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CHAPTER I
INTRODUCTION
' Backgfouﬁdf 
Home health care may generally.béﬁdefined, for purposes of this.

study, as '"an array of services which may be brought int? the home

 singly or in combination in order to achieve and sustain the optimum

'state of health, activity, and independence for individuals of all

ages who require such services because of acute illness, exacerbations
of chronic illness, long-term or permanent limitations diie to chronic
illness and disability."

S . ’ . : i : R
The concept of home health care has a long history. The home-

‘was the locale of choice for medical care before the emergence of the

~ hospital as the centér for the care and treatment of major illness.

Héalets aﬁd midwives, our firéf heélth proféssionals, delivered theit
care in theuhéme; They were often called in téuconsult &h diseases
and offer‘opinions on possible cures while élso providing emotional
support to the faﬁily;x‘Thé'first home'cafe program in the United

States, the Boston Dispensary, was founded in 1796 to assure that,

"The sick, without being paine& by separation from theirifamilies,‘

; o Tl . 1
may be attended and relieved in their own homes.' i

Even with the emergence of hospitals, the role and importance

of the family continued to be recognized. The‘wealthy and more

lenthla R. Driver, How To Get The Best Health For Your Mbngy

‘(Emmans, PA: Rodale Press, 1979), P. 81
g
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, prosperous populatlonvusually preferred“treatment.at home under the care
of a phy91c1an ‘as’ many possessed a great fear of hospltaLs. 'Some of"
that fear undoubtedly still exists today buttremendous advances through—’

1out the flelds of health care and med1c1ne in the past several decades

, S : !
have given many a much more p031t1ve outlook Technologlcal 1nnovat10ns

. such as 1ntens1ve care unlts and art1f1c1al k1dney machlnes have made
:the”treatment'of lllnesseskincreasingly effective,h’

| Homes began,to befdisplaced by hospitals and clinics as the pri=

, , v i :

‘ mary s1te for. medlcal care Wlthln the last century as the phy81c1an
found the: hospltallzatlon of’ patlents to he much more coﬂvenlent and
efflclentc partlcularly with the avallablllty of: hospltal laboratory
fac1llt1es and skilled manpower resources. In add1t1on prepald“;nsurefl
ancerprograms covering services performed}in;the hospital%madeihospital—s
iZation an economrcallypfeasihle;alternativedto home card; | |

The rising cost,of(institutionalyhealth care in recent years, how-

ever, has prompted,the‘re—eSf%ﬁlishment7offa~home,healthpcare structure-—

a structure‘that relies on a combination of thé family, professional

medlcal'personnels social,serviceragencies,iand informal:socialhsupportb
‘networks, Another factor promptlng con51derat10n‘of home health care‘v
as an effectlve and 1ess expen81ve means of prov1d1ng health serv1ces,_
and as an alternative to'more:costly'institutional'care is the lengthen—»

. S RIS o s ¥ .
.ing life SpanFOf'the population;b Longer 11fe spans have resulted in an .
- increase in the number of elderly, the more prevalent v1ct1ms of costly,
chronlc 1llnesses. ’

| F?uhlicifunding ofhhome‘health'serVices becamehavailable during

the;l960s with thelpassage_of'Medicare—Medicaid. ‘Medicare‘made availf

able a broad health insurance program for most Americans age 65 and over




care for the chronically ill”patient.

- ‘and. certain individuals ﬁnﬂer:65 WhEJare,disabled orfhave chronic kidney

" disease. Medicare provides two insurance protection programs for the

k aged‘and,disabled——hospitél inéﬁranég’(part A) and supplemental medical
insurance (part B). :Hospitalfihsuféncéiis genefally'fihﬁnced:by Social -

- Security payments from employers,kemployees, and the selﬁ—émployed._ﬁ

Medical insurance is a‘voluntéry program financed by general tax funds
; ' R ' : B e
and monthly premiums collected from participating beneficiaries. Both

insurance -programs cover health services provided to elijible benefi-

: ciaries in their homes. (home health'gare).

' Medicaid legislation, theicdmpanioh’progfam to Medicare, provides .
medical assistance for certain low-income persons. As with other aspects

" of the Medicaid program, the Stategiaté:givén"Wide\discrétion as to. the

.content and administration:of their programs,~and services vary consider-.

ably from state to state.

.“The'l966'Medicare Iégiélatibh éeeméd'fa?oraﬁlé to*homéicére aﬁdf

the movement grew. But after a period .of time it betamekobvipus,thatm

-some of the Medicare requixemegtgiwere Shortesighted andhrestficted effec—

tive use of home care services. = The original intent of Medicare was to

cover acute episodes and spécifiéd;coﬁvalgsqence;"and its focus could not -
- be shifted to chronic care. As thigwnarfbw approéch‘conﬁinued;;withithe-

“focus omn acute care, it hindered tﬁe~capé¢ity of home care programs to

:A‘major shift in emphasis rélative to ‘home careiuﬁiiiiation '
developed with passage by Congress of the‘OmniBus Reconciﬂiation Act’of~.‘i
1980. This 1egislétion relaxed or removed many of the restrictions

governing Medicare and Medicaid reimbursement of home care costs. Imn

‘particular, the lifting of the 100-visit limit on home health services
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and the addltion of occupatlonal therapy as a qualifylng home benefit
has 1mproved the potential of home care programs to benefit the chron—
ically ill. , Althdugh there are still certain incentives Within the
‘Medicare and Medicaid programs vhich tend to favor care %or the elderly
and‘chronically ill invinstitntional~settings'rather thah the’commnnity,:
lrit is expeCted that these recent chanées‘in legislation hill‘act‘as a
‘catalyst in terms ofbenconraging,further~h0me care develhpment:through—

v out’theyUnited States. ‘
o ‘Another important program:that prompted the expansion.of-home
' health care during recent years Was the Health Revenue Sharing and Healthi
Serv1ces Act of 1975 This . legislation 1ncluded‘the federal Home Health
Grant Program andywas des1gned to ‘increase. the prov131onwof home healthbl
services,by means—of grants forithe expansion‘of existiné home health
agencies and the development;of newéones;a Arrecent evaldation’of the:
grant program 1nd1cates that it dld lead to serv1ce expan31on‘and
development, and the ‘return to the grant program‘was reasonable.?

Home ‘health care'isvrecognizedvas-a‘less expensiva and more’effec—
tive means of providingihealthrservicesytovthose WhQ‘dO not needsror:who
no“longer‘need, twenty;four hourra day professionalysupervision; “Thus,
mhile receiving quality health care, thevindividnal may remainjat home

with family and friends,'enjOyingwa way of life as closely related to

normal as possible.

The Omnibus Budget Reconc111at10n Act of 1981 (Publlc Law 97 35)
eliminated occupatlonal therapy as a quallfying serv1ce, ieffective:
December 31, 1981. ‘

2Robert E. Schlenker, Ph.D., Expanding Home Health Services and
Evaluation of the Federal Grant Program, (Home Health Care Serv1ces
Quarterly, Vol. 1, No. 3, Fall 1980), p.~63




Purposelof theﬁStudyr
~ Home health;careihas'beengthe‘suhject ofwa long and‘continuing
dehate there is 11tt1e agreement‘relatlve to the goals dnd purposes
of that care, the klnds of populatlon groups it should sorve; or the
costs4and heneflts to»he'expected,»: .'lt s -f ,k
There seems‘to-hepgeneral‘agreement that the’two major goals of
’home~carevare‘to.keep-people in theirfnormal'enyironmentg,1and'to aid’
people in recoverlng after an 1nstftutlonal stay The f%rst'is sup—
ported by the phllosophy that people should remaln in their homes -as
long asfp0331ble and the prov1s1on of certain services oan enable

them to do so. Care at‘home wouldhcontinue;until the end‘ofvthe epif :
sode, or'untflyplacement.in an!institutionai setting'became necessary;;
Thecsecond concept:containsha presumption of.inst%tutionaliéae‘
tion; a person ‘is first admittedkto‘and remafns'in a hospital or nursing‘
VfaCility until'it‘is determined that'the:person can he cired for at

home. Under this condept, the primary purpose'of,home health services

is to allow for earlier.discharge'from institutions.
Thls study focuses on the present effectlveness of home health

care throughout North Dakota by examlnlng’the level of functlonal com~

patibility among the providers'of home health care,serviCes, princip—

ally‘the‘home healthnagencies andfphysicians""Compatibildty;is mea-

hsured in terms offagreemEnt relative‘to (1)'the stated mission and/or
purpose of the home health care concept and (2) respectlve roles’ and
respon51b111t1es mlthlnAthe program. The study is des1gned also to‘
identify Various factors whibh?adyersely;affectlproper‘utdlization ofc

the home health benefit{
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SRS |
The study can be construedaasfaéfprm of evaluation research in

~a limited sense. Of particular significance are the survey procedures

- that were employed which genergtéd‘fegdback bﬁ,@rogram»résults that may -

be used to increase the efféctiveneés‘of,fﬁe‘overall.program statewide.f‘

Therein lies the importance of this study.




CHAPTER TI ..
®  DISCUSSION AND REVIEW OF LITERATURE: AND' REPORTS -

" Home Health Utilifzatiori and Demand

' Whi*le»'home hea'lth- c:fare' p,ro\'riders_have-grown Jboth in 'ahsolute

o numbers and in numbers of serv1ces prov1ded home health care is Stlllk’
K»Enot unlformly avallable to all Medlcare and Medlcald benef1c1ar1es
.Therev is also ev1dence that certain types of prov1ders are expandlng
:more rapldly than others. .E
' Home health ,pro‘vlders‘ can gen‘e’ral’l‘yv b‘_e“ oatego’rize;id :intor ‘ thvree
;hroad eategoriea, based Vonﬁ;ownershiﬁ/go\:rernihg:Vadthorityi:’:

.. E ’ ’ 1) Publio ageneies',r ihdludihg ali‘agehcie_s operated» by- Stat‘ev

| or "local goyernment unité}’;’.i‘:"“k““v" TR A o

| | .2)~ Nonprofit 'ag’enci\es, 1nclud1ng noﬁgovernment taLc—exentpt‘

'orcranlzatlons such as VlSltlng Nurse Assoc1at10ns (VNAs) or agenc1es

1ocated dn hospltals, Skllled Nur31ng Fac111t1es (SNFS), or rehablll— :

Ktatlve fac111t1es as well as prlvate nonproflt agencles organlzed and’w

o ' »operated by an 1nd1v1dual, and IO Tl T : ‘

i

3) Proprletary agenc1es, ‘1nclud1ng all prlvately owned, proflt— ‘

making agencies.-

. : ' The ,defi‘nitioh of a 'home hea' hagency oh.der :Mediiji:are regulations .
v/ls a public ’or prlrate organlaatlon ipyrv:t\ma;}:tly engaged 1nw prov.;tdlrrg "
I‘VSkllled nur31ng and other therapeutlc serv1ces Regulat ions spec1fy that
. ' _'the agency must, prov'lde part—tlme or ylnte'rmlttentk ;‘_Askj,ille;d nursing ser-
‘ ' s :Vikces ~and atv“lea:_sit' vio‘ne other therapeutlc serv1ce, on a v}Ls1t1ngbas1s ,:VF‘

5




g
in thekpatient's place of residence. A public or nonprofit private

agency must’prOVide one service directly through its own employeeés,

h:but may. contract for the prov1s1on of addltlonal serv1cen. Proprietary

agenciesfmuSt provide all services directly.

A 1979 Department of Health,;Education, and Welfare (DHEW)

. report to Congress on home health care noted that, in 1963--two years
'prior'to the enactment of Medicare'and'Medicaidé-feWer than 250 agencies

4'metpthe'definitioﬁrof'a home'healthbagency later set forth hy Medicare -

and’alsoladoptedﬁby‘Medicaidff'At that time; 1,163 agencieS‘offered a

prograﬁ'of nursing care at home; but only 141 of these met the,Medicare -

program requirement that at least one other therapeutic aerViceﬂbe.pro— '

7‘Vided.A"Ninety percent of theragencies~offering inéhome aerViceS'were'

operated by state and local governments and by VlSltlng Nur81ng Asso-

.fvclatlons (VNAs) 3 ‘The 31tuat10n changed rapldly w1th the 1mplementat10n

of Medlcare and Medlcald in 1966 and’ by October of that‘year 1,275
homeyhealth agencies were certified for partlcipatioh. Siacefthatitime
the»total’nomberkot'certifledﬁagenciesih;stescalated to approkihately
3;200 as of January, l§82.: Tahle lishows the'nﬁmber of ﬁarticiéating
home‘health agencles undertﬁealharelfor selected years 1966—1982'.”’
The growth of home™ health care throughout North Dakota has been»‘

, N E i P ¥ ‘
slow and intermittent untll recent years. There were approx1mately seven.

- homelhealth agencles certified: for Medlcarekin North Dakota following

the enactment of Medicare’and'Medicaidflegislation.‘HTheﬂNorth Dakota

State Department of Health reportea7a totaluof‘nine partfcipatihg home

health:agencies in l975vand,a significaﬁt increase to 18 as of January,

. l
3Un1ted States Senate, Report of the Commlttee on Labor and Human

: 'Resources, Community Home Health Serv1ces Act of 1981 Report No. 97-325,
. March 23, 1982, p. 18. :




TABLE 1

_MEDICARE: PARTICIPATING HOME HEALTH AGENCIES, SELECTED YEARS 1966-82

o . : 'Comblned :
Official  Visiting Govt. & Hospital
o All ‘ Health = - Nurse S Volnntary- Based 3
. Year™  Agencies ‘,Agencyz _‘Assoclatlon, Agency Program ~ Other™
1966 1,275 579 :’;506 83 81 36
1970, 2,311 1,334 552 102 202 121
1975 25254 1,259 530 47 270 148

1982 3,178 1,225 515 . 54 . 4k . 904

lAs of October l966, -as of January 1970 1975 and 1982

y v
An agency admlnlstered by a state, county, or other local unlt

-of. government.

3Included skilled nursing. faclllty-based programs, rehab111tatlon
faclllty—based programs, . proprietary .or other home. care programs - For

‘1982 the ‘904 agencies 1ncluded 332 proprletary, and 551 ‘private nonproflts.,’

SOURCE: U.S. Department of Health, Educatlon and Welfare, Health

~l‘Resources Admlnlstratlon.,‘"Health Resources Statlst1cs.w Health, Manpower
~and. Health Facilities 1976-77," p. 394, and. unpublished data of the Health
ffCare F1nanc1ng Admlnlstratlon for 1982

1982%, The majority of'recently‘established home health agencies have

'heen‘hospital—baSed progranms. gTable‘varovides a.breakdcwn of North

: Dakota home health agenciesvby.type of ‘agency certified to participate

in Medicare as of January, 1982.

The 1979 DHEW’report to Congress on home health 1ncluded data that

' 1nd1cated home health agencles are more. read1ly avallable‘to re51dents of

metropolltan areas than non—metropolrtanaareas. ~In the Northeast, where

the greatest percentage of Medicare beneficiaries reside in metropolitan’

areas, the availability‘ofihome health care is»nearly universal., In other

4D:Lv131on of: Nurslng, North Dakota State Department of Health

Home Health Needs in North Dakota, July 1977, p. 4; Division of Health

\’January 1982

Facilities, North: Ddkota State: Department ‘of Health Home Health Agenc1es,
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TABLE 2

NORTH DAKOTA PARTICIPATING HOME HEALTH AGENCIES BY TYPE OF AGENCY

‘Type of Agency L e Total
‘Qfficial Health Agencyl , o o ‘t - 7
Hospital-based Program - = . : a ki ' lO'h
Proprietary : e ' S P 1

| TOTAL ALL TYPES . - | B | - 18

lAn agency . admlnlstered by a state, county, or other 1ocal unit
of government. ‘

SOURCE.k North Bakota State Department of Health,‘D1v151on of

'Health Fac111t1es and the D1v151on of Nursing.

regions,‘hoWever; ageneyvaﬂdkeefvice*aVailabilitybés conaﬁderahly }ess’ E
_particularly in‘non—metropolitah, tural areas. Presentlfiit is estimated
that;over 600 of the 3,105 counties in the United States ate without a
home health agency certified to&partieipate:ithedieare.ii:Moat'ofithese
’ eounties are conaidered ruraltwithvWidely;oispersed—populations.a

- As of January, 1982 ten of the 53 countles w1th1n North Dakota

were not served by a home health agency certlfled to partlclpate in-

Medlcare (Appendlx A); The extent of home health serv1cexcoverage in

Nofth Dakota~is'statistioallyfsimilat tovthevnational sithation‘in terms

of:percent of'coverage‘and;the‘lack'of eetvices in.rural,isparsely popu-~

'la"_::‘?‘d counties. o e : \
| vThebuneven geographic development;of‘home‘health aéencies,nation—3

ally is also reflectedrin_Service utilization by Medicare beneficiaries.

"SReﬁoft\of'the Coﬁmitteé3on Laborlahd‘Human’Resouroes,'p.~20.

6North Dakota State Department of Health D1v181on of Health
Facilities, Home Health Agenc1es, January 1982 ’ '
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:Reg1onal utlllzatlon data for 1979 1nd1cate that the Northeast region
"-had the hlghest v1s1t ‘rate among the reglons——980 per 1, 000 enrollees:

The South had the second h1ghest——669 per l 000 enrollees. The West

1exper1enced 554 V1s1ts per 1, 000 enrollees whlle ‘the North Central
‘region had the lowest rate of 533 per 1,000 enrollees.7 hese dlffer—'

-ences. in utlllzatlon may reflect dlfferences in the demand for ser—-

§v1ces by . the Medlcare populatlon 1n various geographlc areas, as Well
:,as the avallable supply of home health providers eligible to part1c1—

'3pate in the program

: It 1s also 1mportant to note that the avallablllty of a provider

’~does not necessarily mean that a part1cular needed home health service

is avallable. Table 3-A shows that, of the number of Pwdlcare cert1—

fied'hone health agencies as of January, 1981, only abo%t:40 pereent

?offeredvoccupational therapy or medical social services.

TABLE 3-A

MEDICARE: PARTICIPATING HOME HEALTH AGENCIES OFFERING‘SELECTED SERVICES
' - JANUARY 1981 5

. ol o . » . Percent
*Séfvice ; , ’ B _ Nuinber of Total
Total S I 3,042 100.0
‘Nursing Care o B : 3,042 100.0 -
Physical Therapy . . . . 2,405 ' 79.1
OccupationalvTherapy ' ' ’ © 1,194 39.3
Speech Therapy . : 1,683 55.3
Medical Social Service : 1,262 . 41.5

Home Health Aide Service - . 2,770 91.1

SOURCE: Unpublished data of the Health Care Financing Adminis~

- tration, January 1981.

: S : o L i o
7R_epOrt of the Committee on Labor and Human Resources, Pp. 20.
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'«The’aVailability of various home health services throoghout

TABLE 3-

'”North Dakota is also diverse,“as‘shoWn]ih TableLB—B.

MEDICARE: PARTICIPATING HOME HEALTH AGENCIES OFFERING

SELECTED SERVICES - NORTH
-JANUARY 1982 ’

}DAKOTA

Home Health Aide Service

16.7

S S Percent
Service Number Of Total
Total 18 100.0
Nursing Care 18 ' 100.0.

BT ! N

. Physical Therapy 11 | 61.1

.Occupational Therapy ‘I4 ; 22,20

. "Speech Therapy 7 ‘ 38.9

Medical Social Service 3 :

17

94.4

SOURCE: North Dakota State Department of Health D1v151on of

Health Fac111t1es, January 1982,

"Even though’itS’share of totai*expenditﬁres remaiﬂs”small by

comparison, home health care has in recent years become c¢ne of the

fastest growing oomPOhents of the Médicate and Medicaid qudget and
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‘accounts for about 2.2 percent of total Medlcare expend1Lures. Thls
more - than doubles the percentage expendlture of flscal ypar 1975. In -

v1980 Medlcare home care: expendltures rose to $750 mllllon from the
. ‘ 1 ;

c$203 m11110n in 1975 Over the'same per1od Medlcard expendltures hane
__escalated.from $70. mill1on,t0‘$348 mllllon.'vSome 1.5 mllllon benefrfv
:Jclarles in the two Programs recelved‘home serv1cesv1nvl9L9 8
Desplte the growth in the home health expendltureﬂ under publlcv ;

programs there Stlll appears to. be an unmet need for home care ‘ser—

,yices. Measuringktheractual extent of such'need,*however, has proyen“f .
.£§ be difficult,- ThegéhﬁaQe»béén;naﬁérdus~spudiés;examiﬁiﬁg the iSsue,t'/:
ﬁor example, in a_l977freport,‘the~CongreseionalhBudget Office (CBO)
Hcompared;the:potential need and the-availahle‘supplydof.ﬁome health
care and found that 1.7 to 2. 7. mllllon people were in potentlal need of

o expanded home serv1ces, but only 300 000 to 500 000 were rece1v1ng them.g'

Attempts have also been made to examlne the need ior home care

by studying the»eXisting'institutionalized population tohdeterminehif,f

‘ » o ‘ » R ! .
nursing home patients, for}example,—could-be appropriately cared fOr

in the commun1ty “In 1ts 1977 report CBO estlmates 1nd1cated that"

between 20 and 40 percent of all Intermedlate Care Fac111ty (ICF) nurs—

1ng home patlents were 1nappropr1ately placed and could be cared for in

less 1nten31ve settlngs 1f,adequate,commun1ty care were‘avallable.lo

. 8James D.. Snyder, Chrls Bale, Home Health Care: (ost Cutter or
\'Another Expense7 Phy51c1an s Management “Sept. 1981, P. i74.

~ 9Congre551onal Budget Office, Long Term Care for the Elderly and
v Dlsabled U.S. Government Printing Offlce, February, 1971 (Reprinted

:‘August 1977), p. x.

10Congre531onal Budget Offlce, P- 10




Addéd>£o current estimateéyﬁfwgndgru;i}izationfof‘homéihéalth,ére
'future'problems‘associétedﬁﬁﬁéhraﬂ:ékﬁaﬁdingﬁefdétly poﬁhlafion;f‘Df;'
.Philip Bri¢kner, of the Chelsea Viiiaggbp;dgr@mlopérateqﬁout;of St;
:Vincentfs Hospita1 in New York, pfédiﬁfs;thétﬂiﬁv207yeé£g; unless a pro-
néunced shift t§ hoﬁé healthicéréibcgurg;félﬁd%ﬁ;d@ﬁbleW&ﬁe number

of existing nursing home bedéfthat wi11 héVe;tdee bliilt.ll

,The'Eéonomics offHomefHéalth Care

The cost effectivenesé'of'homefhéélth'care at the?Current time

 has not been determined. Even though it is ffequently stated that cost

effectiveness is a prime justification for expanding the scope and avail-

ability of home health services, in some instances home health care may

not be cheaper. ‘However, it.isvofteh better for the individual“in p:o¥

moting independénce, recovery, and normal surroundings. :To determihe.

proper cost effectiveness, judgeménts should be made’not{simplyfonkthe

‘4basis of direct costs, but on the overall value of the results achieved.

Coét effectiveness of a program indicates that it can accomplish a’' given

;,objECtiVé'mqre'cheaply, in terms of total social costs, than can any

_alternative program. The question that,has not yet been answered is

whether money spent on home health care will be offset by a concomitant’

reduction'elsewhere;-in hospital or nursing home outlays, withbut

édveréely‘affectingUStandards of care.
The problem of cost effectiveness isﬂdifficult‘towdetermine in- - -
comparing home and institutional care because the cost data for the two

do not parallel. For example, institutional costs are génerally

llHome Health Care:i Cost Cutter or Another Expen%e?,'p. 77.
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expressed 1n per d1em terms, and 1nclude room, board and personal care,
'whlle home care costs are expressed in per visit or per serv1ce terms,

iand reflect only health and health—related technlcal serv1ces by the

Tmo.majorsconsiderations;haVeEnearl§ alwaysrbeen left out of .~

*any discuSSiOn of 60stxeffectiveness of home care. One g the 1mpact

- . on cost calculatlons of key health demographlc, soc1al and economic

‘rIt'mhy"be demonstratedthat‘

a home care program can effectlvely care for a. group of aged patlents,

%most of whom are f1nanc1ally 1ndependent and many of whom 11ve with

relatlves, but,What-aboutathe‘program whdéeacliéntsLare impaired, poor,

and isolated?j'Similarly;Ta~program{that‘is cost effectiye‘in an urban
. setting may not be so in a ruralfone.,*Likewise, a program that selects
:vjoutfhéalthier;eless'dependent cliehtsfmay‘be‘expeCted tolcost less than

onefthatﬁhas abbroader mix of\patients'and;health'characteristics;;

Another'con51deratlon that 1S 1mportant 1n terms oI cost~effectiVe—

. ‘ness 1s settlngs ‘or levels of care.v'Three,maJor‘leVels of care'haﬁe”been
‘7f1dent1f1ed as (l) 1nten31ve, (2) 1ntermed1ate, and- (3) delC, or ‘main-.
gy : ‘ . | ,  M: :
.tenance.1 Inten31ve level serv1ces usually 1nvolve the prov1s1on_1h'
ktherhomefof a "complex" of;services;nor~one type of"service rendered
- frequently. These may include frequent nursing visits, frequént physi-
" cal therapy treatment,:SOCial services, nutrition services, ‘drugs and

"’medical supplies,fthe‘prOviSion,of‘eqUipment,_homemaker—home.healthfaide

services, and other diagnostic and treatment services that can be .

12Judlth LaVor and Marle Callender Home Health Cost Effective—
ness: What Are We Measurlng? Medlcal Care, October l976 Vol X1V,

No. 10, p. 867.
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safely delivered in the home. The basic or maintenance service level

is aimed at preventing or arresting disease and impairment, preventing

further deterioration, and maintaining health and functional status in

order'tO'délaY'of‘prevent the need,fOr institutioﬁal care.' The baSic

’~1evel can be 1nterpreted very- broadly and flex1bly, and may 1nc1ude, ;nf'h

. | :
add1t1on to 1nten31ve level serv1ceS° homemakers, home malntenance,_

non—skilledAServiCes by nurses, therapists,,aides,~mealsfon wheels,,

friendly Visiting, ttansportation, assistance with activities of daily

',living,'and'so on. The intetmediate level'of:care»falls‘somewhere
'»}between the intensive and basic levels of care. lhtermediatevservices
. hay vary;ln‘intehsity and duration, except that in general thisklevel
hof eare;'althoogh,of longeriduration‘than ihtensive; is hot uéually
*tequired oyer extended perioos?.as basic services USuallj are;f Totcomr‘

pare'two forms_or levelsiof care, 1t~Is necessary first mo be sure that

the level——that 1s,’1ntens1ve, 1ntermed1ate, or ba81c——be'matched regard- -

fless of the place in wh1ch it is prov1ded.

Debate»cOntinues.about~where'home health care fits in a range or

syétem Of_health;serVices;{ Ia‘itkan alternatiye to hospital or'nurSing
khome cate;'or is 1t aﬁ”iﬁaéﬁéﬁgént, free—Standing.service to be uéeaﬁas
- appropriate to the clieht's néédsv, There is a consensus among those
'{Worklng in the fleld of home health eare that\communlty—based services-

f 1nclud1ng home health care can be less costly from an’ 1nd1v1dual and

: \
rtaggregate program p01nt of v1ew than hospltal and other ﬂn-patlent care,

. and that they can help to 1mprove theaquallty of llfe by‘help1ng patlents

»malntaln a falrly 1ndependent 11v1ng style. It is belleved that once

home health care is w1dely avallable 1n the commun1ty, it can be assumed
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that‘there will be total'COSt_reductions; :Forfexample, (l)‘intensive

':home health care can reduce hospltal adm1351ons and length of stay,

?(2) 1ntermed1ate home care. can reduce 1nappropr1ate hospltal and skllled

.“nurs1ng fac111ty admlSSlons, and (3) malntenance serv1ce can reduce nurs-
‘1ng'home use but is likely to be;an add-on cost because it would-be a
new service.” ' Blue Cross sees the basic level of services increasing

~ overall costs because they represent an add-on to already existing ser-

vices, rather than just more services for those already eligible for

home care.” Medicare takes the same position adding thiat these do not .

appear to be health services.

Much-of'theacurrent literature espouses home health‘care.asibeing
a'cost‘effective’program. Hospltal Peer Review. (January; 1979) descrlbes
a- hospltal—based home health care program that is helplnw North51de Hos-
pltal in Atlanta, Georgla, reduce lengths of stay, contaln costs and

stlll prov1de quallty;carefto'the'communlty it serves. NorthSide.was in

' a unique situation where it continually faced a critical shortage of

,beds.; The‘home health care program alleviated,that problem to a great .

‘An article‘in'Newsweekf(March lO;-lQSO)'touts,home care as a

<'program'that pays'off.‘ The“article'cites specific.examples and studies

that have 1nd1cated that home health care is a fea31ble alternative to

1nst1tut10nallzat10n.; The St. V1ncent s Hospltal Home Health Care Pro—

k |
gram of New York was- descrlbed 1n terms of treatlng patlents at home for

"about 60 percent.ofvthejcostuofjllv1ng 1nian 1nst1tut10nu

. 13Charles Welew M D., F A C. P Home Health. Care New York State
Journal of Med1c1ne, Vol 78 No.‘12 October 1978, p. 1q59

14Ho_me Health'care CosthffectlvenesS{'»What Are We Measuring, p. 868.
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~ An American Nurse (May, 1981) gueSt5editorial describes home care

as a cost effective alternative. A typical cost saving example is dis--

cussed in the article stressing that home care costs are a fraction of
.hospital costs and that such measures would bring relief to insurers:

and to'taxpayers.

The Wall Street Journal (March 26 1981) 1ncluded an artlcle head—.

Hllned "Home Care Serv1ces for the Elderly and Disabled Are Advocated as

" ’The article~characterizes a typical cost -

saving example on the part of an: individual and also narrates several
studies Suggesting,the need for homeAhealthfcare and the financial
, attractlveness of the program. The artlcle reported that studles have

' 1nd1cated that as many as 25° percent or more than l 4 mllllon persons

11v1ng 1n nur31ng homes could 11ve at home - 1f they had adequate support.'

: It explalned that the prlvate nur51ng home " 1ndustry would probably not
~oppose propdsed federal.legislation to expand home health care programs
throughout the,United States becaUSe'many in the huSiness See far greater

;demand for nursing—home beds in the decade ahead than thoy can’handle,

ffThere is a fear however, amongst certaln health and budLet off1c1als

that,further government~assiStanceﬁfor~home care~would be in such demand

that any savings’ Would be Wlped out. ;Reagan administration officials

prlvately support more home care for the elderly but like their Carter

~adm1n1stratlon predecessors, cost- conscious Reaganltes fvar that millions
_'of elderly currently gettlng by on | thelr own or w1th famle help mlght

,llne‘up,for federaljhome—care‘ald.

The June'9,k1981;‘Costﬁqontainment Newsletter stated in a speciai.

report that‘theré is little dopbtfthatbhOme'health care can be cost
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.' : o :effective. VReports lb’y-hBlue' Cross plans .‘ across the countk:“ry attest ‘to ':the‘ ‘ k
- 'savingsxbeingrrealized.v Typical of‘thefexperience’of achte—caretlnstiF
- tutions that have launched hone health care programs was that descrlbed:'
'.h" -~ of Lutheran General Hospltal 1n Park Rldge, Illln01s. Otflclals at the
‘ 780—bed fac111ty stated that by comblnlng what they call Home Serv1ces:gv7;g
"with an 1ntens1ve program,of pre—dlscharge plannlng and ﬁounsellng, they,
. ‘ _
‘.’ lhaye been able to 1mp1ement a pollcy of early dlscharge that«is saving;'
~an;estimated‘$490,000 a'year;ﬁ |
| -Lastly;-an'article!tdtled;;"ThehHomebound*Aged: h ﬁedicallﬁ o
°® Ianre‘achedi Group," in the ,J?nu%ﬁ# 1j9:j7y5‘Vol‘ume o_f Annals of Internal
| Medicine statespthat hOme.maintenance’of’an'aged“person is‘onefthlrd‘orv

less as'expensive-as nursing'home_care;' It was also suggested that

.. ‘ o home maintenance programs can:-savé money by enlarging theé role of nurses. .
'l’ ~ S IR R RS S o e

‘ Nurses can assume many of the physician's. functions, under proper medi-
cal guidance. Nurses' salaries -are lower than those of a doctor, and

they:are available in greatertnumbers’

" Role of the Phy31c1an

In 1960 thevAmerlcan MEdlcal Assoc1at1on House oi Delegates
adopted a pollcy‘on;home'health care;whlch recommended that "phy31c1ans
be urged to part1c1pate in organlzed home health care programs for any’
patient who can beneflt from the program, and to promote such programs
1n the1r communltles.. Slnce that tlme, AMA has contlnued to encourage
physician usagekof home health ‘care serv1ces, and the establlshment of
home carebprograms 1n those areas that need such serv1ces.‘

: To a331st phy81c1ans and thelr patlents 1n undersgandlng home, -
. o ihealth care, AMA adopted the follow1ng definition. vof such care: "The
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prov1s1on of nur31ng care, soc1al work theraples (such as dlets, occu-

'patlonal, phy81cal, psychologlcal and speech), vocatlonah and soc1al

services, and homemaker—home health a1d serv1ces may be anluded as

baslc components‘of homerhealth,care,';The proVision of these‘neededd

services to the patient at home*constitutesfa”logical extension~of~yf

thefphysicianﬁsptherapeutic,réSponsibiidty}k At the phySLc1an 8 request

\
o F T R , : b
and under his medical direction; personnel who' prov1de these home care

services operate as a team in assessing and developing the home care’

plan.

d The "AMA- belleves that hlgh—quallty med1ca1 care can be prov1ded mf.‘

in the home, and that the 1nd1v1dual and communal beneflts of such carejlh

can be achleved most eff1c1ent1y with phy31c1an 1nvolvement in both the‘

plannlng and prov151on of serv1ces. o ]f~ R ;

Phys1c1ans should not fear an‘inCreased exposure o medical

1iability as a result of involvement'with home care services. An AMA

N ES B : ‘ G E L S
' booklet entitled "Physician Guide to Home Health Care' notes that no

cases of alleged injury to patients who received services that were

ordered‘by their attending physicians‘and were prqvided;by‘the.empioyees'

‘or agents of home health care agencies or organizations have been

_reported to date.16 ‘A physician who orders. services from a home health

care program is not,afguarantor'of those services. ' Because most home
health agencies are separate1y~incorporated,:generally speaking, the

physician'who orderszservicesifrom them is not held legally reéponsible

for the negligence of the'agency's or organizationfs employees.

: 15Gary B. Schwartz, Phy51c1an s Support for Home Health Care,
Hospitals, February, 1980 Vol. 54, No. 4, p. 52. '

16Ibld., P. 56
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_As in ‘cases that 1nvolye 1nJur1es to patlents allfgedly caused
by the negllgence or. omissions of hosp1ta1 employees, the attendlng -
‘phys1c1an who orders the hospltal serv1ces 1s as’ a general rule only
held llable When it can be shown that he assumed control and/or super—
S wision of the employees. ‘
| Because home health'care agenc1es are‘requlred to have phys101an s
orders 1n wrltlng prlor to the: prov1s1on of such serv1ces, the role of

the phy31c1an 1n the dellvery ofihome care 1s very 1mportant. Along,,

w1th members of the‘home health care staff “the phys1c1an is respon—-
’s1ble for developlng an 1nd1v1dual traatment plan for each pat1ent who
rrecelves home. health care. The phy51c1ans ‘should dlscuss the plan w1th
kthelr fat1ents and should be 1nformed of their patients' condltlon through:;~
;ﬂhfollow—up and reports from'home health“personnel;' Agencmes should take |
fthe initiative in keeplng phy31c1ans 1nformed of thelr patlents condi~-
tlon,'and phys1c1ans should consult Wlth the nurse or other staff men-
bers about the. patient and should part1c1pate in team conferences.
Despite the AMA's p081tlve p031t10n towards the hlome health care,
there: appears to be a certain degree of reluctance on the part of phy—
sicians to fully partlclpate A l974 home care study 1nd1cated that
in a sample of 2,652 patlents referred to a health department fac111ty,
' ~only l7.5 percent were physic1an ref'erred.17 l‘
Home Health agencies oftentlmes have faulty 1mages as ev1denced
by the fact that many phy31c1ans thlnk that home care cons1sts of the
‘V1s1t1ng Nurse Assoc1at10n or the county board of health and 1nvolves

7Dav1d T Nash J. Thomas Avno, Phy31c1an Referral Failure,
‘New York State Journal of Medicine, January 1976, Vol. 76, pp. 46-47..
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‘ : o only patients Who,rne'ed minimal. care.[-”Many also think that home care |
kis inferiorzcare and that‘patients are better off in the hospital.18
| Such v1ews only serve to llmlt.phy51c1an part1c1pat10n.v The»
fact that.relmbursement plans pay only for a phy31c1an s v131t and do
‘not cover the consultatlon and plannlng tlme spent by the phy31c1an _

kalso d1scourages phy51c1an part1c1pat10n Team coord1natlon is 1mpor—,‘;5v, o

i
, , pr
tant 1n home care programs, and: phy31c1ans who do get 1nvolved do a .

'hlotkof extra non—relmburseable work. It is ea31ervtor physrc1ans‘to‘
- be fully reimbursed for inpatient:care, |
A recent General Accounting Office report:stated that physi=
‘cians who authorlaepprogram services do not“appear"to bettaklngfa very .
active rolefinithevhome health'program; The report related that the
1ntent of the author1z1ng leglslatlon ‘was that the phy51wlans Would
| tlee;vhowever,

BENES - play an actlve role in the home health program., In prac

,thls does not appear ‘to: be the case. For example, the GAO review dls—f'

"closed that generally home health agenc1es and not phys1r1ans determlne
bhthe natnre and extent of serv1ces prov1ded 19‘ |

‘:_ Increased,physieian’awareness and knowledée of the home caré :
concept must be'aCéompliShed if_the;full potentialpof‘home health‘eare |
is ever_going'to‘he realiaedt‘ lhe suceess‘of‘the‘program is heavily
dependent upoh greater coéperatlonyandjpartihlpatioh on fhe péft*of

physicians. Their role is mOStZimportant.andzthat conclusion must

'dwsomehow be conveyed to them.an"

18Allce Allga1er Home Care Needs Phy31c1ans Who tare, The’ Hospltal
o - Medical Staff May 1980, P"Zf R
‘ 19General Accountlng Offlce, Report to the Honorable Pete V.

. Domenici, United States Sena ‘Medicare Home' Health Services: A Diffi-
cult Program to Control, HRQ 81-155, _September 25; 1981, p. 26. ’




CHAPTER TIT & -

«»METHODQLOGY&_u

 Design of the Study

® 3 - The goal of eualuatlon research 1s to flnd out 1f a program is

- S . . v

o - effeCtive, that is, reaching—stated ends. ThlS'StUdY Was‘notvdes1gned

to determiue the accomplishmeht of stated,ends.but to determine the
level of agreement relativerto program’mission and/or purpose amongthe
tWo prlnciple prouiders of home health'care: (1) the home health cdre
-agency and (2) the phy31c1an.; In other Words; thlS study is actually a‘r

° step in the process of program evaluatlon that complements actual evalu—.'E
. : iation research. It examines first whether or hot -the pr:ogram p‘art1c1—
pants (home health care prov1ders) are worklng tomards the same ends or
;poss1bly at cross—purposes in certaln instances.’ If program §5rt1c1a
pants (the home health care agencies and phy51c1ans in thls study) are
not in agreement relatlve to program purpose thlS autth 1s of the
igopihion that such afsituation:ouly serves;to»llmltbthe dverall produc+
tive capacityfof the program.' WithinAamydprogram greater goal comsen—
sus reduces the numher and intensity,offcoﬁflicts among members,'thus
,1mprov1ng the- program s overall coordlnatlon.'i
There is con31derable empha31s on.the role of the phy31c1an
'kthroughout this study because the phy31c1an 1s a keykflgure AAn deter?‘
mining utlllzatlon of health serv1ces.} The level of utilization of

‘home health services by phy51c1ans, and the bas1s for not maklng use

of the serv1ce, is examined. The degree of phy51c1an 1nvolvement is
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_also explored and, in addltlon,-certaln factors such as phy31c1an

7re1mbursement, phy81c1an awareness, age,‘and medlcal speclallty are j"

'analyzed to»determlne thevnature and?extent'ofaany‘relatlonshlp amongf

 such variables.

Further insight into the'rOle of theiphySiCian relative:to‘théf~

‘Vdellvery of. home health care services is prov1ded by a deplctlon of

:thelr role from the home health agenc1es perspect1Ve. 'hls aspect of

‘the study prov1des another means of exam1n1ng the level of funct1onal

compatlblllty between phy31c1ans and the home health care agenc1es

" Lastly, thls study is des1gned'to 1dent1fy current issues and

“problems throughout the North Dakota home health care dellvery system,‘

ypartlcularly from phy51c1an and agency perspectlves.‘ Addltlonal~v1ews:“

' from other perspect1ves are also prov1ded, 1nclud1ng Blue Cross and

Blue‘Shleldyas an,lnsurer'and’an 1ntermed1ary;q'

- Data Source;vCoIléctihn-andenalytjc Methods

Data for thls study resulted from two 1ndependent surveys con—

»ducted durlng March 1982 -.One.Survey-Was of-phy51c1ansW1dent1f1edi':\

by selected speclalty categorles.and pract1c1ng in North‘Dakota coun-—
tles or:c;tles where_certlfled:home health agencies were establ1shed.
The other‘surveygwasvof7all North‘hakota home_health care‘agenclesTperai
tlfied'as of January, l982. g G
The phy51c1an survey 1ncluded those physlclan spec1alt1es Whlch

hy the nature of the practlce area vare more apt to utllﬂze home health'

fserv1ces than‘others.,-The phy51c1an.spec1altyjareas'selected for pur-

poses of this studykwerekas'followsi

1., Family Practice




General Practice
Internal Medicine =~ ... .
~Neurosurgery .. - SRR
Pediattics: ' e O
Oncology
. General Surgery
~Urology o v . .
.  Ophthalmology - : L
-10. 'Physical Medicine o R N
11, Endocrlnology
12, Cardlology SRR
13. _,Obstetrlcs & Gynecology

O 00~ U W N
i

" A total of 417 phys1c1ans were 1dent1f1ed throughout 13 North
Dakota countles and one. city applylng the selected physician - speclalty

andvcounty/city criteria'discussed above. .The COunties and city‘included

inrthe phySiciam‘studyhare as follows:

Burleigh
Cass ' . v R :
Dickey . - - .- L R ; kb
Eddy R EEE AT SO R )
"Grand Forks ‘ : Co
McIntosh,
"Pembina .
Pierce-
| Ramsey
10.  Richland.
~ 11. Rolette
- 12. Stark .
13. Ward : 3 » S 1
14' ‘Clty of Jamestown R ‘ ‘ l

WO~ U RN

The response to the phys1c1an survey questlonnalro was 44 6 per-

lcent resultlng in a total number of 186 phy51c1ans part1<1pat1ng 1n the,g,"

'study. The phy51c1ans questronnalre (see Appendlx B) was ma1led.w1th -

a cover letter and a self—addressed return envelope 1ncluded The North

‘Dakota MEdlcal Assoc1atlon prov1ded a current llSt of lluensed phy51c1ans -
" rn~the;state ochorth Dakota from,whlch‘phys1c1an 1dent1i1cat10n and loca-

‘tion was accomplishedi

: , v | , |
The home health agency survey questlonnalre (see Appendlx C) ‘was

‘ malled to 18 cert1f1ed home health agenc1es throughout the state of North
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.‘ . Dakota. The--‘a‘gency‘questionnaires were also mailed‘with a cover letter
and a self-addressed return envelope included. ' A total of 16 question-
'Anairee.were'returned’whichkconstituted a signifiCant responsefof.88.9‘
. ‘ :;‘perce'ntf.» - The. home health .‘car'e agencies inc‘:luded'in thiSs ‘study were
- eftaken from a report prov1ded by the North Dakota State Department of
i
'Health s D1v131on of Health Fac111t1es and are llsted as\follows.
: o o 1, .Ashley Hospltal Home Health Agency
. ‘ Lo -Ashley, North Dakota ’
2. EityeNﬁrsing¢SerViCe
Bismarck ‘North Dakota
S 3. Burleigh County Home Health Agency
L L ' B1smarck “North Dakota
b, Home,CarekServ1ces,,Inc.
Bismarck, North Dakota
- . : 5.’-PembinaECounty;Memorial Hospital> f
.. - : ;'Cavalier,' North Dakota }
' . i
6,.;Mercy Home Health Agency v |
L Dev1ls Lake, North Dakota i
; T St “Joseph's Hospltal s Home Health Agency
o : IR D1ck1nson, North Dakota '
8,"Southwest District Home Health Agency
D1ck1nson, North Dakota
: 9. Fargo Communlty*Health Center
.‘f » AR . : 'Far’go, North Dakota :
“10. The Unlted Hospltal Home Health Care Serv1ces
Grand Forks, North Dakota ‘
, 11. Jamestown Hospltal Home . Health Agency }
® ‘ : Jamestown North Dakota [
. - , : L
12, Flrst District Home Health Agency > W
Y- Minot, North Dakota : ‘ A i
S 13. - Eddy/Foster County Home Health Agency l.
L3 . ~ New Rockford North Dakota : :
‘ » 14. Oakes Communlty Hospltaerome Health Agency

Oakes, North Dakota




- ing organlzatlons.“’__. '

compilation and analysis,f
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15, Prairieland Home Health Agency
: Rolla, North Dakota

16, - Good Samarltan Outreach Home Health Serv1ces
Rugby, North Dakota " e i‘

S17. Rlchland County Home Health Agency
’ Wahpeton North Dakota

lS;i~Clty County Home Health Agency 1
‘Valley City, North Dakota

Addltlonal commentatry concernlng the effectiveness of‘homeJ

'health Caréfprograms'was~also&requested:and receive§ from the‘follow—

;.,1' D1v131on of Communlty Health Nursing : ‘
“North Dakota State Department of Health 1

:‘2;‘}Publlc Health Serv1ce_.w
SR Department of Health & Human Serv1ces

‘:3}_iBlue Cross and Blue Shield of North Dakota

Data areastatistiEally analyzed'nsingmfrequency distributions.

and crosa4tabulations) The'SPSé»computer packagevwas uaed.for data




CHAPTER IV
' ANALYSIS OF DATA AND RESULTS

‘Physician Survey Findings -

Characteristics of Respoﬁﬁents“*

The distribution of respoﬁdéﬁts in terms of lengtﬁ of time
lpracticing medicine (indicated;by the yeéf of beginhing to practice
médigine) was broad. About one doéfof\in~fen (9:9 §ercent) began
practicing before~i950, while>10$54peréent had been in practice only
since 1980. For the’dgcades of‘l950, iQGQ, and!l?70 the percentages
were 19.9, 21.5,’aﬁd 38?1 fesﬁectively.:‘Tﬁe ﬁaj;rify of resbondents

(58.2 percent) were in primary  care practice areas (general practice,

family practice, internal medicine or pediatrics). The balance of .

~ respondents were non-primary care specialty practices (e.g., surgery,

obstetrics and gynecology, urology, etc.). The 1argest specialty

group amdngrthe:primary care physicians_Was~internists (25.8 pefcent‘f
~ of all respondents) while theilargestbgroup of non—primafy care Spe:;

- cialists wasvsurgeons (18.6 percent of all réspondents).f\Most of the

respondentszere-in:some form of”praCticé‘withyother'phy%icians (85.7

percent) while the others weré in solo practice, More than nine of
; , : . ha; ‘

: ‘ten respondents reported patient care as their principal activity. Only

a-few reported teaching or other‘aCtiVities as their major time commit-
o o o : o ‘ o :

ment. |

'izg




Utilization and Referral -

;health serv1ces,

;hdme~ViSits,

‘l1n Table 4

Physician referral to’homeihealthVaéencies was’exceptionally'

hlgh (85.5 percent) con31der1ng the fact that over 40 percent of the

‘»respondents were non—pr1mary care spec1alty phy31c1ans. Thexnumber

~of referrals made by phys1c1ans‘ranged from_l—lOO annually. The .

’average number of annual_referrals‘perephysicianawas 13.1 and the meédian -

was 8.25. Due to the existence of several extreme values, the median

may be a more accurate indicator of ‘annual physician referrals.:

‘The most often stated reasonsvfor;nOtfreferring patientsdto

‘home health agenc1es were was not aware of the ava11ab111ty of home

i
. ! ’ M

'kand prefer follow—up offlce v151ts aﬂd/or phys1c1an
Several comments;lndlcated concern(relatnve to ‘the cost

n .
of home care and the quallty of home ‘care. .

The - general level of sat1sfact10n among those phy31c1ans who -

had previous experience'with home health care was,very high.,‘Overvoner“

half of the respondents (58'percent) reported‘beingi"very'satisfiedﬂff

. with home health serv1ces, 33 percent 1nd1cated that they were ''some- -

What satlsfled" and most of the rest (8- percent) were Y'somewhat dis—
satisfied." Only one percent expressed COnsiderable dissatisfaction.

The reasons for referring patients to home health agencies were

indicated by physicians and a ranking of 178 valid?respdnsesxis‘showna

It 1s most ev1dent from the data that the prlmary consideration

Mof5thekphysicianffeSpondents‘is to“afd;family memherS'infcaring'for

patients. - Their seCond conSideration;cmost7clear1y, is o provide an

alternatlve to 1nst1tut10na11zatlon and presumably at less cost, as

s

" indicated by the fourth ranked con31derat10n.,}lt“1s rather 1nteresting
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TABLE 4 y
REASONS FOR REFERRAL TO. HOME HEALTH CARE —-PHYSICIANS

EVNumbergof

‘Reason Cee .o e Responses Percent

To glve famlly members a831stance 1n R' _' ‘ - ‘”: . : o
prov1d1ng care o EEEE o T127 0 7L

«_As;an~alternative,to a nursing home. ~iw:" 105 f:593i'

' Tofprovide'continuity of'careﬁ: L -85 - v,548

To<pro§ide less COstljfcare"‘j{':» S g3 A"H'47a'

‘To 1nstruct patlent and/or caretaker’

' about nurs1ng needs R PR , _ :' 76‘y: o 43

To prov1de a level of care more appro—’

Cpriste toneed . sl g

To shorten hosp1ta1 stay » ;,ij'-ﬁ ‘ ' Rh_ ‘ 68_ : w‘ 38

that the. reason "To shorten hospltal stay Was the least meortant con—’:‘

31derat10n of the respondents, partlcularly when thlS con31deratlon is

an often'c1ted cost“effect;ve'characterlstlc»of;the home‘health‘care

concept. ‘

A much broader perspectlve on home health care was galned from

'surVey questlons concernlng thewapproprlate levelzofﬂlnvodvementudeSLred:

by phy51c1ans and phy51c1an relmbursement for serv1ces prov1ded under.

i , Lo
program*guldellnes. The maJorlty of respondents (60 perCﬂnt) reported

- that their present:levelrof_lnvolvement was lahout»rrght ;whlle another‘

26 percent indicated that more]inVolvement is:necessary. lOnly three per-—

cent stated that less‘inVOlvement.WOuld'bejpreferredfand 11 percent

expressed uncertainty.



‘ were uncertain on the question. . - o i

hKruskal's Tau = 0 Ol) HEEE RS "i'; ’wj l

Almost’one—half'(475perCent)fiﬁdicatedrthat reimbursement;fOr.

\'their"rolefin the.delivery ofhhome'health-servicesfwould‘be desirable -

- while 30 percent were  opposed. 'The remaining responses KZSrpercent)

Adsignificant‘number.oftrespondents‘(50;3 percent) felt that

they were not adequately informed relative to their role in home health

. care, 34.1 percent indicated that they were sufficientlyy1nformedandl5;6z

percent were uncertain.

The. hypothe31s that there Would be E dlrect relat1onsh1p between,

phy31c1an relmbursement and level of 1nvolvement w1th phys1c1an r61mr‘1”

‘bursement be1ng‘the'1ndependent varlable, was tested"through cross-

‘tabulation analysis. Tt was expécted that those respondents who desired

reimbursement Would a1SO~express a tendencyktowardsfgreaﬁer'inv01Vementf¥
in terms of role and respons1b111t1es. The cross-— tabulatlon results
though s1gn1f1cant (P = 0 013),d1d not sustaln the hypothes1s as- there

Was no dlscernlble relatlonshlp between the: two varlable (Goodman and ,3“d

The percentage of respondents who ever referred a patlent for

' home health services was only sl1ghtly hlgher for prlmary care phys1—

dc1ans‘than for'non—prlmary~careuphy51c1ans,~90.2 percentwvs. 87-6 per—

cent, respectively."ln’fact the percentage of surgeons (the largest

in the non—prlmary care category who referred pat1ents) was greater

(94 3 percent) than the percentage for prlmary care physﬂc1ans.~ This -

result was somewhat-unexpected,as one would‘loglcally reason that'the

vbroad based practlce of pr1mary care phys1c1ans would tend to demon—»

strate much h1gher levels of utlllzatlon than the more spec1allzed
|

practice of-nonfprlmary care;physlc1ans.b"
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The majorityrof primary‘care physicians (53.l’percent) posseSSed

'la hlgh home health rate of referral* whlle sllghtly more than 40 percent

"of,non-prlmary care phy51c1ans malntalned a -high rate. These resultsc

'are‘consiStent with the explanation offered above.

The percentage of»respondents'who ever referred a)patient‘for,

_hOme health Services was also slightly higher for physicdans that had

,'establlshed practlce prlor to the year 1970 than for phyﬂlclans that

began pract1c1ng since 1970 90. 3 percent vs. 81 1 percent respectlvely.

 However, when utlllzatlon waS»examlned-ln terms of rate of referral o

’~sllght1y more than one—half (53 8 percent) of those phySLc1ans that had

been pract1c1ng s1nce 1970 demonstrated a h1gh rate of referral whlle

only 42, 3 percent of those phy51c1ans that ‘had establlshed practlce

. prlor t0~1970‘ma1nta1ned a hlgh;referral ‘rate. These statistics examined

»together are somewhat confu31ng and contradlctory Although there is no

clear explanatlon for these results, part of the explanaLlon may be: .

‘that some physrC1ans~v1ew home health_care as competltlon,and thushareg
ﬁunwllling to avail_themselveslof'suchha’service; at least not on ahrequ
f.lar.basis. Thereware many other faCtors that bear‘on theselresults;t
ghowever, and thus further study of thls partlcularvoutcome 1s‘necessary

'before any def1n1te conclus1ons can be accepted

The percentage of respOndentsFmalntalnlng'a‘high referral rate

. was greater among those phy31c1ans who percelved themselves as. being .

adequately 1nformed (52 l percent) than for phys1c1ans who con51dered

E themselves not well 1nformed (46 6 percent) or those who ‘were uncertain

as to thelr level of knowledge (38. 5 percent) These results are

o : Rate of referral was categorlzed as e1ther high or low w1th a =
rate of 1-9 referrals on: an annual ba31s con81dered low dnd 10 or above

cons1dered high. y
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consistent with the researcher'skhyﬁpthééis{that there is a direct

relationShip between levelrof‘aWareﬁess'andyutilization.

i Summary of Physicién‘RestnSes to’Opeh*Ended»Quhstidns

Several areas of the survey questionnaire allowed the respondent

‘to préSént further information or”éxplanatién of his/heriremarks.i

~.There were a significant number of comments offersd which indi-

cated a willingness to make more house calls. Although|such an atti-
“tude is cbmmendable and will certainly reinforce the overall concept

.of home health care, direct physician services are beyond the scope of

‘home health care services in terms of this study and traditional reim—

bursement. Home Health care as defined by Medicare is pyimafily thek

provision of skilled nursing services and other therapeutic services,

;such'as,physical, speech, or“0¢cﬁpational_thérapy,'medical social ser-

vices, and home health aide services.

yone‘re3pondent’eXpreSSed_én'opinién that home health care should

playvaﬁ'expanded role in health care, particularly in Notth Dakota

because of the state's rural character. Several physicians expressed

‘ 3 . Do oy ; i e
concern over the qualifications of home health personnel |and indicated

that the agencies must strive towards gaining physicians" confidence in -

terms bfﬂcompetenCy if the program is to be successful. }The most numer—

ous remarks offered were directed towards the highfcost of home health
care ‘services and that such high costs precluded the optimal‘utilization
of home health care. ‘Thefe Were'é‘notéd number of commernts indicating

a disdain'fpr-governmentallinVolvément relative to the delivery of.

health cére,




Home Health Agency Survey Flndlngs

V;Characterlstlcs of the Respondent Agenc1es

The oldest agency was one establlshed in 1962 while the most

'recent was. established durlng.1982.j'Annual:agency patlent caseloads

,ranged from 28 to l'Bll'patients}' The mean-or average annual patient;‘

caseload was. 298 7 w1th a standard dev1at10n of 388 8. Annual agency -
visit caseloads ranged from 788 to 30 000 v1s1ts.; The mean or'aVerage"
annual v151t caseload Was 5 014 w1th a standard dev1atlon of 8, 149.

Data concernlng chargeS’for serv1ces ‘were collected‘relatlve to

skllled nurs1ng -and home health alde serv1ces. Charges TOr the first

hour of:skllled nUr31ng»servlces.ranged;from $187to $53 among‘all resev

pondents.l The mean'was? 34569.f Homelhealth alde flrst hour chargesk‘

ranged from $8 to S43 w1th a mean of $22 07

Agency Mission or Purpose.

The mission or purpose of the respondent home health agencies

’1s reflected through a ranklng of statements descrlblng broad agency

goals. A ranklng of the 16 respondentsﬁ'statements is shown in Table 5.

 TABLE 5
RANKING OF HOMZE‘. HEALTH AGENCY GOAL STATEMEN[’S

Num>er of

Statementu : L ‘~'x, : :“;fv o - Respomses  Percent

’ h To g1ve famlly members a331stance in prov1d1ng care ﬁS - 93.8
‘rTo“prov1de less costly care } »;ggf S #5‘ . 93.8
'To'prov1de cont1nu1ty of care .‘;.;ot*“?” ' . ﬁ4 ~87.5
To;prov1de a level of care more approprlate to need i4 "h 87.5

To shorten hospltal stay .7 ;v‘a.;‘,' S ' ,' ' l3 0 81.3

fTo 1nstruct patlent and/or caretaker about nur51ng { o L

: needs B o SRR ' 12 : 75.0

As an alternatlve to a nur31ng home f' . : 11 - 68.8




‘Home Health Agencies' Appraisal of‘PhySician Participatﬁbn

ment-was about right.
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 Other statements describing an agency's purpose included: Ig:‘

‘ promote independence and return the patient's family toﬂindependent 1

 >levé1 of functioning,»Td allow the patient to die at ho&e Witﬁ famiiy

'suppdft and. to maintain quality and level of comfort until death, and

"T6’Support the family and suivivors through the bereavement process.

‘There was one COmment received from an agency which s;aﬂed that home

"yhealth is considered part»of the cOntinﬁum of care——notjas an alterna—"

‘tive to nursing homes. This view is somewhat opposed to thé'cost sav-

ihg alternative to institutionalization argument\that is‘embraced'byv
many advocates of the home health care concept. 1
‘

A greater level of physibihﬁéinVolGément in'home:health c3reji‘

was desired by .75 percent“offthé agency=respoﬂdén;s; The balance of

.respondents,. or 25 percent, indicated that . the present lével‘of involve-
: o i R o ' g R

The response to the question of physiciannreimburSement was

' 31ightly in favor of physiciaﬁ‘féimbursement‘asléight agencies indicated

~that reimbursement should be.allowed:(50.p¢rceht);and seven agencies

were opposed; one was undecided. |

The respondent's appraisal of phySician's knowledgeableness

' relative to home health care services was somewhat critical as 62.5

percent of the’respondents indicated that physicians were not adequately

- dnformed, 31.3 percent‘indicated»that.physicians were adéquately infbrmed,

and one agency (6.3 percent) was undecided.
The response to the question of responsibility for development
of the patient's plan of treatment was as follows: ten of the sixteen

respbﬁdents (62.5 percent) indiétated»that it was primaﬁily the agency's




T‘prespon81b111ty, and two (12 5 percent) stated that a teai

.. Nursing ' B B S
 Charge ($) TR AL L

e

Lot

;/respon31b111ty, four (25 percent) Stated that 1t Was the. phys1c1an s

ﬁ approach was:
employed
The relatlonshlp between patlent caseloads and visit- loads and

skilled nurs1ngkcharges WaS»comparatlvely analyzed as shown in Table 6.

TABLE 6

. PATTENT CASELOAD =

Range of Patient Caseloads vs. Skilled Nuraing Charge Lo

;‘_Annual-Patient , IR Coe SR . ERAE .
'Caseload .~ 28 30 35 40 70 71 100 350 360 470 720 1311

B Flrst Hour. t
~ Skilled Nursing. e - 5 o L el e
“Charge ($) - 40 45 20 40 25 43 24 42 4D 25 40 . 30

o ?Range of'Visitloadsrvs;fSkilled?Nureinngharge‘

Annual

“Vlsltload 788 850 lOOO 1464 1800 1964 3623 4377 6000 7000 30000

Flrst Hour» . v: PR . o -
Skilled . 40 24 ~ 30% 43 40 45 35 30 . 53 42 40

» *Th1s amount is the mean (or average) flrst hour >kllled nur81ng

Y“charge of two ageéncies posse551ng the same v131tload esthates.

It is evident that there is no consistent pattern or trend towards lower

charges. as the caseload (Volume) of the agency increasesi(i e., econOmies

)ofﬂscale).- Slmllar f1nd1ngs resulted upon analy21ng patLent caseloads
iand v151tloads of home health alde charges. It was not‘expected ‘how-

‘ ever, that;there’would’be‘any ev1dence of economies of scalefbecause~

the,types of agencies (goVernmental,'hospital—based, and proprietary)

included in this study areﬂmixed*andfthus“thefeconomics of the various
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‘types of agencles“differSl The serv1ce phllosophy of agencies may vary
"also as certaln agenc1es extend the welfare concept and sub31d1ze the

.cost of services further than- others.

isummary'of,HomeﬂHealth‘Agencies'Responses'to Open—Ended Questionsﬂ S

The maJorlty of remarks offered by the home healthyagencies;w

'-;concerned phy51c1an 1nvolvement ‘and re1mbursement. Several'agenciesl'
11nd1cated a lack of famlllarlty relative to the concept of home health
'care on the part of . many phy51c1ans and one agency‘suggested that the ,'
.;problem may "be the result of phy51c1ans not being exposed to such alter;
:natlve ‘modes of care'through thelr’prev1ous tralnlng. Many  remarks
,c1ted the need for greater cooperat1on on the part of phys1c1ans 1n terms':
of referrals and one suggested that the lack of referrals may be the

“result of a feellng of belng threatened and a feellng that home health

\
agencies are competlng fOr patlents and revenue;.jf }
b N il
. \

The 1ssue of relmbursement provoked several mlxed remarks. 7SeV4

. eral agenc1es stated that phy51c1ans should be relmbursed for thelr

advice, orders, plan of traatment,<cert1f1cat10ns, etc., whlle others

‘1nd1cated that the ex1st1ng methods of relmbursewent are approprlate.

‘One: agency remarked inra summar121ng manner that the present system

of health care does not prov1de phys1c1ans w1th re1mbursement for

serv1ces 1nc1dent to 1npat1ent care, nor is there re1mbursement when

’,they take calls from pat1ents throughout : mmunlty and thus 1mp1y1ng

EA

that relmbursement should therefo e not be avallable fon services inci- .

‘dent to7the;delivery of hOmeihealth"care.' In addltlon the agency
stated that phys1c1ans should view home health as a fac111tator in

‘prov1d1ng care" to patlents 1n a dlfferent settlng than 1nst1tut10nal "




- 38
Reﬁarks relatipg,to1the problem areas.of,home health care con=

cerned a’laqkfof‘gubliéiéwéienéss‘and'ﬁndefsténding”of home healﬁhﬂcare

‘and a problem ofytranspditgpionl(distaﬁcéito?traVel) throughout rural

North Dakota. There was'alSQ’a”cbmméqt hinting that proprietary agencies

are abusing the program in terms of over-utilization of services for
L % S R : SERIOE I TP B X

T C . i
monetary gain only.




" CHAPTER V .
v SUMMARY; »;_}CONCLUSI}_QN'S"- AND RECOMMENDATIONS |

The prlmary purpose of th1s study was- to research ‘the effectlve—

ness of home health care servrbe dellvery in North Dakot1 by means of

eXamlnlng‘the level of agreem' ?(compatlblllty) ‘among home health

’agenc1es and phy5101ans 1n terms of overall m1ss1on or purpose and also

individualﬁroles and reSponsibilities;: The follow1ng summary of f1nd—

l“fa'1ngs presents the results of thlS research effort., Where appropr1ate5

llmltathnSttO the flndlngs havevbeen offered. o ' f

A Summary of the Flndlngs

The maJorlty of respondents were prlmary care phy51c1ans. This -

'result was: expected because the concept of prlmary care is by nature

total patlent care.

~ The percentage of phy51c1an respondents that had cxperlenced .
home health care (by means of 1n1t1at1ng referrals) was very hlgh
(85 5 percent) However, thlS statlstlc must be cautlously 1nterpreted

because 1t 1s uncertaln what the actual use of home health services is

'Slnce only 44, 6 percent of the target populatlon respondrd The level
.'of satlsfactlon among respondent phy51c1ans was also hlgh but th1s

. result must also be quallfled by recognlzlng the fact thdt less than

one—half of all potentlal respondents part1c1pated in thn study.;

A comparatlve analy51s of the ranklng of home heaLth agency

and phy51c1ankprogramfgoal (m1351on)1statements suggests‘that there is

39
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con51derable agreement in. terms of prov1d1ng the famlly ass1stance Wlth

the care of the patlent. 'Ihere is a'certaln amount’of divergence or.

»disagreement, however,~relative to-recognizing home[health care as an.
"alternative‘to'nursing_hOme institutionalization. = The physician respon-
~dents indicated thatkhomeihealth was very importantrin this respect

"’While‘fiye'of the 16 respondentvagencies did nothinclude{this~particuiar

goal as part of overall agency phllosophy
Nelther the phy31c1an nor the agency respondents,‘and partlcu—

larly the physicians, ‘attributed muchkimportance to the Potentialf0f5

‘héhe health care.in termsvof reduting“thébiength”ofﬁhospﬁtal stays. - This

‘result is not consistent with the generally accepted concept of home -

health care beingfafcost effeétive‘programiin terms of reducing the .

‘length of hospltal stays., It was.’ expected that thls parrlcular goal

:’statement would have. been accorded ‘a much hlgher ranklng by .- both phy31—

cians and agency representatlves.; Another 11m1tatlon of the study data
that must be recognlzed at thlS p01nt however, is that Lhe number of

home health agencieS'established inrthe.State of North Dakota at‘the

time of this study was small; thus measurement becomes much more sensi-
tive. In other words, a slight change in data would pro@uce»a signifi-

cant change in results.

On the issue of inVOIVement,.75 percent of the home health

agencies indicated'thatﬁgreater physician involvement.iskdesired while

S : . SR ’ . T
60 percent of the’physician}respondents-stated that their level of
involvement was about right. Only 26 percent of the phy sicians 1nd1—
cated that greater 1nvolvement was des1red.

Approx1mately one—half (47 percent) of the phys1c1an respondents

1nd1cated that relmbursement would be de51rable and exactly 50 percent\.
. i .
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‘of the agency respondents agreed. However, the degree of opposition

to reimbursement Was‘greater on the part of the agency respondents

»(44 percent) than the phy51c1an respondents (30 percent)

Sllghtly ‘over one-half (50 3 percent) of the physrc1an respon—
l o
dents percelved themselves as not belng adequately 1nformed relatlve

to the concept of.home health care and this statistic Was substantiated

: L L o . ! : E .
by the home health agencies' appraisal of physician knowledgeableness.

- Almost two—thirds'of the respondent agencies (62,5 percent) indicated

that phy51c1ans were not adequately informed. dnly 34.1 percent of the

" physician respondents percelved themselves as belng adequately informed.

Although the percentage of phys1c1ans that had exper1enced home

health care was somewhat greater among older than younger phys1c1ans,-

"the level or degree of ut111zat10n was greater among the younger phy— -

: \
sician group.

’Conclusionsfaiaf
~ The following‘conclusions»have,been drawn trOm the findings.

It is important to note that'any concluSions based on the findings dis-

cussed: above must be qualifiedﬁbecause“the number of physicians partici-

pating in the study is considerablywless than the'number of potential
fparticipants.

A further limitation is the small number of home health agenc1es

‘avallable for purposes of study in the State of North Dakota. It is

difficult to’ develop conclu31ons w1th a s1gn1f1cant leveL of confldence
from a small populatlon,

1. There is-a limited amount.of‘diSagreementrrelative to goal

statements or.program philosophy among physicians and home health




. zation.

agencies, particularly in terms of, recognizing home health care as an

alternative to nursing home institutionalization. .

2. ~NeitherrthSicians noruhome”health,agencies fully recognize

the potential ‘of home‘healthtcarehas;antalternatine’to certain hospitali~

3,v There is considerable disagreement relative to the degree'of

j’1nvolvement that 1s necessary on the part of phy51c1ans ro increase the

effectlveness of the home health program. “The maJorlty of home health

agenc1es have 1nd1cated a need for much greater phy51c1an 1nvolvement

.xwhlle the maJorlty of phys1c1ans feel that the1r present level of 1nvolve—

ment is adequate. : v"‘;~ffff'}":. S
, 1 ‘

. 4, The 1ssue of phys1c1an relmbursement deserves further con81der—

h ation as a greater number of-physlc1ans”and home health agency representae'

. tives favored reimbursement over those that opposed it.

5. The majority of phjsicians do. not perceive themselves as,heing';k'

‘:fully knowledgeable or understanding~of thefconCept'of home health‘care.

f.A marked number of home health agencles agree with this «onclus1on.

6. Length of ‘time pract1c1ng med1c1ne does not appear to be an

appreciable faCtOr'in-terms of program-acceptance or utilization.

Although the costIOf home healthlcarefserviCes was not a'primary

_ con51deratlon of thlS study, the 1ssue d1d surface when 1he respondents

(phy51c1ans) had an opportunlty to comment v1a open—ended quest1ons.

'bThere was sufflclent comment generated through th1s stud to warrant a

secondary concluslon‘that the present costs,of:home health‘care'services

are preceptivelyvhigh'enoughhto discouragelutilization to some degree.
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FRECommendatfons,for~Further'Study 1

1. The North Dakota Association of Home Health Agenc1es, in-

~cooperat10n Wlth the North Dakota MEdlcal Assoc1at10n, 1he North Dakota

‘State Department of Health (D1v151on of Communlty Nur51ng), and the

Varlous Health System Agenc1es, should develop a stateWJde educatlon'

“program des1gned to encouragecgreater'physicianxparticipation~through7

greater awareness and understanding. 'Greater agreement?relative.tov

‘programtmlss1on and purpose may also be achleved through such an: effort.

: 4
'\,2.” That further research be conducted on the matter of phys1c1an.

;relmbursement for the1r attendant role in the dellvery of home health

t:care'serv1ces. A phy51c1an s role appears to" 1nvolve con31derable respon—r
‘51b111ty, tlme, and paperwork 1f it 1s carried out in accordance with'
"program regulatlons. At the'presentﬂtime physicians are‘not compenSated

for their ‘participation in home health care because such' services are

considered incident to'the‘program, There is certain justification,‘howf
ever,vtofstudy'the~issue further.~f“

3. That further research be conducted relatlve to the method of

'determining the costs of services-among the variousftype? of home health

agencies. Present Medlcare costlng methods result in certain 1nequ1t1es
R . . il
R

;among the Varlous types of home health agenc1es,-and appiear to be partl—

‘cularly burdensome'to hospital—basedwprograms. Because North Dakotaphas '_ :

‘a larger numberiof hospital—based prOgrams than other types,;this recomr

mendation-is important.‘ Because ‘hospitals possess~considerable>poten—
tial in terms of supportlng home health care programs particularly'
in rural settlngs (refer to Addltlonal V1ews Section, .l47); it is

most 1mportant”that‘inequitable costAfactors'be removed and thereby




‘ ' ‘encourage, rather than discourage, the further .d'e\'relopmeilj.lt of hospital- . .
b

- based vp‘ro"‘grams .




- CHAPTER VI

| ADDITIONAL' VIEWS ~ =

‘The followingrofyréspondénce?is*information complementary to this

» study and 1ncludes letters from (l) the Department of Health & Human
’Serv1ces, (2) the North Dakota State Department of Health, and (3) Blue’
oo :
H L \ .

' Cross & Blue Shleld of North Dakota

The letters were 1nfresponse to”inQuiries made by this reSearcher

-for purposes of gaining further 1nformatlon on the subjeot matter.,These

'v1ews represent organlzatlons that are 1nd1rect1y 1nVOlVPd with: the sys—;'

tem of home health care services but yet 1mpact con51derably 1n terms of

- program development quallty, effectlveness, and financing.

There has been no attempt to 1ncorporate these re ponses into-:

’thls study 1n terms of developlng conclus1ons or recommendatlons. «The*'

_ 1nformatlon, however,tprovidesvfurther insight intokthe problems_and e

issues faeing the developmentoofshomehhealth careyin North Dakota. BEER

45. e L ‘
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, ' , : Public Health Service *
DEPARTMENT OF HEALTH & HUMAN SERVICES Region VIH

Federal Office Building
» , 1961 Stout Street
March 26, 1982 - - : . Denver CO 80294

Dan L. Tinnes, Research Analyst
Bureau of Governmental Affairs
University of North Dakota

PO Box 7167

Grand Forks, ND 58502

Dear Mr. Tinnes:

T have received your letter dated March 4, 1982, regarding your study of the
effectiveness and utilization of home health care services throughout North
Dakota.  The following are my responses to the questions that you asked:

1. The Federal Government established the grants for home health services
program in an effort to develop and expand home health services to areas
in which these services did not exist, or were insuffficent to meet the
demand :

A recent General Accounting Office study indicated that the care and
management of some patients at home. is less costly than caring for them
in an institutional setting. However, it may be more costly to care for
patients .at home who are seriously disabled and need a considerable amount
of constant attention and care. This is a question that is constantly
asked about home health services. If we put as much energy into develop-
ing home health services as we do talking about this question, we would
have the most effective and efficient home health care systems in the
world.

2. I realize that many of your hospitals are small and are located in very
rural settings. I also realize that some of these hospitals have occu-
pancy problems. However, I do not think the development of a home health
service in an area where there is a small rural hospital is counter-pro-
ductive to the occupancy problem of the hospital. Patients who need
home. health services are patients who should be in a home setting and
not in a hospital. A hospital will not solvé its occupancy problems by
keeping these patients longer than they should stay.

3. There are manyserious problems that face the delivery of home health
care in our country today, such as the cost of this service. However, the
cost is not the only problem which effects the delivery of home health
care in our rural areas. For example, there are people who think their
county is ‘an independent entity rather than an integral part of their
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state. I have found this to be a problem in developing home health
agencies which need a base of support that is larger than the popu~
lation of one county. You would think that this would be a very

simple problem to solve, but I have seen it prevent the development

of home health services in rural areas.

The travel distance needed to provide services to some patients in
their homes in a rural area is definitely an issue that must be
addressed, and can be a deterrent in providing a full-range of ser-
vices in rural communities.

The struggle for the limited number of health care dollars by the
various types of providers is an issue that must be recognized and
dealt with if home health agencies are going to survive. The ability
of some industry associations to lobby for a significant amount of
the Medicaid dollars in some states has effected the amount of funds
available for home health services. Only three of the states in our
Region have Home Health Agency Associations and.only one of these has
a significant membership. They are no match for the other industry
associations who are also looking for a share of these funds.

One of your past State Health Officers stated that he would like to
develop as many hospital-based home health agencies as possible,
throughout the state of North Dakota. In a rural area, a hospital-
based home health agency may be very appropriate since the hospital
is the major health care organization in the area and everyone looks
to it for health care. It has a billing and collection department
and many of the other administrative mechanisms necessary to support
a home health service that would be certified for Medicare and Medi-
caid. I support the development of home health services in official,
private non-private and private for profit agencies, but in those
rural communities where there are no other agencies with the capacities
to develop additional health care services, the hospital may be the
most appropriate institution. ‘

Expanding the service areas of existing agencies to cover adjacent
counties which have small populations makes more sense than develop-
ing new agencies with small populations that cannot support these ser-
vices. This could help expand the delivery of home health in North
Dakota. ;

~Where possible, we have encouraged both public and private agencies

to utilize personnel on an as-needed basis in outlying areas in an
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effort to reduce travel costs. This may be an effective way to
reduce the costs of services in rural areas.

The development of home health services in a rural state like yours
is definitely a problem. However, I have had the pleasure of work-
ing with a number of competent people in your state in this endeavor.
Your HSAs, especially the Agassiz HSA, have been very active in help-
ing communities develop home health services. Your Director of Com-
munity Nursing, Laverne Lee, was most helpful when we were trying to
develop home health grants in North Dakota. I have always enjoyed

a good working relationship with the Health Facilities Section of
your State Health Department. They were always ready to help agencies
develop the appropriate materials needed to become a certified home
health agency. These agencies have demonstrated a sincere desire to
develop home health services in North Dakota and it would be 1nap—
propriate not to mention this in your study.

Please feel free to call me if you have any questions about the infor-
mation in this letter. My telephone number is (303):837-4781.

Sincerely,

Michael Oliva

Chief, North and South Dakota
Program Operations Branch
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Community
Health Nursing

701-224-2494

'~ NORTH DAKOTA
STATE DEPARTMENT OF HEALTH N ; o
' State Capitol . ' ‘M. A. K. Lommen, M.D.,, R.P.E.
Bismarck, North Dakota 585605 S . State Health Officer
February 23, 1982 ' ‘ | ‘ : : Community Health Section .

Dan L. Tinnes

Research Analyst

Bureau of Governmental Affairs
University of North Dakota

Box 7167

Grand Forks, ND 58202

Dear Mr. Tinnes:

I am writing in response to your Tetter of February 19 1982 I will
answer each of your ‘questions in numerical order.

1. The major advantage to home hea]th care is the fact that it
is a less costly Tlevel care. Equally as important is the
opportunity for individuals to recuperate .or, in some instances,
die in the familiar surroundings .of their own home. This
fosters a certain 1eve1 of 1ndependence and a great deal of
- happiness. .

2. For starters - physicians should be aware that home health
care exists and be willing to utilize the services. Because
the level of care required by home health clients does not
require more than a skilled nursing visit, physicians are.
not actually involved in the delivery of home health care.

If a visit by a physician to the clients home would enable

that individual to postpone or eliminate entering a hospital

or nursing home, the physician should definitely be involved.

I wonder how many physicians would want this type of involvement.
The physician's visit should not replace the skiiied nur51ng :
visit.

3. If physicians are making visits to a client's place of residence,-
the Home Health Agency should be entitled to bill for his
services at a predetermined rate, established by a cost anainis
and agreed upon by both the agency and phy51c1an

4, Serious Problems:

a. Financial: Home health services are not "money making."
A1l agencies must be willing to absorb those clients whose
condition does not fall within Medicare guidelines or who
have no reimbursement mechanism.

Denta! ' Disease Emergency Hvealth Maternal and
Health : Control Health Services . Education ) Child Health

701-224-2356 701-224-2376 701-224-2388 701-224-2367 o 701-224-2493

i L _ —
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February 23, 1982

In some areas of the state limited utilization by physicians
is a problem.

As of the last legislative session Home Health Agencies no
longer fall within the Certificate of Need process.

National home health groups proposing to flood the State
home health market.

Sincerely,

Ao e G2t

LaVerne Lee, Director
Division of Community Health Nursing



Blue Cross

and

Biue Shield

of North Dakota

4510-13th Avenue S.W.
FARGO, NORTH DAKOTA 58121
701/ 282-1100

February 23, 1982

Dan L. Tinnes

Research Analyst

Bureau of Governmental Affairs
University of North Dakota
Grand Forks, North Dakota 58202

Dear Mr. Tinnes:

In response to your letter of February 19, I would first like to review how
Blue Cross of North Dakota approaches home health care with regard to benefit
payments.

Under the Blue Cross and Blue Shield system as a whole, nome health care is
divided into 3 categories: intensive, intermediate or custodial. At this
time, most Plans reimburse for intensive home health care only. Some Plans
are in the process of expanding their benefits to include the intermediate
level, but this is a rare situation. For the purpose of administering
benefits, intensive home health care is defined as services which include
an array of professional, technical and other health related services
usually provided by hospitals to inpatients. Such services are provided
under active physician and nursing management. They are provided through

a central administrative unit and are professionally coordinated by a
registered nurse.

Intensive home health care is appropriate for patients who require active
treatment or rehabilitation of an unstable disease or injury; require a
concentrated degree of physician or professional nursing management including
frequent observation or treatment; without the availability and use of home
health care would require inpatient care.

Under the ternis of the Blue Cross Hospital Service Contract, members are
entitled to benefits for intensive home health care when provided by a licensed
home health care provider, if home health care is in 1ieu of hospitalization

or for the continued treatment of an acute or chronic illness for which the
member was previously hospitalized and when a plan of treatment is submitted

to the Blue Cross Plan which includes specific recommendations, as set forth

by the attending physician, for the member's medically necessary care and
treatment. '

One of the issues you have raised is whether home health care is considered
a cost containment alternative or if there are other considerations which
would lead to the utilization of this type of care. Home health care is not
viewed only as a cost containment alternative. While it is true that
utilization of home health services in T1ieu of hospitalization can greatly
decrease medical care costs, there are other factors which make home health
care a desirable alternative.
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Dan Tinnes
February 23, 1982

Some conditions require continuous medical observation (continuous meaning
once, twice or three times a day). However, hospitalization is not always
necessary to provide this observation. Examples of these conditions are
the problem pregnancy where the blood pressure must be monitored twice a
day, a post surgical patient who needs a dressing change once or twice a
day, the accidental injury patient who requires P.T. once a day, etc. In
these instances, the level of care required may be safely rendered in the
patient's home.

Another factor is that the patient may feel more comfortable and at ease

in their home when receiving the care. A desire of the patient to be at
home and the ability of the home health agency to bring care to the patient
creates a very viable alternative.

It is also possible that the patient is not ambulatory and able to seek
necessary care in the outpatient department, but not acutely i11 enough
to necessitate hospitalization. This type of situation cresates an ideal
environment in which an adequately staffed home health agency can thrive.

In response to the second issue raised, physicians need to be made more
aware of the potential of home health care programs. Without physician
support and approval, home health care programs cannot be effective. In
most patient-doctor relationships, the patient relys on the physician

to recommend the most appropriate source of treatment for their condition.
If a physicain is not aware of the capabilities of a local home health
agency or is not convinced that the agency can provide adequate care, he
will be reluctant to refer patients to that agency.

A major challenge to new and existing home health agencies is to adequately
promote their services to physician staffs in their communities, assuring
both the physicians and the citizens of the community that a valuable
service is present and should be utilized. '

Your third issue is whether physicians should be reimbursed for their role
in the delivery of home health services. Definitely; reimbursement should
be available for the physician who renders medical care inithe patient's
home. However, reimbursement should be Timited: to only the care actually
rendered by the physician.

The fourth issue raised is-what is considered to be the most serious problem
with home health care at the present time. In our experiences in establishing

a home health care program for our members, there are three significant

problems which provide obstacles for the program. The first is the lack of
referrals by physicians. Agencies seem to have a problem soliciting the

support of area physicians and attaining referrals. Without a close relationship
with a clinic or a physician, the referral process is stifled and the home

health agency's potential as a prominent health care provider within a community
cannot be fulfilled.
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Dan Tinnes
February 23, 1982

The second problem encountered by our staff in visting with home health
agencies was that many of the agencies were not staffed to provide the
intensive level of home health care to area patients. Many of their
programs focused on the maintenance or intermediate care level and to
provide an intensive level of care would have required that their
personnel take a refresher or _further training courses.

And finally, because North Dakota is a rural state, there are many small
communities which take great pride in their local hospitals and clinics.
There is a great deal of community spirit and drive that expresses a desire
to see the local hospital survive, even in these financially difficult
times. To "survive", the hospital must attempt to keep its beds filled.
Therefore, there is no urgency or incentive for the early discharge of

a patient and, as a result, not a great need for home care.

Blue Cross of North Dakota is very supportive of the further development of
the home health care industry in North Dakota to provide an alternative
source of necessary medical care to our subscribers. Our program has. been
in effect for approximately 3 years and, we are sorry to say, we have not
seen a significant increase in the use of home health care services.

If you have any further questions or desire any additional information,
please feel free to contact me at your convenience.

§jncere]y,

Ty d - e aren
Jullie A. Weaver, Coordinator
Planning and Development

Js
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~ APHYS.'ICIAN' S QUESTIONNAIRE

“ 1. Have you ever referred a patlent to the home health ’erV1ce in your
commun1ty7 ’ : . . : : :
Yes - No
IF "YES", and considering your overall experlence with home health
care how satlsfled would you say you were’ ~(Check one)

Very satlsfled

Somehwat satisfied

Somewhat dissatisfied

Very dissatisfied’

No experlence with home health

|

IF "YES"; what "is the estlmated number of patlents re
19817 : : v

ferred durlng

IF "NO", Why haven 't you referred patlents to Home health agenc1es?

Was not. aware - of the avallablllty of: home health care

Too Much "red tape" :
Prefer follow-up office visits’ and/or physician home v131tsk'
The service provided is too costly : .
Concerned about quality -of serv1ce delivered in the home
Other (Please explaln) :

2.. In yourvoplnlon which of the follow1ng reasons for referrlng patlents
' to home health ‘care are most slgnlflcant7 (Please check below)

To_glve famlly members assistance in prov1d1ng care ’

a.
b. To provide less. costly care - . |

c. As an alternative to a nursing home 1

d. To instruct patient and/or caretaker about nur51ng needsj

e. To shorten hospital stay '

f. To provide continuity of care

g. To provide a level of care more approprlate to patlent s needs
h. Other (Please exp1a1n) : .

3. Do you think that physicians should become more involved or less
involved with home health care, or do you think the present level
of involvement is about right? (Please check below)

. More 1nvolvement (see Question 3a below)
About right : , Qo
- Less involvement (see Questlon 3b below) '
Don' t know

3a. If you believe MORE 1nvolvement is needed what 1nvolvement ,should
be encouraged? »
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o 3b. If you believe LESS involvgméqﬁ Ais:desirable, please ‘explain.

gt

o “4.. Do you thlnk phy31c1ans should be relmbursed for the]r role and
3 , respon81b111t1es in the dellver”“

4f N b

Yeé q‘”-i ‘Don't Know :

5. -Do you belleve that -physicians are’ adequately informed about thelr =
vrole in home:health care dellvery? : :

_ Yes . o No - Don't Know
6. In which of the follow1ng activities do you spend the magorlty of ,
“your ‘practice time?
Patient care L
Teaching |
PY : R .- Research - F
b o Lo : Otheri(Please explain) ]
e 7. Whén»did you begin practicingvmedicine?
.. o : __Prior to 1950 |
L oo 1950 - 1959
1960 - 1969
1970 - 1979
_Since 1980
o ~ 8. What ‘is your medical spec‘i‘alt'y:? 5 _ ‘
-9, »Eleasé‘ihdicate your type of_practice:‘ |
Solo-
With others
REMARKS: Please feel free to make additioﬁél,comments.
®
THANK YOU FOR YOUR ASSISTANCE
® Please feturn to: Bureau of Governmental Affairs

_ ‘Box 7167, University Station
‘ ' - L Grand Forks, North Dakota. 58202
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o
®
® o
2.
®
2a.
‘o
k.
g 3.
-
4,
., f5'
6.
7.
> -

‘ 1nvolvement is about right? - (Please check below)

If you believe LESS involvement iskdesirable, please explain.
,Do you think phys1c1ans should be’ relmbursed for thelr role and

' Please explain your response:Ef

| Do you belleve that phys1c1ans are adequately 1nformed about thelr

HOME HEALTH AGENCY QUESTIONNAIRE

'Which of the followingfstatements concerning home health care do

you - con51der consistent with the mission, purpose and phllosophy"
of your home health agency? (Please check below) !

To g1ve famlly menbers 3531stance in prov1d1ng care.

To provide less costly ‘care.

As an alternative to a nursing home.

To- instruct patient and/or caretaker about nurSLng needs.

‘To shorten hospital stay. ‘ , .

To provide continuity of care. : ;

.To provide a level of care more appropr1ate to patlent s needs.
Other (please expla1n)

Do you thlnk ‘that physicians should become more involved or less
involved with home health care or do you think the present level of

More 1nvolvement (see Questlon 2a below)
About right
Less involvement (see Questlon 2b below)
Don't know

If you believe MORE involVemeﬁt is needed, please explain.

respons1b111t1es in the dellvery of Hhome health care services?

‘Yes: % ’No

role in home health care dellvery7

Yes ] “'No '

In what Year WaS'yburihome healthfagency established?

What is your ‘agency's average annual patlent caseload and yisit.
caseload? Patlent : . B V1s1t

Please 1nd1cate your agency s flrst hour charge for the following services:
" a. ‘Skilled nursing ‘$ ' o R :
b. - Home health alde$

-In your oplnlon,kwhat are the most serious problems‘of home health care?
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: S JBased;On'thé~experienCe éf?your agency, the actual pjreparation of .
. ' , : the home health patient's:Plan of Treatment is.usually accomplished 7

® ,’ 'kby:‘

;the;hpme health ageﬁcy

_tﬁe‘physician

' THANK YOUR FOR YOUR -ASSISTANCE

Please return. to: Bureau of 'Gove'rnmen‘tal Affairs
R  Box 7167, University Station ‘
- Grand Forks, North Dakota. 58202 | -
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