequestration on rural healthcare” (Participant 1).  With rural Americans being 

recognized as older, poorer and sicker than their urban counterparts (Thomas, Holmes, & 

Pink, 2016), policy makers need to recognize that the percentage of Medicare 

reimbursement in rural CAH facilities is significantly higher than in urban hospitals.  As 

a result, the two percent annual cut is going to have a bigger impact on their budgets.   

“Where does the money come from to support the overall organization when the 

reimbursement goes down?  All centers back on staff, equipment/technology and 

facilities.  The two percent is going to hurt” (Participant 5).  Due to the COVID- 19 
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national emergency, law makers put a temporary hold on the Medicare sequestration.  

“They stopped the two percent sequestration during the COVID situation.  We are trying 

to advocate to our Congressional staff that they should not reinstitute the two percent” 

(Participant 1).  Through the Coronavirus Aid, Relief, and Economic Security (CARES) 

Act, a temporary hold was placed on the two percent Medicare sequestration from May 1, 

2020 – December 31, 2020.  The Consolidated Appropriations Act, 2021 signed into law 

on December 27, 2020 extends the temporary hold until March 31, 2021.    “Hopefully 

this will show that the two percent reduction is a hardship.  It’s been on deaf ears until 

COVID- 19 hit” (Participant 2).  However, this reprieve is only temporary as Section 

4408 of the CARES Act will postpone the sunset of the Medicare sequestration from the 

end of 2029 until the end of 2030 so the need for permanent policy changes still exists.  

 Medicare sequestration policies not only impact the hospitals but also the rural 

communities that they serve.  “This works both ways.  We need a strong hospital to have 

a strong community.  Have to have a great community in order to maintain the staffing 

levels that we need” (Participant 5).  The rural economy is an important factor in the 

overall success of the CAH facilities.  “I think the optimal healthcare environment would 

be where we are able to keep our care local and support our rural economy” (Participant 

9).  When there is a policy, like Medicare sequestration, that has a significant negative 

outcome on a particular population, like rural America, the need exists to measure the 

pros and cons of that policy to identify how it might be modified to reduce any undue 

hardships.     
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Mixed Methods Results 

With the explanatory sequential mixed methods design, the qualitative data 

informs the initial quantitative data that was collected (Creswell & Plano Clark, 2018).  

One of the methods to show this integration of data is through the creation of a joint 

display table. The purpose of the joint display is to help provide an integrative structure 

for the analyzed data that assists both the researcher and the readers with understanding 

the insights gained through the mixed methods approach (Guetterman et al., 2015).    The 

joint display table (Table 4.7) is organized using the themes that were identified in the 

qualitative analysis.  Additional sub themes have been added to provide a deeper review 

of the data.  Within each theme, the sub themes are integrated with the interview 

responses (qualitative data) and the survey responses (quantitative data).    



 
 

 

 

 

Table 4.7: A Joint Display – Identifying the Relationship between Medicare Sequestration and Access to Hospital-based 
Healthcare Services Provided by Critical Access Hospitals (CAHs) in a Rural Midwestern State.   

Theme Qualitative Results Quantitative Results 

Dependence on Medicare Reimbursement 

Bed Size/Average Daily 
Census 

“We are a low volume organization and we 
wouldn’t be here without the CAH Program.  
We really appreciate it.” 

74% of survey respondents report Average Daily 
Census (ACD) between 1 – 4 in-patients.   

“The CAH Program is the only reason why a 
lot of small hospitals are still around.” 

27% of survey respondents have 15 or less in-patient 
beds; 

38% of survey respondents have 16 – 20 in-patient 
beds;  

35% of survey respondents have 21 – 25 in-patient 
beds.     

Patient Population “Rural residents are a high percentage of 
Medicare participants.  Our hospital right 
now is about 80 percent Medicare.  When 
you get two percent less from 80 percent of 
your patients, this is significant.  For a lot of 
CAH or rural hospitals, that 2 percent would 
be their operating margin.” 

85% of survey respondents report that the ongoing 
Medicare sequestration has a negative impact on 
their individual organizations.  The remaining 15% 
listed it as having a neutral impact and 0% selected a 
positive response.     

“The CAH system was designed to 
breakeven, but this was never the case.  You 
were only getting 93 percent of your actual 

91% of survey respondents report that the ongoing 
Medicare sequestration has a negative impact on the 
CAH Program in their state and the United States.  
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costs and now you are losing an additional 2 
percent in reimbursement.” 

The remaining 9% listed it as having a neutral 
impact and 0% selected positive.     

Access to Healthcare Professionals. 

Recruitment of Staff “If we do not have access to the professionals 
that we need, then we aren’t going to be able 
to provide the care.” 

Post Medicare sequestration, survey respondents 
reported a drop in those with a neutral or positive 
operating margin from 85% down to 71%.   

Post Medicare sequestration, survey respondents 
reported a negative operating margin doubled from 
nearly 15% to 30%.    

54% of survey respondents report having a reduction 
in staff as a means to improve the thinning operating 
margin.   

46% of survey respondents report having to cut staff 
travel and education budgets due to the thinning 
operating margins.   

42% of survey respondents report having to cut or 
not implement needed programs and services.   

“We want them (staff) to come to rural 
America but we need to be able to pay them.”

Retention of Staff “I talk to other CAH CEOs and the two 
percent can be the difference between laying 
people off or not.” 

“I think the biggest thing is just having 
access to the services that are needed and to 
be convenient as possible for the patient.” 

Travel for Services “This means that you start asking the senior 
population to travel to receive services that 
they once had in their communities before.” 

“We are here for them and want to be here 
for them.  People don’t want to drive 45 
minutes to a hospital especially when they 
are having a heart attack.” 

“With COVID-19 we were hit hard and fast 
right away.  Oxygen levels were so bad that 
they (patients) barely made it in to our 
Emergency Room let along trying to get to (a 
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larger hospital 40 miles away) and think 
about if you had no rural healthcare.” 

“If a hospital closes, providers leave.  We 
cannot keep our doctors here if we cannot 
keep our doors open.” 

Ability to Upgrade Facility and Purchase Equipment 

Facility Improvements to 
Meet the Needs 

“New building and infrastructure is 
something high on our priority list, but how 
are you going to invest in them when you do 
not have the operating margin to do so.  
Perception becomes reality so when you walk 
into an old building your perception of the 
care is impacted.  A person walking into a 
dark dingy old facility versus a brightly lit 
new facility, the perception is that the care in 
the new facility is better than in the old 
facility but that may not be the case.” 

Post Medicare sequestration, survey respondents 
reported a drop in those with a neutral or positive 
operating margin from 85% down to 71%.   

Post Medicare sequestration, survey respondents 
reported a negative operating margin doubled from 
nearly 15% to 30%.    

50% of respondents reported having to wait to make 
facility improvements.   

47% of respondents reported having to wait to make 
needed equipment purchases.   

Upgrading Technology “(The financial loss) is $100,000 per year for 
the hospital. This means having to put off 
technology upgrades because of the financial 
loss.  It keeps you from upgrading equipment 
when it needs to be upgraded.” 

Need for Policy Changes 

Understanding the impact 
on the CAHs.   

“If the rest of the country was working on 
reducing the National Debt that would be one 
thing, but when it is placed on the hospitals 

47% of survey respondents report reaching out to 
their state’s Congressional delegation to educate the 
lawmakers on the negative impact of Medicare 
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that is not fair.  Congressional representatives 
do not understand the impact of sequestration 
on rural healthcare.” 

sequestration.  

85% of survey respondents report that the ongoing 
Medicare sequestration has a negative impact on 
their individual organizations.  The remaining 15% 
listed it as having a neutral impact and 0% selected 
positive.     

91% of survey respondents report that the ongoing 
Medicare sequestration has a negative impact on the 
CAH Program in their state and the United States.  
The remaining 9% listed it as having a neutral 
impact and 0% selected positive.     

 “They stopped the two percent sequestration 
during the COVID situation.  We are trying 
to advocate to our Congressional staff that 
they should not reinstitute the two percent.” 

Rural Economy “I talk to other CAH CEOs and the two 
percent can be the difference between laying 
people off or not.” 

54% of survey respondents report having a reduction 
in staff as a means to improve the thinning operating 
margin.   

“This works both ways.  We need a strong 
hospital to have a strong community.  Have 
to have a great community in order to 
maintain the staffing levels that we need.” 

Post Medicare sequestration, survey respondents 
reported a drop in those with a neutral or positive 
operating margin from 85% down to 71%.   

Post Medicare sequestration, survey respondents 
reported a negative operating margin doubled from 
nearly 15% to 30%.    

 “I think the optimal healthcare environment 
would be where we are able to keep our care 
local and support our rural economy.”   

 

 



 
 

 

 

Findings 

 Grounded theory was used by the researcher to generate theories based on what 

emerged from the data (Bloomberg & Volpe, 2019).  The findings from this study are 

provided according to the four primary themes that were developed from the analysis of 

the data.   

Dependence on Medicare Reimbursement 

 The first theme described in the mixed methods data integration is dependence on 

Medicare reimbursement.  When the CAH Program was created in 1997, the goal was to 

cease the closing of rural hospitals across America and thus ensure access to hospital-

based healthcare services regardless of location.  “We are a low volume organization and 

we wouldn’t be here without the CAH Program” (Participant 3).  Survey respondents 

indicated that the Average Daily Census (ADC) for nearly 74 percent of the facilities falls 

between one to four in-patients.  “The CAH Program is the only reason why a lot of small 

hospitals are still around” (Participant 4).  Since the premise of the CAH Program is to 

provide access to care, the hospitals are limited on their bed-size because the maximum 

number of inpatient beds is 25.  The bed sizes of the participating hospitals ranged from 

27 percent with 15 or fewer beds, 38 percent had 16 – 20 beds and 35 percent had 21 – 25 

beds.   

Due to the aging population of rural America, CAHs are highly dependent on 

Medicare reimbursement to meet their operating expenses.  “Rural residents are a high 

percentage of Medicare participants.  Our hospital right now is about 80 percent 

Medicare.  When you get two percent less from 80 percent of your patients, this is 
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significant.  For a lot of CAH or rural hospitals, that two percent would be their operating 

margin” (Participant 1).  This high dependence on Medicare reimbursement equates to a 

thinning operating margin for the CAHs when the reimbursement level went from 101 

percent to 99 percent.  The survey data supports the interview responses with 85 percent 

of survey respondents reported that the ongoing Medicare sequestration has a negative 

impact on their individual organizations.  Post Medicare sequestration, survey 

respondents reported a drop in those with a neutral or positive operating margin from 85 

percent down to 71 percent representing a decrease of 14 percent.  Additionally, survey 

respondents reported that negative operating margins doubled from nearly 15 percent to 

30 percent post Medicare sequestration.   

 Access to Healthcare Professionals  

The second theme described in the mixed methods data integration is access to 

healthcare professionals.  Rural communities are already at a disadvantage over their 

urban counterparts as they have a limited pool to draw qualified staffing from.  This 

disadvantage grows as the ability to offer competitive pay and benefits is often hampered 

by a thinning operating margin.  “We want them (staff) to come to rural America but we 

need to be able to pay them” (Participant 7).  The services and programs that CAH 

facilities are able to offer to their communities are closely tied to having access to 

healthcare professionals.  “If we do not have access to the professionals that we need, 

then we aren’t going to be able to provide the care” (Participant 5).  The survey 

respondents further emphasize this issue with 42 percent indicating having to cut or not 

implement needed programs and services for their community.  If programs and services 

need to be cut due to the declining budget, then the patients served by the CAH facility 
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are impacted. “The biggest thing that I have seen is the scaling back of services.  This 

means that you start asking the senior population to travel to receive services that they 

once had in their communities before” (Participant 4).  An individual with a critical 

health crisis needs access to hospital-based healthcare services immediately.  “We are 

here for them and want to be here for them.  People don’t want to drive 45 minutes to a 

hospital especially when they are having a heart attack” (Participant 7).  Being able to 

provide access to timely hospital-based healthcare services impacts the entire population 

served by the CAH facilities, especially in times of a national health crisis.  “With 

COVID-19 we were hit hard and fast right away.  Oxygen levels were so bad that they 

(patients) barely made it into our Emergency Room let along trying to get to (a larger 

hospital 40 miles away) and think about if you had no rural healthcare” (Participant 9).  

Again, the CAH program was aptly named as they truly provide critical access to 

healthcare services where it is needed the most.   

Ability to Upgrade Facility and Purchase Equipment 

 The third theme described in the mixed methods data integration is the ability of 

the CAH organization to upgrade their facility and purchase needed equipment.  “New 

building and infrastructure is something high on our priority list, but how are you going 

to invest in them when you do not have the operating margin to do so” (Participant 7).  

The inability of an organization to upgrade their facility may impact the perception of the 

care being provided.  Participant 7 continues “Perception becomes reality so when you 

walk into an old building your perception of the care is impacted.  A person walking into 

a dark dingy old facility versus a brightly lit new facility, the perception is that the care in 

the new facility is better than in the old facility but that may not be the case.”  Of the 



  
MEDICARE SEQUESTRATION AND ACCESS TO RURAL HEALTHCARE  70 
 

 

survey respondents, 50 percent indicated that due to reduced operating margins, they had 

to delay necessary facility upgrades.   

 The purchase of necessary equipment upgrades was also identified as budget line 

item that has been impacted by reduced revenue from the ongoing Medicare 

sequestration.  Due to the thinning operating margins, 47 percent of the respondents 

reported having to put off the purchase of necessary equipment upgrades for the 

hospitals.  Participant 3 emphasized that “(The financial loss) is $100,000 per year for the 

hospital. This means having to put off technology upgrades because of the financial loss.  

It keeps you from upgrading equipment when it needs to be upgraded.”  Not being able to 

upgrade the equipment when it is necessary may also impact the ability of the CAH 

facilities to continue to provide some services.  So, the facility, equipment and services 

work together in concert to provide a continuum of care at the CAH facilities.   

Need for Policy Changes 

The fourth and final theme described in the mixed methods integration is the need 

for policy changes.  The creation of the CAH Program came from the Balanced Budget 

Act (BBA) of 1997.  The issue that prompted its creation was the increasing number of 

rural hospitals closing.  With each closure, access to hospital-based healthcare services in 

rural America was diminished.  America finds itself again with the issue of rural hospitals 

closing, in part, due to the Medicare sequestration.  Survey respondents share that 

following the implementation of Medicare sequestration in 2013, there was a drop in 

those with a neutral or positive operating margin from 85 percent to 71 percent.  

Additionally, survey respondents reported that negative operating margins doubled from 
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nearly 15 percent to 30 percent post Medicare sequestration.  “If the rest of the country 

was working on reducing the National Debt that would be one thing, but when it is placed 

on the hospitals that is not fair.  Congressional representatives don’t understand the 

impact of sequestration on rural healthcare” (Participant 1).  When asked if they had 

reached out to their Congressional representatives to advocate and educate on the topic of 

Medicare sequestration, 47 percent of the hospitals said yes.  As Participant 1 shares, law 

makers started to pay attention to the ongoing hardship, but not until a global health crisis 

hit, “They stopped the two percent sequestration during the COVID situation.  We are 

trying to advocate to our Congressional staff that they should not reinstitute the two 

percent.” According to the Consolidated Appropriations Act, 2021, the Medicare 

sequestration is scheduled to start again on April 1, 2021.  The sunset for the Medicare 

sequestration has also been extended until the end of 2030 through the Coronavirus Aid, 

Relief, and Economic Security (CARES) Act.   

Through the ongoing Medicare sequestration, not only are the rural CAH facilities 

impacted but so are the rural communities that they serve.  “This works both ways.  We 

need a strong hospital to have a strong community.  Have to have a great community in 

order to maintain the staffing levels that we need” (Participant 5).  Participant 9 further 

explains that “I think the optimal healthcare environment would be where we are able to 

keep our care local and support our rural economy.”  When asked how they feel the 

ongoing Medicare sequestration has impacted their local hospitals, 85 percent report that 

the reduced funding has negatively impacted their organization while 15 percent report a 

neutral impact.   This percentage increases to 91 percent negative and nine percent 



  
MEDICARE SEQUESTRATION AND ACCESS TO RURAL HEALTHCARE  72 
 

 

neutral when asked how the policy has impacted their state CAH Program and the CAH 

Program nationally.   

Discussion 

 This study adds to scholarly research as there are currently very few research 

studies that have examined the impact of ongoing Medicare sequestration on the CAH 

Program since this policy was implemented in 2013.  This study’s research performs 

problem analysis and collects reliable data and information from key stakeholders to 

inform policy makers on the topic (Kraft & Furlong, 2014).  This study provides an 

opportunity to evaluate a policy impacting access to healthcare services in rural America 

through the CAH Program and assess whether the policies and programs are working 

well together in order to reach the ultimate goal (Kraft & Furlong, 2014).   

This study may help improve practice because the outcomes have the potential to 

assist with the strategic thinking process involved in policy development.  The strategic 

thinking process for leaders includes three key activities:  assessing situations, 

recognizing patterns, and making decisions (Olson & Simerson, 2015).  This study  

provides important evidence for policy makers to assess the current situation of the CAH 

Program in a primarily rural Midwestern state and using recent data assist them in 

identifying critical patterns. 

 Kraft and Furlong (2014) contend that policy makers and others involved in the 

policy process need information to understand the dynamics of a particular problem and 

develop options for action.   This study has the opportunity to improve policy by showing 

how the ongoing cuts in Medicare funding is directly impacting the ability of CAH 

facilities to provide hospital-based healthcare services in rural areas.  By understanding 
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this dynamic, policy makers will be able to make more informed decisions about how to 

support access to healthcare services in rural America.    

Summary 

 This chapter reported the findings from research conducted to determine the 

relationship between the level of Medicare reimbursement and the provision of hospital-

based healthcare services by Critical Access Hospitals (CAHs) in a rural Midwestern 

state.  This chapter began with an overview of the of the explanatory sequential mixed 

methods design identifying the two-phase data collection process.  The first phase 

focused on the collection of the quantitative data by identifying the participants, the 

instrument for the data collection (survey), and the findings.  The data were presented in 

a table format and followed by a narrative description of the findings.  Purposive 

sampling and the development of clusters using the quantitative data was described as the 

method to identify the participants for the qualitative phase of data collection.     

The second phase of the data collection process involved developing the interview 

questions, describing the semi-structured interview process and presenting the findings.  

Grounded theory coding methods were utilized to identify key themes from the interview 

data.  The findings section detailed the identification of four overall themes:  dependence 

on Medicare reimbursement, access to healthcare professionals, ability to upgrade 

facility/ purchase equipment, and need for policy changes.  Quotes from the interview 

participants were included in the description of the identified themes.   Finally, a 

description was provided on how the quantitative and qualitative findings were integrated 

together in a joint display.  This joint display provided the additional insight into the data 

as subthemes were developed under each of the four themes.  Quotes from the interviews 
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were organized per each theme and subtheme followed by the statistical data from the 

survey.  In addition to the joint display, each of the themes were further explained 

through a narrative section that integrated the findings.   
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 CHAPTER FIVE:  CONCLUSIONS AND RECOMMENDATIONS 

Introduction 

This mixed methods study examined the relationship between the reduction in 

Medicare reimbursement due to ongoing sequestration and the ability of Critical Access 

Hospital (CAH) facilities to provide hospital-based healthcare services in rural areas. 

This chapter will discuss the conclusions that were drawn from the findings of the study.  

This study has important policy implications because one of the key findings is that 

ongoing Medicare sequestration has limited the ability of many CAH facilities to provide 

high quality health care services.  These findings can be used by federal policy makers to 

assess the current situation and identify policy solutions to address the major issues.   

 This chapter will begin by revisiting the purpose and the aim of the study.  Next, a 

proposed solution that addresses the study’s aim will be introduced. The proposal will 

include an outline for the development of an education campaign designed to inform 

Congressional Lawmakers on how Medicare sequestration is directly impacting their 

constituents.  The proposal will reveal how the study findings and existing literature 

support the proposed solution.  The role of various stakeholders will be discussed along 

with a timeline and plans to evaluate the outcome.  This section will conclude with a 

discussion on practical implications, implications for future research and implications for 

Leadership Theory and Practice.  Finally, it will also include a summary of the overall 

study as a dissertation in practice.      
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Aim of the Study 

The aim of this study was to identify the impact of the ongoing cuts in Medicare 

reimbursement on the hospital-based healthcare environment in a primarily rural 

Midwestern state and in doing so, provide the evidence necessary to help support policy 

decisions that will address the healthcare needs of rural Americans.  That is, the level of 

Medicare reimbursement is a significant predictor of the ability of CAH facilities to 

provide hospital-based health care services in a primarily rural Midwestern state.   

An important part of being a leader is making informed decisions about the 

development of policies and programs that will affect others.  As part of the decision-

making process, leaders need to gather relevant data and information on a particular topic 

to increase their understanding of the subject matter.  Policy makers and others involved 

in the policy process need information to understand the dynamics of a particular 

problem and develop options for action (Kraft & Furlong, 2014).  This study provides the 

opportunity to inform policy makers and other leaders on the impact that Medicare 

sequestration has on the ability of the CAH Program facilities to improve access to care 

by providing healthcare services.  

Proposed Solution  

 As stated above, the aim of this study is to identify the relationship between the 

independent variable “Medicare reimbursement” and the dependent variable “provision 

of hospital-based healthcare services in a primarily rural Midwestern State”.  The overall 

research question that was answered in this dissertation was:   
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To what extent has the reduction in Medicare reimbursement impacted the ability 

of CAHs to provide hospital-based healthcare services in a primarily rural Midwestern 

State?   

The findings from this study reveal that the ongoing Medicare sequestration has 

had a negative impact on the CAH facilities’ operating margins.  While each hospital’s 

budget is unique, they do share commonalties regarding the line item cuts they 

implemented due to the ongoing thinning of their operating margins.  With the reduction 

to their bottom line, many of the hospitals reported having to wait to make facility 

necessary upgrades and large equipment purchases.  Additionally, many of the hospitals 

identified having to make reductions in staffing and programs and/or services that are 

available in their rural service area.  As a result, the ongoing Medicare sequestration has 

produced a negative impact on the ability of the CAH facilities from a primarily rural 

Midwestern state to provide access to hospital-based health care services.   

It is through answering the research question that the proposed solution has 

emerged.  “After problem analysis has yielded a good sense of what the problem is, how 

extensive it is, why it occurs, and what the goals are for resolving it, the next step is to 

think about courses of action” (Kraft & Furlong, 2014, pg. 157).   The proposed solution 

is for the CEOs/Administrators of the CAH facilities to work together to develop an 

education campaign that will provide Congressional policy makers with the data and 

information necessary to make an informed decision regarding the ongoing Medicare 

sequestration.  Kraft and Furlong (2014) contend that policy makers and others involved 

in the policy process need information to understand the dynamics of a particular 

problem and develop options for action.   The results of this study can be used to improve 
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policy because they indicate that the ongoing cuts in Medicare reimbursement directly 

impact the ability of CAH facilities to provide hospital-based health care services in 

primarily rural Midwestern state.  By understanding this dynamic relationship, policy 

makers will be able to make more informed decisions about how to support and improve 

access to hospital-based healthcare services in rural America.   

 Efforts to educate Congressional policy makers warning of the potential negative 

impact of the Medicare sequestration have been in place prior to the reimbursement cuts 

that went into effect in 2013.  The NRHA provides a voice in Washington DC for rural 

health care providers and has been one of the organizations at the forefront of the national 

education efforts on the impact of Medicare sequestration.  Prior to the COVID-19 

emergency, the NRHA would host an annual Policy Institute in Washington DC at the 

beginning of each calendar year. This conference included guest speakers on different 

topics.  Attendees would divide into State sub-groups and make Congressional visits to 

both the House and the Senate to share their concerns with their specific Congressional 

Representatives.  These Congressional education visits were coordinated by the Director 

of each States’ Rural Health Association.  The State-Level Rural Health Associations 

have the mission of bringing together diverse interests and provide a unified voice to 

promote and enhance the quality of rural health across their particular state.  Through this 

process, the Congressional Representatives had the opportunity to learn more about the 

impact of the Medicare sequestration on rural healthcare. Due to limited travel and 

education budgets, normally just a handful of CAH CEOs/Administrators from each state 

were able to attend.  Through this process the national statistics on the impact of 

Medicare sequestration is shared, but there is minimal time for in-depth discussions 
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regarding the overall impact of the funding cuts on rural healthcare in each individual 

state.    

 The proposed education campaign builds upon the foundation created by the 

NRHA and will take the efforts a step further to drill down from a national impact level 

and provide the opportunity for the Congressional Representatives and their Health Staff 

to learn more about and understand how the ongoing Medicare sequestration has directly 

impacted CAH facilities in their specific state.  This study found that the ongoing cuts in 

Medicare reimbursement have contributed to thinning positive operating margins and 

even led to more negative operating margins.  It also identified the specific areas of the 

operating budget where there has been a significant impact (e.g., levels of staffing, the 

provision of programs/services, facility renovations and large equipment purchases).  The 

proposed education campaign will encourage each of the CEOs/Administrators of the 

CAH facilities to identify the annual loss of payments due to sequestration, the decrease 

in the number of staff and their positions, the programs and services modified or cut, the 

necessary facility renovations that have been put on hold and a list of the equipment that 

was not purchased.  All of these cuts impact access to hospital-based health care services 

in rural America.  In order to share this information for each CAH, letters detailing the 

impact will be provided.  These letters will be written by each individual CAH 

organization in a primarily rural Midwestern state.  The Director for the State’s Rural 

Health Association will assist with the creation of a letter template that guides each of the 

CEOs/Administrators with writing their individual letters and impact statements.  These 

individual letters provide an avenue for the Congressional Representatives and their 
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Health Staff to fully understand the detailed outcomes from the ongoing Medicare 

sequestration in their specific state.   

Evidence that Supports for the Solution  

 Over the decades, access to care has continued to be the most prominent concern 

in rural healthcare (Bolin et al., 2015).  The overall goal of the proposed education 

campaign is to provide the necessary information and data to the Congressional 

Representatives to fully understand the impact of the ongoing Medicare sequestration on 

access to hospital-based health care services in their state.  “Health care policy includes 

all of the actions that governments take to influence the provision of health care services 

and the various government activities that affect or attempt to affect public health and 

well-being” (Kraft & Furlong, 2014, p. 261).   If policy makers fully understand the 

issues, they are more likely to make informed decisions on policy changes.  

The data from this study supports the proposed education campaign with 

Congressional Representatives and their Health Staff.  It is through the description of a 

problem that a policy study begins (Kraft & Furlong, 2014).  Through the survey tool, the 

CEOs/Administrators were asked if they have advocated or provided education about 

their current situation to policy makers.  Of the 34 respondents, slightly less than half of 

the hospital administrators or 47 percent, indicated that they have been involved in 

advocacy efforts.  This means that 53 percent of the CAH organizations have not 

participated in the process or shared information with Congressional policy makers. The 

interview portion of this study also provided additional insight on the issue.  The strategic 

thinking process for leaders includes three key activities:  assessing situations, 

recognizing patterns, and making decisions (Olson & Simerson, 2015).  This study 
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provides important evidence for policy leaders to assess the current situation of the CAH 

Program in a primarily rural Midwestern State.  Data from this study may assist them in 

identifying critical patterns. 

 The recent global health emergency has helped to highlight the impact of the 

ongoing Medicare sequestration.  Rural Americans are older and sicker than their urban 

counterparts and as such, are at a higher risk of hospitalization during the COVID-19 

pandemic (Kaufman et al., 2020).  Due to the COVID- 19 national emergency, 

Congressional policy makers placed a temporary hold on the Medicare sequestration.  

Through the Coronavirus Aid, Relief, and Economic Security (CARES) Act, a temporary 

hold was placed on the two percent Medicare sequestration from May 1, 2020 – 

December 31, 2020.  The Consolidated Appropriations Act, 2021 signed into law on 

December 27, 2020 extends the temporary hold until March 31, 2021.  H.R. 1868 

designed to extend the temporary hold until December 31, 2021 just became law on April 

14, 2021.  However, this reprieve is only temporary as Section 4408 of the CARES Act 

will postpone the sunset of the Medicare sequestration from the end of 2029 until the end 

of 2030 so the need for permanent policy changes still exists. Rural health in America has 

many great challenges and these disparities were magnified by the current COVID-19 

pandemic (Vohra et al., 2020).   

This study and the proposed education campaign has provided an opportunity to 

analyze a problem and collect reliable data and information from key stakeholders to 

inform policy makers on the topic (Kraft & Furlong, 2014).  Additionally, the proposed 

solution has created an opportunity to evaluate the Medicare sequestration policy 

impacting access to hospital-based health care services in rural America through the CAH 
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Program and assess whether the policies and programs are working well together to reach 

the ultimate goal (Kraft & Furlong, 2014).   

Evidence that Challenges the Solution  

Previous efforts to educate Congressional policy makers warning of the potential 

negative impact of the Medicare sequestration have been in place prior to the 

reimbursement cuts going into effect in 2013.  Organizations like the National Rural 

Health Association (NRHA) and the American Hospital Association (AHA) have 

coordinated efforts to provide an overview of the negative impact that Medicare 

sequestration has had on the ability Critical Access Hospitals to provide hospital-based 

healthcare services in rural America. Prior to the COVID-19 pandemic, the focus of 

Congressional policy makers was to implement measures, like the sequestration process, 

with the goal of helping to reduce the overall deficit.  As such, efforts to end the ongoing 

Medicare sequestration were not successful.  However, the COVID-19 pandemic has 

changed the focus of Congressional policy makers and they are now considering ways to 

improve access to healthcare services for all Americans.  This is evident as policy makers 

have passed three recent bills to place a temporary hold on Medicare sequestration from 

May 1, 2020 – December 31, 2021.   

Implementation of the Proposed Solution 

Implementation of the proposed solution evolving from this study is very timely.  

As previously mentioned, H.R. 1868 will extend the temporary hold on Medicare 

sequestration until December 31, 2021 just became law on April 14, 2021.  With the 

passage of this bill, Congressional policy makers appear to be more in tune with the 
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plight of hospitals and their ability to care for rural Americans.  As such, now is the time 

to implement the education campaign with the goal of identifying a permanent solution to 

the ongoing Medicare sequestration on CAH facilities.      

Factors and Stakeholders Related to the Implementation of the Solution 

 Prior to the COVID-19 pandemic, Congressional policy makers had not changed 

the ongoing Medicare sequestration.  During the pandemic, two bills, including the 

Coronavirus Aid, Relief, and Economic Security (CARES) Act 2020 and Consolidated 

Appropriations Act, 2021, were passed to provide a brief reprieve from the funding cuts 

but only for a short amount of time.  The CARES Act also extended the end of the 

Medicare sequestration from 2029 until the end of 2030.  A third bill, HR 1868, is in the 

process of being passed that will extend the moratorium from March 31, 2021 until 

December 31, 2021.  Due to the passage of these recent bills, an opportunity exists to 

push for a policy solution that will exclude CAH facilities from the Medicare 

sequestration when it is scheduled to be reinstated on January 1, 2022.  With rural 

Americans being recognized as older, poorer and sicker than their urban counterparts 

(Thomas et al., 2016), policy makers need to recognize that the closure of rural hospitals 

will have a significant impact.   

The proposed education campaign for Congressional policy makers focuses on 

two key stakeholders.  The first is the CEOs/Administrators of the CAH facilities in a 

primarily rural Midwestern State.  The second is the Congressional policy makers in a 

primarily rural Midwestern State.   
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In order to understand the problem of an ongoing two percent sequestration in 

Medicare reimbursement, it is important to explore the impact from the CAH 

CEOs/Administrators’ perspective.  These individuals are identified as key stakeholders 

in the provision of healthcare services in rural areas because they are responsible for the 

fiscal management and operations of CAH facilities.  The Agency for Healthcare 

Research and Quality (AHRQ) defines stakeholders as “…people or groups, each with a 

unique perspective, who have an interest in healthcare decisions” (p.1)    Specifically, 

AHRQ identifies healthcare institutions, such as hospital systems and medical clinics as a 

specific stakeholder group (p.2).  Their stakeholder role is to personalize the impact of 

the Medicare sequestration on their specific hospital and service area.   

The role for the Congressional policy makers is to gather as much information 

and data to enable them to make an informed decision when it comes to rural health care 

policy.   An important part of being a leader is making informed decisions on the 

development of policies and programs that will affect others.  As part of the decision- 

making process, leaders need to gather relevant data and information on a particular topic 

to increase their understanding of the subject matter.  Policy makers and others involved 

in the policy process need information to understand the dynamics of a particular 

problem and develop options for action (Kraft & Furlong, 2014).  This proposed solution 

provides an opportunity to inform policy makers and other leaders about the reasons why 

the level of Medicare reimbursement is a significant predictor of the ability of CAH 

facilities to provide hospital-based healthcare services in a primarily rural Midwestern 

state.   
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Timeline for Implementation of the Solution 

The State Rural Health Association for the primarily rural Midwestern state 

would be the logical coordinator for the education campaign.  As a former Board 

President for the State Rural Health Association, I believe that it would be a good fit with 

the mission of the organization.  The Director would be able to work with their Board of 

Directors to create the template letter to assist the CAH CEOs/Administrator’s with their 

individual impact statement letters.  The Board of Directors for the State Rural Health 

Association is normally comprised of several CAH CEOs/Administrators in addition to 

other advocates for rural healthcare.  Once the template letter has been developed, the 

Director will distribute the document to every CAH facility in the primary Midwestern 

State.  This will represent 64 CAH organizations.  The timeline goal for completing this 

step is June 15, 2021.  The email will include an overview of the project, the purpose of 

the letter, the role of the individual CAH organization and the deadline to submit to their 

States Congressional Lawmakers (House and Senate).  The goal would be to have all 

letters submitted by July 15, 2021.  Since all Congressional policy makers have a break 

each August, it would be advantageous to submit the letters several weeks prior to their 

break so that they are able to read and review the documents while on break.  Then 

towards the end of August 2021, the State Rural Health Association will schedule a 

Zoom meeting inviting all the Congressional policy makers from a primary rural 

Midwestern state and the CAH CEOs/Administrators to participate in the meeting.  At 

this meeting, they will be able to review the key issues and discuss potential paths 

forward.  The goal would be to garner support from these Congressional policy makers 

and ask them to introduce new legislation that would exempt the CAH designated 
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facilities from participating in the ongoing Medicare sequestration which is scheduled to 

start again on January 1, 2022.   

Table 5.1 Education Campaign Project Timetable  

Dates Action 

May 17, 2021 Following graduation, researcher will follow up with 
Director of Midwestern state’s Rural Health Association 
(RHA) and review proposed Education Campaign. 

June 1, 2021 Researcher will assist RHA Director with creation of 
Education Campaign letter template.     

June 1 – 10, 2021 Midwestern state’s Rural Health Association Board of 
Directors will finalize letter and approve email cover 
letter.   

June 15, 2021 RHA Director will send out email request to complete 
letters with the deadline of July 15, 2021.  Researcher and 
RHA Director will monitor completion of letters by 
deadline and answer any questions.   

June 25, 2021 RHA Director will send out email reminder regarding the 
importance of the letter and reminder potential participants 
of the July 15, 2021 deadline.  Researcher and RHA 
Director will continue to monitor completion of letters by 
deadline and answer any questions. 

July 15, 2021 Education Campaign letters will be provided to 
Congressional representatives and their Health Staff by 
RHA Director. 

Request to set up August 2021 virtual Congressional visit 
between state’s Congressional representatives, 
Congressional Health Staff and state’s CAH facility 
leadership.  Researcher will assist RHA Director with 
identifying date for Zoom virtual Congressional visit.   

August 2021 RHA Director will provide agenda and lead Zoom virtual 
Congressional Visit.  Researcher will assist RHA Director 
with meeting notes/recording in order to develop summary 
of meeting outcomes.   

September 2021 – RHA Director, RHA Board of Directors members and 
Researcher will work with Congressional Representatives 
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December 2021 and Health Staffers to answer questions and provide any 
additional information necessary for the creation of a bill 
to exempt CAH facilities from the ongoing Medicare 
sequestration with the goal of January 1, 2022 
implementation date.  

 

Evaluating the Outcome of Implementing the Solution 

The evaluation of the proposed solution of an education campaign will ultimately 

be tied to the policies that may be developed by the informed Congressional policy 

makers once they return to Washington DC following their break in August 2021.  Policy 

makers need to consider changes to the current rural health care system in order to 

support the ability of rural communities to care for people affected by COVID-19 

(Kaufman et al., 2020).  The goal would be a permanent policy solution through 

legislation that would exempt CAH facilities from the ongoing Medicare sequestration 

that is scheduled to begin again January 1, 2022.    

Implications 

 The implications of this study are extensive for the CAH facilities and 

Congressional Representatives from a primarily rural Midwestern state.  This section 

reviews those implications from a practical standpoint, implications for future research 

and implications for Leadership Theory and Practice.     

Practical Implications 

The CAH Program was developed by policy makers as a way to ensure continued 

access to hospital-based health care services in rural America.  The CAH Program was 
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successful in significantly reducing the closure rates of rural hospitals.  Recent cuts in 

Medicare reimbursement due to sequestration have contributed to a new wave of rural 

hospital closures.  With the increasing age of rural Americans, the demand will only 

continue to grow for these hospital-based services.  This study and the proposed solution 

of an educational campaign for Congressional policy makers provides an opportunity to 

engage key stakeholders and share their ideas about the negative consequences of 

Medicare sequestration on CAH facilities and rural communities.  The data and 

information gathered in this study and the proposed educational campaign have the 

potential to assist policy makers with the decision-making process to ensure that rural 

Americans have access to the hospital-based health care services they so desperately 

need. 

Implications for Future Research 

The aim of this study was to identify the impact of the ongoing cuts in Medicare 

reimbursement on the hospital-based health care environment in a primarily rural 

Midwestern state and in doing so, provide the evidence necessary to help support policy 

decisions that will address the health care needs of rural Americans.   

This study provides the foundation for future research focused on identifying the 

impact of Medicare sequestration on access to hospital-based healthcare services.  The 

results identified that the ongoing cuts in Medicare reimbursement have contributed to 

thinning positive operating margins and the creation of more negative operating margins.  

Through the mixed methods research model, this study peeled back the impact  to 

identify the specific areas of the operating budget that have been  impacted (e.g., staffing 

levels, the loss of programs/services, and the decisions to forgo necessary facility 
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renovations and large equipment purchases.  This study may be replicated in all of the 45 

states that currently have CAH facilities.  

Implications for Leadership Theory and Practice 

This study also provides implications for leadership theory and practice.  An 

important component of an organization’s survival is having the right leader at the helm 

to lead through the process of change.   “The healthcare industry is known for constant 

and rapid change, highlighting the need for strong executive leadership” (McAlearney, 

2010, p. 206).   Burke (2013) emphasizes that having a competent leader during 

organizational change may mean the difference between success and failure.  In the 

world of rural hospital-based healthcare services, change is constant and being able to 

adapt is critical.  This study demonstrates the important role that the 

CEOs/Administrators face when striving to provide access to health care services to their 

rural communities even when Medicare reimbursement levels are falling.  As we have 

learned through this study, it is critical for a leader to work with others in the 

organization, service area, community, and on a national level to move the healthcare 

organization into the future.  “Strong hospital administration is vital to the success of the 

Critical Access Hospitals” (Leibert & Leaming, 2010, p. 27).  As part of this process, 

leaders must create opportunities for change by voicing their concerns or support for 

issues with public policy makers.  Decision makers need to understand an issue fully 

before addressing it.  For the ongoing Medicare sequestration issue, those interested in 

maintaining healthcare in rural America have the opportunity to provide leadership by 

fulfilling the role of advocate and sharing their impact statement.   
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Summary of the Dissertation in Practice 

The purpose of this two-phased, explanatory sequential mixed methods research 

study was to identify the relationship between the reduction in Medicare reimbursement 

due to ongoing sequestration and the ability of CAH facilities to provide hospital-based 

health care services in a primarily rural Midwestern state. The mixed methods design of 

this study integrated both quantitative and qualitative data to provide a complete picture 

of the research problem.  The first phase focused on the collection of quantitative data 

through a survey designed to capture the impact of reduced funding on each CAH 

organization.  In the second phase interviews were conducted with a sample group of the 

survey respondents in order to gain additional insight into the changes they are seeing in 

the healthcare setting.   

The findings from this study reveal that the ongoing Medicare sequestration has 

had a negative impact on the CAH facilities’ operating margins.  While each hospital’s 

budget is unique, they do share commonalties regarding the line item cuts they 

implemented due to the ongoing thinning of their operating margins.  With the reduction 

to their bottom line, many of the hospitals reported having to wait to make necessary 

facility upgrades and large equipment purchases.  Additionally, many of the hospitals 

identified having to make reductions in the areas of staffing and available programs 

and/or services they are able to offer to their rural service area.  As a result, overall the 

ongoing Medicare sequestration has had a negative impact on the ability of the CAH 

facilities from a primarily rural Midwestern state to provide access to hospital-based 
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health care services.  With the increasing age of rural Americans, there will continue to 

be a growing demand for hospital-based healthcare services.   

The data collected through this study has demonstrated the need for policy 

changes impacting the financial viability of CAH organizations.  Kraft and Furlong 

(2014) contend that policymakers and others involved in the policy process need 

information to understand the dynamics of a particular problem and develop options for 

action.   By understanding this dynamic relationship, policy makers will be able to make 

more informed decisions about how to support and improve access to hospital-based 

health care services in rural America.    
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Appendix B 
 

FINAL:  Midwestern state Critical Access Hospitals (CAH) Survey 

The purpose of this survey is to assess the effect of the two percent Medicare 
sequestration funding reductions on Critical Access Hospitals (CAHs) in your 
Midwestern state.  The Medicare cuts were authorized through the Budget Control Act of 
2011 (BCA) and went into effect in 2013 and have a sunset date of 2029.   

The survey findings will be used to analyze the impact of the Medicare cuts on the ability 
of CAH facilities to provide access to essential hospital based healthcare services in your 
rural state and assist policy makers in making future decisions.  Individual responses will 
be kept confidential.  The survey should only take 15 – 20 minutes to complete.   

For questions please contact:  Lesley LaFile at (308) 627-6196 or 
LesleyLaFile@creighton.edu.   

Thank you in advance for your willingness to participate in this survey.   

Contact Information: 

Name:__________________________________________________________________ 

Title:___________________________________________________________________ 

Hospital:  
____________________________________________________________________ 

Phone:  __________________________________
 Email:_____________________________ 

1) How long have you been the CEO/Administrator of your current Critical 
Access Hospital (CAH)?  

a. Less than 5 years 
b. 5 – 10 years 
c. 10 years + 

 
2) How long in total have you served in the role of a CEO/Administrator at any 

CAH facility?   
a. Less than 5 years 
b. 5 – 10 years 
c. 10 years + 

3) What is the bed size for your CAH facility?  _____ beds 
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4) What is your average daily census?  ________ 

 
5) Did you work in a different role at a CAH facility in Nebraska or another 

state prior to becoming the CEO/Administrator of this hospital? YES or NO. 
 

6) If answering “yes” to question 5, please identify the role, length of term and 
if it was in a Critical Access Hospital.  
__________________________________________________________________ 

 
7) As an employee of a CAH facility, how does your organization help to 

improve access to healthcare services in your rural service area?  
__________________________________________________________________ 

 
8) Prior to the two percent Medicare funding reduction, did your CAH facility 

have a positive operating margin?   
a. Extremely positive 
b. Somewhat positive  
c. Neutral (neither positive nor negative) 
d. Somewhat negative 
e. Extremely negative 

 
9) Post the two percent Medicare funding reduction, does your CAH facility 

have a positive operating margin?   
a. Extremely positive 
b. Somewhat positive  
c. Neutral (neither positive nor negative) 
d. Somewhat negative 
e. Extremely negative 

 
10) If you have a positive operating margin post Medicare sequestration, have 

you been able to maintain a positive operating margin by reducing overall 
operating expenses?  Please check all that apply.   

a. Reduction in staff 
b. Reduction in benefits 
c. Reduction in services or programs available 
d. Delayed the implementation of services or programs available 
e. Lack of financial resources to provide new services or programs 
f. Reduction in travel/education for employees 
g. Delayed or still waiting to make facility additions/upgrades 
h. Delayed or still waiting to make large equipment purchases 
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i. Other 
11) If you have a negative operating margin post Medicare sequestration, please 

identify areas where you were able to reduce expenses.  Please check all that 
apply.   

a. Reduction in staff 
b. Reduction in benefits 
c. Reduction in services or programs available 
d. Delayed the implementation of services or programs available 
e. Lack of financial resources to provide new services or programs 
f. Reduction in travel/education for employees 
g. Delayed or still waiting to make facility additions/upgrades 
h. Delayed or still waiting to make large equipment purchases 
i. Other 

 
12) What has been the impact of the two percent Medicare cuts on your CAH 

facility?  Please circle one choice from below: 
a. Positive 
b. Neutral (no impact) 
c. Negative 

 
13) Please describe your reasoning for selecting your response above:  

__________________________________________________________________
______ 
 

14) From your perspective, what has been the impact of the two percent 
Medicare cuts on the overall CAH Program in your Midwestern State and 
the United States?   
Please circle one choice below: 

a. Positive 
b. Neutral (no impact) 
c. Negative 

 
15) Please describe your reasoning for selecting your response above: 

__________________________________________________________________
______ 

 

16) If you answered NEGATIVE to questions 12 and/or 14, have you 
participated in advocacy efforts to educate policy makers on the impact that 
an ongoing two percent Medicare reduction has had on your CAH facility 
and/or the CAH Program in general?  YES or NO 
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17)  If you answered “yes” to question 16, please describe how you have educated 

others: 
__________________________________________________________________
____ 

 
18) If the two percent Medicare cuts continue into the future with no sunset, how 

do you think this will impact your CAH facility and the CAH Program in 
general?  Please describe:  
__________________________________________________________________
______ 

 

 

 

 

This completes the survey.  Thank you very much for your time. 
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Appendix C 

Survey Recruitment Letter 

Date 

Dear Potential Participant: 

My name is Lesley A. LaFile and I am a graduate student at Creighton University in 
Omaha, Nebraska.  For my dissertation, I am focusing on access to healthcare services in 
rural areas.  My dissertation committee includes Dr. Kelleen Stine-Cheyne, Creighton 
University and Dr. David Palm, University of Nebraska Medical Center and former 
Administrator of the Nebraska Office of Rural Health.   

The following survey should only take about 15-20 minutes to complete.  The purpose of 
this survey is to assess the effect of the two percent Medicare sequestration funding 
reductions on Critical Access Hospitals (CAHs) in (primarily rural Midwestern state).  
The Medicare cuts were authorized through the Budget Control Act of 2011 (BCA) and 
went into effect in 2013.  The sunset for the sequestration is 2029.   

The survey findings will be used to analyze the impact of the Medicare cuts on the ability 
of CAH facilities to provide access to essential hospital-based healthcare services in a 
(primarily rural Midwestern state) and assist policy makers in making future decisions.  
Individual responses will be kept confidential as the study results will not identify 
individual respondents by name or by CAH facility name.  

Thank you for taking the time to assist me with this study.  Please return your completed 
survey by January 11, 2020.  If you would like a summary of the study results, please let 
me know at my email address below.   

Sincerely, 

 

Lesley A. LaFile 

(308) 627-6196  

lesleylafile@creighton.edu 
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Appendix D 
 

Creighton University 
Bill of Rights for Research Participants 

As a participant in a research study, you have the right: 

1. To have enough time to decide whether or not to be in the research study, and to 
make that decision without any pressure from the people who are conducting the 
research.  

2. To refuse to be in the study at all, or to stop participating at any time after you 
begin the study. 

3. To be told what the study is trying to find out, what will happen to you, and what 
you will be asked to do if you are in the study. 

4. To be told about the reasonably foreseeable risks of being in the study. 

5. To be told about the possible benefits of being in the study. 

6. To be told whether there are any costs associated with being in the study and 
whether you will be compensated for participating in the study. 

7. To be told who will have access to information collected about you and how your 
confidentiality will be protected. 

8. To be told whom to contact with questions about the research, about research-
related injury, and about your rights as a research participant. 

9. If the study involves treatment or therapy: 

a. To be told about the other non-research treatment choices you have. 

b. To be told where treatment is available should you have a research-related 
injury, and who will pay for research-related treatment. 
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Appendix F 

Critical Access Hospitals (CAHs) Interviews 

Request letter 

Interview Questions 

A few months ago, you participated in a survey about the effect of the two percent 
Medicare sequestration funding reductions on Critical Access Hospital (CAHs) in your 
primarily rural Midwestern state. Thank you once again for taking the time to participate 
in this survey. 

The next step in our process is following up with brief interviews with a selected number 
of survey participants and I would like to invite you to be part of the interview process. 
The purpose of these interviews is to provide an opportunity for survey respondents to 
provide additional detail and insight about how the impact of sequestration has affected 
access to healthcare services in your primarily rural Midwestern state.    

The interviews will be scheduled for 30 minutes over Zoom, and only two questions will 
be asked.  After addressing the questions below, the researcher will ask if you have any 
additional information that they would like to add.  The interviews will be recorded to 
assist the researcher with the data analysis process.  As with your survey, your interview 
responses will remain confidential and your name and your hospital’s name will not be 
shared.   

The interview findings will be used supplement the survey results about the impact of the 
Medicare cuts on the ability of CAH facilities to provide access to essential hospital-
based healthcare services in your primarily rural Midwestern state. The findings will also 
be shared with and assist policy makers to help them in making future decisions.     

The two questions that will be asked during the brief interview include: 

1) How would you describe the optimal healthcare environment in your rural 
Midwestern State?   
 

2) Please describe how the ongoing Medicare sequestration funding reductions 
have impacted your organization’s ability to respond to the healthcare needs 
of your rural service area?   
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Appendix G 
 

Critical Access Hospitals (CAHs) Interviews 

Interview Date and Time Confirmation 

******, 

 Thanks again for your willingness to participate in the brief survey on Tuesday, October 

*** at 10:00 am over Zoom.      

 Attached is the Informed Consent Document from Creighton University pertaining to the 

interview process.  

 I look forward to talking with you on Tuesday. 

 Regards, Lesley 
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Appendix H 

Interview 

Informed Consent Form and 

Bill of Rights for Research Participants 

Informed Consent Form 

Information and Purpose:  The interview for which you are being asked to participate 
in is part of a research study to assess the effect of the two percent Medicare 
sequestration funding reductions on Critical Access Hospitals (CAHs) in (a primarily 
rural Midwestern state).  The Medicare cuts were authorized through the Budget Control 
Act of 2011 (BCA) and went into effect in 2013.  The sunset date is 2029.   

Your Participation:  Your participation in this study is greatly appreciated.  Your 
participation will consist of an interview lasting approximately 30 minutes.  You will be 
asked two questions about your experience as a CEO of a Critical Access Hospital in (a 
primarily rural Midwestern state).  You are not required to answer the questions.  You 
may pass on any question that makes you feel uncomfortable.  At any time you may 
notify the researcher that you would like to stop the interview and your participation in 
the study.  There is no penalty for discontinuing participation.     

Benefits and Risks:  The benefit of your participation is to contribute information to 
analyze the impact of the Medicare cuts on the ability of CAH facilities to provide access 
to essential hospital-based healthcare services in (a primarily rural Midwestern state) and 
assist policy makers in making future decisions.  There are no risks associated with your 
participation in the study.   

Confidentiality:  To assist the researcher with an accurate analysis of your answers, the 
interview will be recorded.  Your name and any identifying information will not be 
included in any section of the final written report of the study.  All of your personal 
information will be kept confidential.   

Please find the Creighton University Bill of Rights for Research Participants attached.   

If you have any questions or concerns, please contact: 

Researcher:  Lesley LaFile; lesleylafile@creighton.edu; (308) 627-6196 

Research Chair:  Kelleen Stine-Cheyne, Ph.D; kelleenstine-cheyne@creighton.edu.   
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Creighton University 

Bill of Rights for Research Participants 

As a participant in a research study, you have the right: 

10. To have enough time to decide whether or not to be in the research study, and to 
make that decision without any pressure from the people who are conducting the 
research.  

11. To refuse to be in the study at all, or to stop participating at any time after you 
begin the study. 

12. To be told what the study is trying to find out, what will happen to you, and what 
you will be asked to do if you are in the study. 

13. To be told about the reasonably foreseeable risks of being in the study. 

14. To be told about the possible benefits of being in the study. 

15. To be told whether there are any costs associated with being in the study and 
whether you will be compensated for participating in the study. 

16. To be told who will have access to information collected about you and how your 
confidentiality will be protected. 

17. To be told whom to contact with questions about the research, about research-
related injury, and about your rights as a research participant. 

18. If the study involves treatment or therapy: 

a. To be told about the other non-research treatment choices you have. 

b. To be told where treatment is available should you have a research-related 
injury, and who will pay for research-related treatment. 

 




