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Appendix 2 of Rural Hospital Closures 

"The ambulance is our emergency room!"—The voices of rural Tennessee 
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HOW TO ASSESS THE HEALTH OF YOUR HOSPITAL 
 

In the course of the THCC Rural Health Equity Project, our volunteer team has been learning more than 
we ever thought we would know about hospital and health system financing, and what health 
economists are predicting for the future of rural hospitals in our nation. 

A recent example of one of these predictions is the 2020 Rural Hospital Sustainability Index: Trends in 
Rural Hospital Financial Viability, Community Essentiality, and Patient Outmigration.  The model 
looked at all 50 states, and Tennessee had the most hospitals at risk.   The model concluded that 19 of 
Tennessee's 25 remaining essential access rural hospitals, that's 75%, are at high risk of closure in the 
next few years if current healthcare policies and practices remains the same.  

Many of these economic models rely on data that is not easily available to the public.  However there 
are some data elements that every model had in common that are accessible to the public, and this tool 
will help communities access and interpret that data. 

1.  Trends in a hospital's "bottom line". At the end of each fiscal year, is a hospital in "the red" [loosing 
money after all revenues were accounted for and all expenses were paid], breaking even,  or in "the 
black" [ending the year with a surplus that could be reinvested in hospital personnel and services, or, if 
a hospital is "for-profit", distributed to shareholders]. 

One or two years of losses are not always a cause for concern, because hospital administrators and 
boards often have some flexibility to make changes in services or staffing patterns or marketing 
strategies that can make a positive difference. Some hospitals also have assets that they can tap into to 
cover some of the losses in the short term.   But if there is a consistent trend of expenses exceeding 
revenue, especially if a hospital must consistently dip into its assets to pay its expenses, that is a clear 
sign of trouble ahead for the survival of the hospital.      

2. The hospital's "payer mix"?  From the hospital's point of view there are three main buckets of patient 
health coverage:   

• private or commercial insurance plans, such as employer-based insurance or Affordable Care 
Act Marketplace plans [which negotiate with in-network hospitals for discounted rates, but are 
the highest paying of the three buckets] 

• government sponsored coverage such as Medicare [which usually pays hospitals at a lower rate 
than private insurance payers] and TennCare [Tennessee's Medicaid program which usually pays 
at an even lower rate than Medicare] 

• self-pay, persons who are uninsured [those with no insurance can seldom pay the full cost of a 
serious hospitalization, resulting either in bad debt or charity care]. 

3. Uncompensated care. The payer mix is correlated with a hospitals' burden of uncompensated care, 
or the amount of hospital care for which no payment was received from patient or insurer. 
Uncompensated care is the total of the amount of financial assistance or charity care provided by the 
hospital to patients who meet certain low income guidelines,  plus the amount of bad debt that results 
from patients, both insured and uninsured, who are unable to pay their hospital bills in full.  A hospital is 

https://guidehouse.com/insights/healthcare/2020/rural-hospital-sustainability-index
https://guidehouse.com/insights/healthcare/2020/rural-hospital-sustainability-index
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at risk if can not cover its burden of uncompensated care with revenue from privately insured patients 
or other sources. 

4. Average daily patient census rates over time.   The census rate is the average number of beds 
occupied daily over the year. It provides both a measure of how well the services offered by the hospital 
match the health needs in the community, and whether patients are continuing to use their local 
hospital as a source of care, or going elsewhere.   

5. Changes in utilization of services. When patient's go elsewhere for care that could  be provided at 
their community hospital, it is called patient out-migration. While it is difficult for a hospital  to know 
where else its former patients are going or why, a downward trend in numbers of patients using in-
patient or out-patient services is a concern. 

 

JOINT ANNUAL REPORTS. 

Every hospital in Tennessee reports its annual expenses and revenues, assets and liabilities, payer mix, 
uncompensated care, average daily census, and service utilization patterns in a Joint Annual Report or 
JAR.  These JARs are submitted to the Tennessee Department of Health and available to the public on its 
website at: https://www.tn.gov/health/health-program-areas/statistics/health-data/jar.html.   

Citizens who have concerns about their hospital's financial health can review these reports to create a 
profile of how their hospital is doing. The rest of this guide will walk you through the Joint Annual Report 
for Hospitals (JARs) section by section, focusing on those sections that are most helpful for assessing the 
sustainability of your hospital. 

The JARs, though filed and posted annually, usually lag about a year behind, so it is possible that the 
picture painted by last year's report may not reflect the current status of the hospital.  For that reason 
we recommend looking at the past 3 to five years of reports to establish a trend.  We will discuss this 
more later. 

[NOTE: Joint Annual Reports are also filed by assisted living and nursing home facilities, home health agencies, 
ambulatory surgical treatment centers, outpatient diagnostic centers and birthing centers, but this resource only 
describes the hospital reports]. 

The Department of Health used to prepare annual summaries of the Joint Annual Reports which 
provided a cumulative picture of how hospitals across the state were doing.   We recommend that the 
Department of Health (DOH) annually summarize JAR data for monitoring and planning purposes, 
particularly related to availability and utilization of services.  The DOH should proactively report their 
findings to county and regional governing bodies so that these entities can be better informed and 
more engaged in finding ways to support hospitals that are at-risk before closure is the only option.   

 

 

 

 

https://www.tn.gov/health/health-program-areas/statistics/health-data/jar.html
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Where to Find a Hospital Joint Annual Report 

Go to the Tennessee Department of Health Data homepage: 

https://www.tn.gov/health/health-program-areas/statistics/health-data/jar.html 

 

 

Then select Hospital from the menu of Facility Types, and the current year or any previous year of the 
report you want to review, the County in which the hospital is located… 

 

 

 

 

 

Click on the Joint Annual 
Report JAR Search button 

https://www.tn.gov/health/health-program-areas/statistics/health-data/jar.html
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There will then be a box with a list of hospitals in that county.  Select the Individual Facility name you 
want to learn about and then click on Display Report, and the report you want will download. 

 

 

How to Read a Joint Annual Report [JAR] 

Below is the screen shot of the first page of a JAR from 2018 to illustrate the content.   The format of the 
different sections may vary somewhat from year to year, but the section categories remain basically the 
same.   This resource will examine some sections, called 'Schedules" such as E. the Financial Data, and 
G. the Utilization sections, in more detail than others because of the information they provide about the 
sustainability of the hospital. 

NOTE:  screen shots used throughout this resource are for illustration purposes only and are taken from 
JARS of different years and different hospitals to maintain anonymity of any individual hospital. 
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Schedule A.  Identification.  This section includes: 

• name and address of the hospital and contact information for the Chief Executive Officer (CEO), 
and the person completing the form.   

• whether your hospital is operated as part of a larger system of hospitals (which may indicate that 
decisions might be made based on the needs of the system rather than of an individual hospital). 

• whether your hospital is affiliated with a Centers for Medicare and Medicaid (CMS)-approved 
hospital network or Accountable Care Organization. (which may enable the hospital to participate in 
new Value Based Care payment models being developed by Medicare and Medicaid.  These new payment 
models reward quality of care over quantity of care and are intended to benefit patients, but do not 
always take into account the limited resources of small rural hospitals). 

 

Schedule B.  This section describes the ownership of the hospital, the type of licensure the hospital has, 
and the financial relationship between the medical staff and the hospital administration. 

1.Classification of ownership.  There are three basic categories of ownership: 

• Government owned (state, county, city, city/county, hospital district or authority, Veterans 
Administration, Armed Services, or other).  All government owned hospitals are non-profit. They 
often serve special populations like veterans, or uninsured citizens living in designated counties 
or cities.  They receive their basic operating funds through a public budgeting process.  Any 
additional revenues generated by government-owned facilities are usually returned to a general 
fund. As discussed below, it is important to note that although the hospital building may be 
owned by a city or county, the management of the hospital is often contracted out to for-profit 
hospital management corporations.  Similarly, physicians who staff rural hospitals do not work 
on a city or county payroll, but for practice management firms that work under contract as well. 

• Non-government non-profit (church-operated, other non-profit corporation, or other non-
profit, such as a hospital affiliated with a private university's medical school). These hospitals 
make their budgeting decisions through boards of directors and reinvest additional revenues 
they generate in new staff, equipment or programs.  

• Investor-owned for-profit (individually-owned, partnership-owned, or corporation-owned) 
which have an obligation to their investors to generate profits on a yearly basis. Breaking even, 
which may be acceptable for non-profits, is not a sustainable long-term option for for-profits.   

This information is relevant to understanding how critical the 'bottom-line' is to the sustainability of 
your hospital and where the decisions about your hospital are being made. Recent national studies have 
shown that for-profit rural hospitals are more at risk of closing than government or non-profit hospitals. 
[need citation]. 

2.Type of hospital.  Hospitals are usually classified as general medical and surgical, pediatric, psychiatric, 
obstetrical, rehabilitation, orthopedic, or long-term care.  In this report we have focused mainly on the 
impact of the closure of a general medical and surgical hospitals, which includes emergency 
department services.  Several of the hospitals that have closed in recent years have been converted to 
psychiatric hospitals that treat mental health and substance use disorders, but may maintain an 
emergency department as well.    
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A general medical and surgical hospital may be licensed to operate "swing beds" which can be used for 
more than one purpose provided qualified staffing is available—e.g. general medicine one week and 
rehabilitation the next, depending on demand.  The COVID epidemic illustrates the need for this kind of 
flexibility, as so many hospitals have been required to convert general medical suites to intensive care 
units or units where patients with COVID can recover before discharge home.   

Tennessee recently approved licensure of Free-Standing Emergency Rooms to be set up in communities 
that lack a hospital.  These Emergency Rooms need to be affiliated with a hospital system for back-up 
and their data is now reported in a separate section of the JAR for their affiliated hospital. 

3. Financial relationship between the hospital administration and the medical staff.  Very few rural 
hospitals have physicians on their staff payrolls any more but instead contract with physician groups to 
provide needed services.  Negotiating contracts between physicians and hospitals, and between 
physicians and private insurance companies, federal Medicare and state Medicaid programs is a difficult 
and time-demanding task, and many physicians chose to contract in turn with groups that can do that 
negotiating for them.    The JAR lets you know whether medical staff negotiate as independent practices, 
through a larger third party physician hospital organization, or through a third party management 
services organization which also assists physicians with hiring, credentialing, training and managing 
office staff, providing coding, billing and collection services, and risk management. 

 

Schedule C:  Accreditations and Approvals. 

While achieving national accreditation is voluntary, it is essential in order to receive funding from the 
Centers for Medicare and Medicaid.  Accreditation is also necessary for a hospital to gain entry into 
many health insurance networks.  Accreditation also lets potential patients know that their hospital is 
focused on delivery quality care and meets national safety standards.   

There are several national professional bodies that conduct intensive inspections and confer 
accreditation.  The most widely known is called The Joint Commission that was created in 1951 by the 
American Hospital Association, the American Medical Association, and the American College of 
Surgeons.  Additional recognition is offered for specialty services by other professional bodies, such as 
overall cancer care or specific care such as breast cancer care.  These additional accreditations will be 
listed in this section.    
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Schedule C also provides information on whether the hospital participates in organizations such as the 
American Hospital Association and Tennessee Hospital Association that provide ongoing training and 
technical support to health care quality, patient safety and satisfaction, and improve operations 
efficiency. 

[NOTE:  A hospital must usually be operational for several months before an accreditation inspection 
can be scheduled and there is a cost to the hospital for each inspection in the range of $10,000-$45,000, 
which can be expensive for a smaller hospital with thin operating margins. Hospitals must also update 
their accreditation status through surveys every 3 years. We recommend that state funds and technical 
support be made available to assist smaller hospitals in maintaining accreditation.  To learn more 
about The Joint Commission standards go here: https://www.jointcommission.org/en/standards/.] 

 

Schedule D.   Services. 

Types of services offered by the hospital to the community.  These services include ambulance 
services, helipad services, free-standing emergency rooms, urgent care centers, primary care clinics, 
birthing centers, long-term care services, home health services, psychiatric services, laboratory services, 
diagnostic and treatment services.  It even contains specific information about the types of imaging 
services available. [This detail reflects in part the original purpose of Certificate of Need legislation, 
which was to control unnecessary and costly over-investment in excess technology in a given service 
area].  

Numbers of diagnostic, treatment and minor surgical procedures provided to both in-patients and 
out-patients 

Utilization of various medical visits or admissions by specialty (such as neurology, cardiology, 
gastroenterology, obstetrical, gynecological, orthopedic, rehabilitation, psychiatric, substance abuse 
treatment, pain management etc.)  by in-patients and out-patients.   

Too often, we focus on the acute in-patient care services lost to a community by a hospital closure, but 
often the ambulatory out-patient specialty services also disappear, making it more difficult for patients 
to achieve diagnostic and follow up care in their own communities.   This section helps get a sense of the 

https://www.jointcommission.org/en/standards/
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magnitude of the services that would be lost by a closure and that need to be absorbed by other 
hospitals and specialty practices that can often be 30-50 miles away.   

 

Examining this data as a community might also provide a sense of whether the services offered by the 
hospital match the needs of the community.  A serious mismatch may result in poor utilization and 
patients seeking care elsewhere.  [Please see companion tool in this toolkit on Community Health Needs 
Assessments]. Although the opioid crisis is epidemic in rural Tennessee, and was a deep concern in each 
of the listening sessions we conducted, none of the hospitals that closed in the communities we visited 
offered substance abuse treatment at the time of their closure.  THCC recommends that the state 
provide incentives to smaller hospitals to work more closely with communities and state health 
planning agencies to create services that align with community need and improve health outcomes. 

 

Schedule E.  Financial Data. 

The data to diagnose whether a hospital's bottom line is a healthy black one or a sickly red one, and the 
stability of its operating margin is found here.  We can also get a sense of whether the hospital has 
assets to carry it through a rough year or two.  Lastly, we can calculate a hospital's uncompensated care 
costs. payer mix, and ascertain whether, given current circumstances, it is a sustainable one. 

Section A Charges.   The three columns in the screenshots below—Charges, Adjustments, and 
Revenue—reveal the complexity of hospital finance. 

• Gross Patient Charges are what the hospital calculates it should be reimbursed for the facilities, 
nursing care, diagnostic work, supplies and equipment needed in caring for patients.  [Note: 
Physician fees charged by emergency room physicians, specialists, hospitalists, radiologists and 
pathologists are usually billed separately, particularly when these specialists are on contract 
rather than on staff.  Such bills often come as unwanted surprises to many patients].   

• Adjustments are discounts negotiated by private insurance companies, offered to self-pay 
patients, or required by Medicare and Medicaid.  

• Patient Revenue is the amount actually received from the payers. 

Patient charges are reported in two categories reflecting the dual public/private nature of how the 
health system in this country is funded.   
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Government charges include Medicare, Medicaid/TennCare, Cover Kids and insurance covering military 
families.   

• Medicare is the federal government program for persons over 65 years of aga and some 
younger adults who are severely disabled.  There are currently two types of Medicare coverage 
available:  

o Original Medicare, which enables enrollees to see any doctor and use any hospital but 
pays providers according to cost-based funding formulas. Medicare covers 80% of 
hospitalizations (Part A), but enrollees contribute to the costs of regular physician care 
(Part B) and medications (Part D) and often elect to get supplemental insurance to help 
with the remaining 20% of costs. 

o Medicare Advantage plans, which are commercially administered plans that roll Part A, 
Part B and Part D into one package and that use defined networks of doctors and 
facilities.  Medicare Advantage plans are not responsible for payment to out-of-network 
providers. 

• TennCare, our state Medicaid program, is jointly funded by federal and state funds, currently at 
a ratio of approximately 65% federal to 35% state match.  TennCare covers: 

o low income children,  
o low-income pregnant women and  
o low-income women who have breast or cervical cancer  
o low income seniors and disabled Tennesseans who need assistance paying for some of 

their Medicare services.   
o some low-income adult care-givers of minor children.  

Our state government chose NOT to expand TennCare to other low income adults (those 
without minor children) although the federal government agreed to cover 90% of the expansion 
population costs as part of the Affordable Care Act.  
 
TennCare is somewhat unique among Medicaid programs in that it depends almost exclusively 
on private insurance carriers to manage care for enrollees and is experimenting with new value-
based care reimbursement strategies.  However,  TennCare reimburses at rates lower than 
Medicare for most services.   
 
[Currently there are three major Managed Care Organizations (MCOs) in our state—
BlueCrossBlueShield (BlueCare), United Health Care, and Amerigroup, but JARs from previous 
years will be set up somewhat differently to reflect previous MCO arrangements]. 

Non-Government charges include commercial plans that are offered by employers to employees, or 
individual plans purchased on either the Affordable Care Act Marketplace or private marketplace by 
persons not offered or eligible for employer-based insurance.  Commercial payers negotiate payment 
rates with in-network hospitals.  Care paid for by Workers Compensation insurers and other private 
programs is included here too. 

Self-Pay charges reflect the cost of care billed to uninsured patients. In Tennessee, that has not taken 
advantage of the Affordable Care Act's Medicaid expansion program for low-income adults,  it is 
estimated that there are well over 300,000 uninsured adults, with higher rates of uninsurance in rural 
areas of the state.  
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A key problem for Tennessee rural hospitals is that of these payer groups, only non-government 
commercial payers are currently reimbursing hospitals at levels that do not result in financial losses, 
provided that commercially insured patients are able to afford their deductibles and co-payments. 

 

 

Uncompensated Care.  Uncompensated Care is calculated by combining the amount of financial 
assistance provided by the hospital to patients who meet certain low income guidelines [Section A.5. 
Charity Care] with the amount of lost revenue that results from patients, both insured and uninsured, 
who are unable to pay their hospital bills in full [Section A.4. Bad Debt].  These amounts are not added 
into the Total Revenue, but provide an estimation of additional revenue that might be available if all 
patients were insured. 

Other Operating Revenue [Section A.7] shows additional supplemental payments made to hospitals 
usually by local, state or federal governments.  The categories of these supplemental payments have 
changed over the past decade.  

 

In the example above, the state of Tennessee provided additional payments to hospitals that met the 
CMS criteria for Critical Access Hospital (CAH) and Essential Access Hospitals in recognition of the 
important role they play.     

• Critical Access Hospitals are a designation created by Congress in 1997 for rural hospitals that 
have 25 acute care beds or less, are located more than 35 miles from another hospital or more 
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than a 15 mile drive from another hospital in an area with mountainous terrain or only 
secondary roads, maintain an average in-patient length of stay of 96 hours or less, and provide 
24/7 emergency care services. 

• Essential Access Hospitals include larger hospitals that are also meet similar geographical 
isolation criteria, provide needed emergency and acute care services, and serve a majority of 
Medicare patients in their service area. Some urban hospitals may also be considered Essential 
Access Hospitals if they are serving as a referral center for large numbers of Medicare and 
Medicaid patients from adjacent rural areas.  
 

Critical Access and Essential Access Hospitals are also reimbursed at higher rates by Medicare for their 
services. Rural hospitals in Tennessee, which have much smaller revenue streams and lower assets to 
start with than the urban hospitals, are often very dependent on these supplemental "back end" 
payments to make ends meet. Most rural hospitals also need to attain either an CAH or EAH designation 
to survive. 

 
Another source of Other Operating Revenue comes from TennCare, which  provides additional 
supplemental payments to hospitals that serve a high proportion of TennCare patients and uninsured 
patients, or that provide supervision to medical students receiving training.  Because TennCare has 
historically reimbursed hospitals at rates that result in negative financial margins (see map below a 
recent report on The Crisis in Rural Health Care report from the Center for Healthcare Quality and 
Payment Reform, https://ruralhospitals.chqpr.org )  these supplemental payments can also be key to a 
small hospital's survival.  
 

 
 
THCC recommends that a careful review be made of how these funds are allocated and whether 
changes to the distribution of these funds could better sustain rural health systems. 
   

https://ruralhospitals.chqpr.org/
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Non-operating revenue, the last revenue category in Schedule E, includes what is collected from the Gift 
Shop or the Cafeteria, as well as from charitable contributions from the community, and grants from 
foundations.   

 

Section B.  EXPENSES—personnel salaries and benefits, professional services fees, other contracted 
services costs, depreciation, etc.    

Net profit or loss (i.e, "the bottom line") is then calculated by subtracting total expenses from total 
revenues and can be found on line 4 in section B of Schedule E. 

  

Sections C,D,E, and F: Assets includes cash on hand, accounts receivable, fixed facility and equipment a 

Sections G, H, and I: Liabilities includes total short term and long term liabilities (such as loans that 
need repayment).   

Section J: Capital account equals Total Assets minus Total Liabilities, sort of a long-term "bottom line".  
A strong, positive capital account indicates an ability to weather temporary losses.  A capital account 
that is negative or approaching zero is another warning sign of financial instability. 

 

The graphs that follow illustrate five year trends in revenues vs. expenses and assets vs. liabilities for 
several rural Tennessee hospitals that recently closed.  While these closures came as a surprise to most 
in their communities, if community leaders been made aware of the downward trend lines in hospital 
profits and assets, there may have been opportunities to intervene and perhaps prevented total closure. 
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THCC recommends that the Tennessee Department of Health pro-actively review and report on Joint 
Annual Reports to identify problematic trends and develop stronger mechanisms for intervention to 
help communities mitigate or reverse negative trends. 
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Schedule F:  Beds and Bassinets 

Total beds available in the hospital, as well as the number that are typically staffed beds on a daily basis 
are reported.  Also reported are the additional number that could be staffed in 24-48 hours in a crisis, 
and whether the beds are in rooms equipped for special services.  This is information that health 
planners might look at in a time of crisis if additional capacity were needed. 

 

Excess capacity is common for the many rural hospitals in Tennessee that were built or renovated with 
funding provided the federal Hill-Burton Act between 1946 and 1976. In fact one-third of all US hospitals 
were constructed using those funds.   Rural populations have shrunken significantly over the past 70 
years.  CMS policy of providing cost + reimbursement to smaller-sized hospitals (Critical Access Hospitals 
are required to be no larger than 25 beds, and other Essential Access Hospitals no larger than 50 beds) 
acknowledges that reality, but also recognizes that rural communities need beds for essential 
emergency and acute care needs of rural residents. 

Swing beds are beds approved by the Centers for Medicare and Medicaid that can be converted from 
acute care needs to provide for skilled nursing care and rehabilitative services provided by physical, 
occupational and speech therapists.  Swing beds enable a smaller rural hospital the flexibility they might 
need to accommodate community residents who might need to be close to family during rehabilitation 
following a stroke, readjusting to a colostomy, or recovering from a serious injury.         

 Average daily census count is the number of patients on average who are actually being cared for in 
the hospital on a given day, and one of the key predictors of the health of the hospital, is also reported 
here.  The closer the alignment between the number of regularly staffed beds and number of in-
patients, the better the chances of the hospital maintaining a positive bottom line. 
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Schedule G.  Utilization 

This schedule provides: 

• Diagnostic categories of illnesses (for example, respiratory illnesses or heart problems or 
endocrine conditions like diabetes) for patients using the hospital's inpatient services (measured 
by admissions or discharges) and out-patient services (measured by visits).  This is information 
that could be used to assess alignment of hospital services with identified community needs, 
and where a hospital might want to invest in additional preventive, diagnostic, treatment, and 
support services 

• Payer mix for both inpatient or outpatient services, another of the key predictors of hospital 
financial health.   

• Ages of patients seen at the hospital are, again information that can be used for making staffing 
and training decisions 

• County of patient residence.  When looked at in the context of other hospitals in a geographic 
area, this can be used to assess patient out-migration patterns (another predictor of 
sustainability) over time 
 

Schedule H provides data specific to Psychiatric Hospitals, with a specific section devoted to Substance 
Abuse Disorder treatment.  None of the rural hospital closures since 2010 have been of psychiatric 
hospitals, and several closed Tennessee hospitals were successfully converted to psychiatric hospitals in 
our state.    

Schedule I is devoted revenue and utilization data specific to Emergency Departments—both those on 
the hospital campus and any free-standing emergency departments that hospital might operate.  
Developing Free-standing Emergency Rooms in rural counties that currently lack a hospital would enable 
stabilization of rural residents experiencing trauma, stroke, and acute cardiac events is an important 
policy option to explore.  As of October 2020 there were 19 Tennessee rural counties that lacked any 
emergency room services. State regulations require that Free-Standing Emergency Rooms be affiliated 
with a hospital system. 

 We recommend that our state consider incentivizing the strategic development of Free-Standing 
Emergency Rooms to ensure that no Tennessean is at risk of missing the life-saving treatment that 
needs to be administered within the "golden hour" of the onset of cardiac events, stroke, and trauma. 
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Schedule J provides detailed information on the number of employees on the hospital payroll at the 
end of the reporting period and those providing contracted services.   Aggregate payroll expenses are 
provided, which makes it possible to assess the economic impact of the hospital on the community.   

Schedule K lists Employed Medical Staff, their departments and number of full-time-equivalent staff 
employed.  

Schedule L:  Perinatal service data.  One of the most costly services to provide is obstetric services, and 
this tends to be one of the first services cut when a rural hospital is struggling. 

Schedule M reports how much inpatient and outpatient revenue physicians on the hospital payroll 
generate in the aggregate. 

Schedule N reports data for any Federally Qualified Health Centers operated by the hospital.  

Schedule O lists the Health Plans Accepted.  This is significant for understanding how insurance 
networks might impact rural residents' utilization and costs. It is important to note that even if a rural 
hospital is considered in-network by an insurance carrier, the contracted physician services may not 
have agreed to those networks. This is significant for patients at rural hospitals because they are more 
likely to be subjected to higher costs from balance billing practices. 

Schedule P: Disproportionate Share Audit data.  The number of uninsured patients reported here is 
used to calculate supplemental payments from TennCare to hospitals that treat a high number of 
uninsured.   

Increasing supplemental payments to rural hospitals is another strategy that other states have used to 
help sustain their rural hospitals and one that might be considered for Tennessee.  As already noted, 
THCC recommends that the current system be made more transparent and carefully reviewed. 

 

We hope this tool has been helpful in introducing you to the information available in the Joint Annual 
Report of Hospitals.  Please let us know how this tool can be improved and what other tools would be 
helpful.  You can share your thoughts with us at info@tnhealthcarecampaign.org.  

mailto:info@tnhealthcarecampaign.org

