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Foreword 
The Comprehensive Health Planning Council is a non-profit corporation 
incorporated in 1968. The Council acts to identify community health 
needs and problems, to recommend goals and policies for the future 
improvement of health and health services, to improve the coordination 
of health services, to provide technical and planning assistance to 
community organizations, and to inform the public and various community 
agencies and groups of facts and recommendations. All of these activities 
occur as part of the process of 11 health planning. 11 

The Health Planning Council is funded by a federal grant which is 
suppl€mented by funds from State, county, and local government. The 
Council's budget the past fiscal year was approximately $100,000 . 

. 
The Health Planning Council is an open membership organization with 
over 350 members from Whatcom, Skagit, Island, and San Juan Counties. 
Anyone who applies for membership is accepted. Many of these members 
are active on specific committees or task forces or serve on the Board 
of Trustees. Supported by a staff of professionally trained health 
planners, the Council 1 s citizen committees research health matters, 
identify problems and needs, and propose recommendations to the Council 1 s 
governing body, the Board of Trustees, for adoption as health policy for 
the entire region. A consumer majority is usually mainta·ined on committees, 
task forces, and the Board of Trustees to assure that consumers have an 
adequate voice in the design of future changes in the health system. 

This Development Guide, the third compo~ent of the Council 1 s overall 
health facilities and services plan, was developed over a period 
of several years of research and study by members of the Council 1 s 
Home Health Services Task Force. Many members of the community 
participated at various times on the Task Force. Here follows a 
listing of the people who generously donated many hours of their 
time toward the development of this Guide. 

Consumers 

Dana Jack 
• Student Counselor 

Roger Pederson, Chairman 
Farmer 

• Mount Vernon • 

Providers 

Western Washington State College 
Bellingham 

Arlene Adolphson 
Laboratory Technician 
Be 11 i ngham 

Vicki Barry 
Ingeborg Utheim 
Homemaker 
Deming 

Physical Therapist 
St. Luke's Hospital 
Bellingham 
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Howard Teasley 
Assistant Professor of Economics 
Western Washington State College 
Bellingham 

Russell Weller 
Administrator 
Social Security Administration 
Bellingham 
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Sister Brigid Collins 
Medical Social Worker 
St. Joseph's Hospital 
Bellingham 

Ken Culver 
Manager of Marketing 
Whatcom County Physicians Service 
Bellingham 

Gertrude Fors 
Home Health Aqency Coordinator 
Skagit County Health Department 
Mount Vernon 

Thelma Pierron 
Executive Director 
Visiting Nurse Association 
Bellingham 

Patty Wade 
Sch.col Nurse 
Burlington School District 
Burlington 

Staff: Robert M. Eastman, M.P.H., Assistant Director 

This Development Guide is one -of three related documents on home health 
services published by the Comprehensive Health Planning Council. Many 
of the regional findings were g~nerated by a survey conducted early in 
1975 across the region. The findings of the survey are presented in 
detail in the Council's Home Health Services ~urvey (November 1975). 
State and national findings on Medicare and Medicaid are derived from 
the Council's Home Health Services Under Medicare and Medicaid: A 
Critical Analysis (November 1975). These documents should be consulted · 
by the reader who wishes more detailed information or supporting data 
for the findings found in this document. 
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An Introduction to Home Care 

Definitions 

The National Association of Home Health Agencies has defined home health 
services as 11 that component of comprehensive health care whereby services 
are provided to individuals and families in their place of residence for 
the purpose of promoting, maintaining, or restoring health, or minimizing 
the effects of illness 'and disability. 11 (1*) The National League of Nursing 1 s 
Council of Home Health Agencies and Community Health Services uses this 
definition:(2) • 

Simply stated, home health care is bringing health and assistive 
services needed by an individual or family into the home for 
the purpose of preventing illness, supporting optimum health, 
improving or restoring body functioning and enhancing l ife 
and living. It includes all of the professional and health 
services which may be needed for the practical and effective 
care of people at home, when the home is the appropriate and 
accepted environment for such care. 

The terms 11 home care 11 and 11 home health services 11 are used synonymously 
this Guide. 

Uses for Home Care 

Home care has been used i~ many different ways in various parts of the world. 
Some of these uses include: 

- Follow-up care after hospitalization. 

- Restorative and maintenance-of-function care before or after instances 
of inpatient care. 

- Prevention of inpatient care. : 

- Provision of post-operative care. 

- Provision of post-natal care. 

Provision of screening or case-finding services in high-density 
housing projects. 

- Assistance with household or personal care tasks. 

The following paragraphs describe other situations in which home care is 
an appropriate method of treatment.(3} 

- When a coordinated team including professionals as well as 
the 11 user 11 of services ·and the .family decide together. that 
home care is appropriate. 

*References may be found at the end of this and all other chapters. 
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When the 11 user 11 wants to receive care in the home environment 
and the family relationships are conducive to and supportive 
of _proper care. 

- When the home setting can contribute to a patient's recovery. 

- When the home setting is both practical and effective in 
improving and/or maintaining the patient's health status. 

- When the acutely ill patient, either non-institutionalized or 
post hospital, does not need the complex care provided by a 
hospital. 

When a patient, s~ch as one with a cardiac disorder, requires 
a prolonged convalescence. 

- When a patient recovering from a fracture or handicapped with 
arthritis is in need of rehabilitative measures. 

- When a patient with a long-term illness or chronic illness is 
in need of supportive care. 

- When a oatient ill with a terminal illness would be ha~pier 
and can ' be cared for adequately at home. 

Types of Home Health Services 

The Council of Home Health Agencies and Community Health Services has 
described two categories of 11 essential II services that should be provided 
by home health programs and paid for by health insurance prograrns.(4) 

Basic Essential Services 

Homemaker/home health aide 
Medical supplies and equipment 
Nursing 
Nutrition 

Other Essential Services 

Occupational therapy 
Physical therapy 
Speech pathology services 
Social work services 

• Serv,ices that should be provided by the program directly: 

Home delivered meals 
Housekeeping services 
Information and referral services 
Patient transportation and escort services 
Prescription drug delivery 
Respiratory therapy services 

Services that should be arranged for by the program and facilitated, 
if necessary, by patient transportation • s.ervi ces: 

Audiological services 
Dental services 

---- - . 



Laboratory serv·i ces 
Ophthalmological services 
Physician services 
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Podiatry services 
Prosthetic/orthotic services 
X-ray services 

In addition to the two categories of essential services, a set of 
11 desirab1eu_ home health services should also be available in the community: 

Desirable Services 

Barber/cosmetology services 
Handyman services 
~eavy cleaning services 
Legal and protective services 

Organizational Models 

Pastoral services 
Personal contact services 
Recreation services 
Translation services 

Home health literature usually describes the organization of home health 
services accord i ng to two models. The more traditional model categorizes 
services into three groups according to the scope and intensity o"f services 
required by the patient. The most complex service category is call ed the 
Intensive Level. At this level, the program would be characterized by the 
provision and coordination of a broad range of professi onal and ancillary 
home health services. Patients receiving care at thi s l evel would probably 
require quite a variety of services in considerable quantity. At the 
Intermediate Level, more stable and less demanding patients ·would require 
fewer services and less patient care coordination than patients at the 
Intensive Level. The third level, the Minimum Level, would be characterized 
by the provision of the less skilled and less intensive home health services 
to relatively stable and healthy patients. Homemaker/home health aide 
services or housekeeping services are the services most likely to be needed 
by this group of patients. These three categories of home care parallel 
similar categories of hospital care: intensive, basic or general, and 
post-acute ski 11 ed nursing ( 11 extended care 11

) services. 

A newer model proposed by the Council of Home Health Agencies and Community 
Health Services splits home care programs into two basic categories.(5) 
The 11 Home Heal t h Program l, 11 the more comprehensive of the two categories, 
would provide home nursing and at least two of the other Basic Essential 
services. In addition, this type of program should provide patient care, 
consultative, administrative, and accounting and record-keeping services 
for the secondary program, the 11 Home Health Program 2. 11 The latter 
pr.ogram is characterized as providing nursing services directly while 
contracting or arranging for the provision of other Basic Essential 
services. Both types of Programs should attempt to provide or arrange 
for the provision of the Other Essential Services. 

'-.__,/ 

·j 
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Administrative Locus 

Home health services can be provided and administered by virtually any 
group, but services ~re usually provided by hospitals, health depart-
ments, independent non-profit agencies, or even nursing homes. In our 
region there is an independent non-profit home health agency in Whatcom 
County that will serve Medicare, Medicaid, and other patients, while the 
health department-based home health agencies in Skagit and Island Counties 
serve only Medicare patients. In addition, a new program funded by the 
Comprehensive Employment Training Act (CETA) has been organized in 
Bellingham to provide health aide/housekeeping services. Despite the 
program's successful performance, the program is likely to end with the 
termination of CETA funding unless other sources of funding are found. 
Attach~ent l shows some of the kinds of needs the CETA-funded program 
has been meeting. 

Funding Sources 

A variety of third-party payers will reimburse home health services. 

National Programs 

l. Medicare. Primarily designed for the elderly and the chronically 
disabled, the Medicare program will ·pay for a number of home health 
services: part-time skilled nursing, physical therapy, speech 
therapy, occupational therapy, home health aide services, medical 
social services, and medical supplies or appliances. • 

2. Medicaid. Oesigned for certain categories of needy or disabled 
persons, the Medicaid program pays for those home health services 
a participating state decides to include in its state Medicaid plan. 

3. CHAMPUS. (Civilian Health and Medical Program of the Uniformed 
Services) CHAMPUS is a federal health insurance program for 
retired military personnel and the dependents of active duty 
military personnel. The program will pay the major portion of 
the charges for "medically necessary" home health services when 
ordered by the attending physician and provided by an "authorized 
provider of care." 

State 

l. . Blue Cross of l~ashington/Alaska. Home health services benefits are 
routinely included in both major and minor medical insurance plans. 

2. Workmen's Compensation. Injured workers eligible for Workmen's 
Compensation may have virtually any kind of home health service 
ordered by the attending physician reimbursed by the program. 
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Local 

l. Whatcom County Physicians Service. Most contracts provide limited 
home health benefits. 

2. Commercial Insurance Companies. A telephone survey of Skagit County 
commercial insurance companies conducted late in 1974 appears to 
indicate that they provide little coverage of home care services. 

3. 

Of the 18 companies contacted, 

4 provided no health insurance packages. 
14 provided health insurance packages: 

3 were known to provide coverage of home care, 
5 do not provide coverage of home care, and 
6 agents did not know whether home ca re was covered. 

Skagit Medical Bureau .. The Skagit Medical Bureau sells no contracts 
with home health services benefits. 

References 

1. National Association of Home Health Agencies, 11 Statement of the 
National Association of Home Health Agencies Before the Committee 
on Ways and Means, U.S. House of Representatives." ExhibH G. 
(mimeo), May 23, 1974. 

2. Council of Home Health Agencies and Community Health Services of the 
National League of Nursing, Home Health Care. Publication No. 21-1497. 

3. Ibid. 

4. Council of Home Health Agencies and Community Health Services of the 
National League of Nursing, Proposed Model for the Delivery of Home 
Health Services. Publication No. 21-1550, pp. 2-3. 

5. Ibid., pp. 3-8. 
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The Cost-Effectiveness of Home Health Services 

Home visits may appear to be too expensive or too inefficient to be worth 
using in this age of reliance on sophisticated medical technology, but a 
number of reports and studies have demonstrated the real doll ars and cents 
value of home care programs. The savings generated by home care derive 
mainly from reductions in the use of inpatient health facilities since 
home care can prevent admissions and readmissions and shorten lengths of 
stay. By reducing demand for inpatient facilities, home care also prevents 
the need for construction of additional facilities. The studies to be 
described have each shown the value of home care. 

1. Study of Health Facilities Construction Costs(l) 

In its 1972 report to Congress, the Comptroller General 1 s office 
discussed the value of home care in preventing the need for 
construction of new inpatient health facilities . 

. , . 
Patients on home care also pay a good deal less than 
the rate they would have to pay in a general hospital, 
and there is a growing sentiment among medical • 
economists that a well-conceived home care program 
could make unnecessary the construction of a 
substant ial number of new general hospital beds: 
One source estimated that a home care program with 
a caseload of 50 patients could. be an adequate 
substitute for construction of an equivalent 
number of hospital beds occupi ed by patients who 
require home care but not hospital care. 

The Comptroller General's report discusses a number of studies that 
have indicated the cost-effectiveness of home health services when 
substituted for inpatient services. 

a. A 1970 study prepared by the Health Economics Branch of the 
Bureau of Health Services of the Public Health Service estimated 
that 2.6 percent of the nation's inpatient hospital days could • 
be eliminated by transfer of bed patients to home care programs. 
Potential savings: 5.8 million hospital days, 20,000 freed beds. 

b. Several studies cited by the Comptroller General compared cost 
per day for home care with cost per day for hospital care. 
' 

Michigan Blue Cross, 1967. 

- Pennsylvania Blue Cross, 
1961-1970. 

- National averages, 1963 
to 1969. 

$4 per day for home care, 
$51 per day for hospital care. 

$8 per patient day for home 
care. $1.3 million in inpatient 
care saved, about $330 per case. 

Hospital cost per day rose from 
$39 to $70. Home care cost per 
day rose from $3 to $8. 
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2. Home Health Services in the U.S.(2) 

This report prepared for the Special .Committee on Aging of the 
U.S. Senate discusses several instances of savings generated by 
the use of home care. 

a. Home Care Association of Rochester, N.Y., 1970. 42 hospital 
beds released, 653 hospital admissions prevented. 

b. Associated Hospital Services of N.Y., 1965. 5,000 cases of 
home care reduced the volume of hospital care by 113,000 
inpatient days, about 22 days per case. 

c. Denver Department of Health and Hospitals, 1970. For 292 hospital 
patients admitted to home care, there was a savings of 19.2 hospital 
days per patient. 

d. Blue Cross of Greater Philadelphia, 1961-1970. Among 3,940 home 
• care patients, there was a savings of 12.9 hospital days per 
patient. The reduction in patient days freed 6.6 hospital beds. 

3. Reported Savings on Hospital Costs Through Home Care(3) 

The studies included in this packet distributed by the National 
Association of Home Health Agencies describe seven different home 
care programs and the savings generated by each. See Attachment 2 
for details. 

4. Home Care and Extended Care in a Comprehensive Prepayment Plan(4) 

This excellent study examined the impact of new ~ome care and extended 
care facility (ECF) services in a Kaiser-Permanente prepaid 
health plan in Oregon during 1968. The study found that: 

- When actual hospital utilization in 1968 was compared 
to the anticipated rates based on age-adjusted 1966 
data, there was an apparent decrease of 14 percent 
(7,722 hospital days). 

- The Medicare population had the greatest proportionate 
reduction in hospital utilization (27 percent, or 4,097 
days), altho~gh the rates for the non-Medicare population 

' were a 1 so .reduced. 

- It appears that much of the apparent reduction in 
hospitalization was a result of the availability of the 
home care and ECF services. Data suggest that most of 
these savings can be attributed to the ECF, rather than 
the home care service. 

- The cost of the home care service for the entire health 
plan populati on was $1.78 per person per year; the cost 
per Medicare member per year was $13.10, and per non-
Medicare member per year, $0.86. The cost per visit was 
$20.99; the cost per patient day, $5.26. 
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The authors discussed a~ interesting impact of the new home health 
and extended care services on Kaiser-Permanente's already low rate 
of hos pita 1 use: 

... the home care and ECF services were added to a 
comprehensive medical care system with a history of low 
hospital utilization. Even in this setting, the addition 
of new services apparently brought about a reduction in 
hospital utilization. It seems reasonable to assume that 
a far greater reduction might be achieved if these services 
were added to a system where hospital utilization more 
closely approximated the national average. 

5. Older Persons After Hos itali~ation: . A Controlled Stud of Home 
1de Services 5 

This 1967 study attempted to determine the impact of health aide 
services provided to patients discharge4 from a geriatric rehabilita-
tion hospital. Patients receiving health aide services constituted 
the experimental group while a similar group of patients receiving 
no health aide services was used as a control group. The study 
found that: 

There was no significant difference between the two 
groups' survival rates. 

- The group receiving services displayed significantly 
greater contentment, defined as the patient's own 
assessment of his or her quality of life. 

- The group receiving services required significantly 
fewer days of care in 1 ong-·term ca re facilities. 

- There was no significant difference between the two 
groups' rates of hospital admission. 

This study shows that health aide services help reduce the use of 
long-term care facilities by the elderly and increase the contentment 
of persons receiving services. 

6. Postoperative Care: In Hospital or at Home? 

A study conducted it a teaching hospital at Cali, Columbia, attempted 
to determine the impact of providing post-operative care at home to 
patients receiving surgery for hernia repair, vaginal hysterectomy, 
or vein stripping. The study found that the duration of convalescence 
was significantly shorter for home care patients who had hernia repairs 
or hysterectomies compared to similar patients who received their 
post-operative care in the hospital. The cost of post-operative 
care at home was 75 percent less than the cost of post-operative 
care in the hospital. 
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7. Home Care Services Throu h the Universit of Southern California 
Medical Center 7 

A program of home care operated during 1973 in conjunction with the 
University of Southern California Medical Center reported cost 
savings, improvements in the quality of care, and patient and physician 
satisfaction with the program. Six relatively complicated orthopedic 
patients alone, transferred to the program from the hospital, saved 
an estimated 270 days of hospital care, about $75,000. Two groups 
of home care patients studied, one with recurrent congestive heart 
failure, the other with chronic obstructive pulmonary disease, 
were found to show significant reductions in hospital admissfons, 
hospital days, emergency -room visits, regular clinic visits, and 
specialty clinic visits. Sav"ings amounted to approximately 
$82,000 for these two groups of patients. 

References 

l. Comptroller General of the U.S., Repdrt to the Congress, Study of 
Health Facilities Construction Costs, Enclosure C. 1972, pp. 48-57. 

2. Trager, Brahna, Home Health Services in the United States,' A Report 
to the Special Committee on Aging, United States Senate. U.S. 
Government Printing Office, 1972, pp. 36-38. 
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The Need for Horne Health Services 

This chapter first reviews a number of studies that have attempted 
to determine or estimate the need for home health services among 
vario~s population groups. The need estimates contained in the 
studies are then applied to two population groups: persons under 
65 years of age and persons over 65 years of age. In the next 
chapter the empirically-determined need for services by these two 
groups will be compared to historical patterns of utilization of 
services in order to determine the extent to which the need for 
services has been met. 

A. Studies of Need 

1. 11 Three A roaches to Estimatin Need for Personal Care 
Services" 1 

This 1972 paper, written by Barbara J. Sproat, a staff 
member of the Levinson Gerontological Policy Institute, 
examines various National Health Survey statistics on 
age-related disability as a basis for predicting the need 
for personal care services among the non-institutionalized 
disabled elderly. Sproat used a figure of 13.8 percent of 
the non-institutional elderly as an estimate of need. 
This figure represents the proportion of non-institutional 
elderly unable to carry on major activity as determined by 
data co 11 ected in the National Hea 1th Survey between 1965 
and 1967. Sproat's paper shows that this estimate of 
13.8 percent is supported by data collected in a cross-
national study conducted in Denmark, England, and the 
United States and published in 1968 which showed that 
10 percent of the non-institutional elderly in these three 
countries were housebound or bedfast while another 5 percent 
experienced serious incapacity. 

Since the Sproat paper was written, however, more recent 
data from the 1969-1970 Nation.al Health Survey have been 
published. These data indicate that 16.4 percent of the 
non-institutional elderly are unable to carry on major 
activity, such as working or keeping house.(2) Thus, using 
inability to carry on major activity as the basis for predicting 
need, we can estimate that 16.4 percent of the non-institutional 
elderly need some degree of personal care -services. 

Jn addition to the non-institutional elderly, the Sproat paper 
also considered personal care service needs among the institution-
alized elderly. After reviewing 1964 data published by the 
Public Health Service which estimated that 39 percent of the 
residents of nursing and personal care homes may not need to 
be institutionalized, Sproat proposed a more conservative 
figure of 25 percent of the institutionalized elderly as an 
estimate of need for (non-institutional) personal care services. 

Thus, the Sproat paper leads to a need estimate of 16.4 percent 
of the non-institutional elderly and 25 percent of the 
institutional elderly. 
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Sproat acknowledges, however, that her estimates may be too 
high in light of 11 home help'' utilization rates reported in 
several European countries. (Home help services correspond 
to services provided by homemaker/home health aides.) She 
writes that five to six hours of home help services per week 
are reportedly provided to 15 percent of Sweden 1 s pensioners 
each year, to 7 percent in Denmark, and 6 percent in Norway. 
Sproat reports that, 11 All three (European) counties have 
experienced either a slight decrease or at least stabilization 
of the rate of institutionalization among the elderly and 
handicapped since their home help program became widespread. 11 

Among non-institutionalized persons under 65 years of age, the 
1969-70 National Health S~rvey found that 1.4 percent are unable 
to carry on major activities.(3) This figure represents a need 
estimate for this age group when Sproat 1s criterion of "inabi'l ity 
to carry on major activity is used. 

2. 11 Health Status of Older People, Cross-National Implications 11 (4) 

This article reports findings of a study of the health status 
of non-institutionalized older people in Britain, Denmark, 

. Israel, Poland, the -United States, and Yugoslavia based on data 
collected during the 60 1 s. The study found that from two to 
four percent of the non-institutionalized elderly in every . 
country studied are bedfast at hbme. The author reports that, 
11 From 4 to 8 percent of the elderly living at home, excluding 
the bedfast, appear to have marked needs for help with even the 
simplest physical tasks related to their self-maintenance. 11 

Including the bedfast, we could estimate that from 6 to 
12 percent of the elderly need help at home. 

This study also reports on the use of long term care facilities 
by the aged in Britain and Denmarks countries with well-developed 
home health services. In Britain in 1969 only 2.5 percent of 
the elderly were residents of long term care facilities. Denmar··k 
bases its planning of residential and nursing home facilities 
on a need estimate of 4 percent of the elderly. 

3. 11 Home Health Services: A National Need 11 (5) 

This position paper adopted by the Governing Council of the 
American Public Health Association in 1973 is a formal expression 
of the Association 1 s viewpoint on the issue of home health services' 
need. The adopted paper provides additional support for the 
Sproat paper's estimates of need for servi.ces among institutionalized 
patients: 

Development of lting-term care facilities has grown 
impressively in recent years, but there is considerable 
evidence that we are using many of them inappropriately. 
A list of studies on the subject is attached (see 
Appendix A), but in sum, they show that, in the nursing 
homes studied, from 20 to 50 percent of patients could 
have used less costly levels of care ... 
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At least 10-25 percent of the population now in 
~nstitutional homes of varying kinds could be cared 
for and remain in their own homes i f organized 
services beyond episodic nursing and medical care 
were available. 

"European Home Health Services"(6) 

Home help services were reported to have been used by 11 percent 
of the elderly in Sweden during a typical week in 1969. Although 
level of use does not necessarily equate with level of need, this 
Swedish utilization figure provides an estimate of the volume 
of home care routinely provided to the elderly in the country . 

5. "Assessin g the Health Care Needs of the Aged"(?) 

In this study a multi-disciplinary health team reviewed the 
appropriateness of residential and patient care placements 
among the elderly ·of Monroe County, New York, during 1964. 
The study found that 83.4 percent of the elderly could live 
independently at home. Another 6.7 percent of the elderly 
could live at home if provided with public hea1th nursing 
services. 

6. Home Care and Extended Care in a Comprehensive Prepayment Plan(8) 

Perhaps the most carefully conducted, controlled, and documented 
study of the need for home care services was performed by the 
Kaiser-Permanente Medical Care System in Portland, Oregon, during 
1967-68. Extended care and Medicare-eligible home care services 
were introduced into the Kaiser-Permanente prepaid group practice 
plan and carefully monitored for their impact on costs and 
utilization of other services. Elderly persons used Medicare-
eligible services at the rate of 31.8 patients per l ,000 elderly 
enrollees, or 3.2 percent of the elderly population. It is 
important to note that home help-like services were not made 
available to the target group of the study . . It should al so be 
noted that the study was conducted prior to 1969 Medicare changes, 
still in effect, that restricted the use of Medicare home health 
services. 

Other data reported in this study show that 5.7 percent of 
the elderly who were hospitalized over the course of the study 
subsequently used home health services.(9) Of the group receiving 
home care after hospitalization, 19 percent received home care 
immediately following hospitalization while the remaining 81 percent 
received home care subsequent to discharge from an extended care 
facility. 

The study also found that its under-65 population VJas referred to 
home health services at the rate of 2.0 referrals per l ,000 persons 
under age 65. (10) Among under-65 persons who were hospitalized, 
l percent subsequently received home health care. 
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B. Summary of Need Studies 

The following table lists need estimates by study. 

Study 
Number 

l 

2 

3 

16.4% 
25% 
6% to 

Need Among Persons 
Age 65+ 

noninstitutional 
i nstitut i ona 1 
15% noninstitutional, 
Europe 

6% to 12% noninstitutional 

10% to 25% institutional 

4 11% noninstitutional 

5 6.7% noninstitutional 

6 

All 

3.2% noninstitutional 
5.7% hospitalized 

3.2% to 16.4% noninstjtutional 
10% to 25% institutional 
5.7% hospitalized 

C. Demographic Profile of Persons Over Age 65 

Need Among Persons 
Under Age 65 

1.4% noninstitutional 

10% to 25% institutional 

2% noninstitutional 
1 % hospita 1 i zed 

l .4% to 2% noninstitutional 
10% to 25% institutional 
1% hospitalized 

One's health status generally decreases with age. Attachment 3 
shows that restricted activity days and bed disability days 
increase markedly between age 55 and 65. Attachment 4 shov,s 
that the prevalence of chronic conditions increases with age, 
as does limitation in activity. Attachment 5 shows that the 
low income elderly are at increased health risk compared to 
higher income elderly; activity-1 imiting chronic conditions are 
considerably more prevalent among the low income elderly. 

It is important to note that 25 percent of the region's elderly 
(over 4,800 persons) were estimated by the 1970 Census to have 
incomes less than poverty level. (11) On the average, a poverty 
income level for a person age 65 or more was defined in 1970 
to be $1,498 per year for a farm resident, $1,757 per year for 
a non-farm resident.(12) (These figures imply a monthly income 
between $125 and $146.) Thus, at least 25 percent of the elderly 
in our region fall on curve (A) of Attachment 5, the curve of 
greatest prevalence by age of activity-limiting chronic conditions. 
This particular group of elderly persons, the low income elderly, 
has the greatest need for health care services and the least 
ability to pay out-of-pocket expenses connected with that care. 

__,,, 
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Attachment 6 shows the distribution of elderly in this region 
and the State between 1970 and 1975, and Attachment 7 shows 
expected numbers of elderly in 1980. Attachment 8, which shows 
errrollment in Part A (Hospital Insurance) of Medicare, should 
be compared with Attachment 6. Such comparison shows that in 1970, 
97 percent of the region 1 s elderly were enrolled in Part A of 
Medicare. These three tables establish population data to be 
used in considering the need for home health services among the 
elderly in this region and the State of Washington. 

Demographic Profile of Persons Under Age 65 

Attachment 9 shows population figures for the under-65 population 
for this region and the State as a whole. Attachment 10 shows 
populat1on estimates for 1980. 

E. Computation of the Need for Home Health Services 

Combining need and population estimates, this section computes 
estimates of numbers of persons in need of home health services. 
The tables which show these estimates begin on the foilowing 
page. 
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Region, Over 65 

Area and Patient Target Need Persons in Need 
Year Category Po~ulation Estimate of Services 

Region 

1974 Noninstitutional, a 16.4% 3,126 19,601b 
1980 low over 65 . 22 ,583c 3,704 
1980 high 25,048 4,108 

1974 19,601 3.2% 627 
1980 low 22,583 723 
1980 high 25,048 802 

1974 Institutional, l ,429d 25% 357 
over 65 

1974 l ,429 10% 143 

1974 Hospitalized, 6,414e 5.7% 366 
over 65 

Region, Under 65 

Area and Patient Target Need Persons in Need 
Year Category Po~ulation Esti mate of Services 

Region · 

1974 No:,institutional, f 2% 2,989 149,4719 
1980 low under 65 156, 01 2 h _ 3,120 
1980 high 168, 156 3,363 

.1974 149,471 1% 1 ,495 
1980 1 ow , 156,012 l ,560 
19.80 high . 168,156 1 ,682 

1974 Institutional, 299 i 25% 75 
under 65 

1974 299 10% 30 

1974 Hospitalized, 19,214j 1% 192 
under 65 
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Footnotes for Regional Need Estimates 

a. Figure is the difference between the number of aged persons 
present in the ge·neral population (21,030) and the number in 
nursing homes (1,429). Latter figure is taken from the 
Comprehensive Health Planning Council's Nursing Home Development 
Guide, May 8, 1975, p. 34. • 

b. This figure is based on estimates shown in Attachment 7. 
Four percent of the elderly are assumed to be nursing home 
residents in 1980. In 1974, 6.8 percent of the region's 
elderly were in nursing homes. 

c. Ibid. 

d. Comprehensive Health Planning Council of Whatcom, Skagit, Island, 
and San Juan Counties, A Nursing Home Development Guide, 
Mount Vernon, Washington, May 8, 1975, p. 34. 

e. State of Washington, Office of Planning and Health Facilities. 
Hospital Utilization Report, Olympia, Washington, 1974. 

f. Figures is the difference between the number of persons present 
in the general population (149,770) and the number in nursing 
homes (299). Latter figure is taken from .the Comprehensive 
Health Planning Council 1 s Nursing Home Development Guide, 

• May 8 , l 9 7 5 , p . 34 . 

g. This figure is based on estimates shown in Attachment 10. The 
same proportion of under-65 persons ·is assumed to be present 
in nursing homes in 1980 as in 1974. 

h. Ibid. 

i. Comprehensive Health Planning Council of Whatcom, Skagit, Island, 
and San Juan Counties, A Nursing Home Development Guide, 
Mount Vernon, Washington, May 8, 1975, p. 34. 

j. State of Washington, Office of Planning and Health Facilities, 
Hospital Utilization Report, Olympia, ~-Jashington, 1974. 
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State, Over 65 

Area and Patient Target Need Persons in Need 
Year Category Population Estimate of Services 

State 

1974 Noninstitutional, a 16.4% 53,838 328,282b 
1980 low over 65 381,592 62,581 
1980 high 417,291c 68,436 

1974 332,149 3.2% 10,629 
1980 low 381,592 12,211 
1980 high 417,291 13,353 

1974 Institutional, 23,198d 25% 5,800 
over 65 

1974 23,198 10% 2,320 

1974 Hospitalized, 124,032e 5.7% . 7,070 
over 65 

State, Under 65 

Area and Patient Target Need Persons in fie ed 
Year Category Popul ation Esti ma te of Serv ices 

State 

1974 Noni nstitutiona l f 61 ,834 3,091 ,6889 2% 
1980 low under 65 3,269,696h 65,394 
1980 high 3,575,581 71 ,512 

1974 3,091 ,688 1% 30,917 
1980 low 3,269,696 32,697 
1980 high 3,575,581 35,756 , 

1974 Institutional, 4,932i 25% l ,233 
under 65 

1974 4,932 10% 493 

1974 Hospitalized, 429,898j 1% 4,299 
under 65 
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Footnotes for State Need Estimates 

a. Figure assumes that 93.4 percent of the elderly are non-institu-
tional. See noted below. 

b. Figure assumes that 4 percent of the state's elderly will be 
nursing home residents in 1980. 

c. Ibid. 

d. Source: Washington State Office on Aging, 
to Serve the Elderly in Washington State. 11 

Program Summary states that 6 .. 6 percent of 
are in nursing homes. 

"An Action Program 
(mimeo) The 

the state's elderly 

e. Source: State of Washington, Office of Planning and Health 
Facilities, Hospital Utilization Report~ Olympia, Washington, 1974. 

f. Figure found by subtracting estimated institutional population 
(4,932) from 1974 population shown in Attachment 9.. • 

g. Figure assumes that 0.15 percent of the under 65 population will 
be institutionalized in 1980. Base population obtained from 
Attachment 7. 

h. Ibid. 

i. Figure derived from average daily nursing home census for 1974 
less the number of elderly patients estimated in footnote a 
above. The 4,932 under-65 patients represent 20 percent of the 
total nursing home population. 

j. Source: State of Washington, Office of Planning and Health 
Facilities, Hospital Utilization Report, Olympia, Washington, 1974. 
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1974 
1980 1 ow 
1980 high 

1974 
1980 low 
1980 h.i gh 

1974 
1980 1 ow 
1980 high 
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Summary of Need Estimates: Four County Region 
_ (All estimates over 100 rounded to nearest hundredJ 

Persons in Need of Services 

Institutional Noninstitu- Institu-
Patient and Noninsti- tional tional 
Category tutional (A+B) Only (A) Only {B) 

Over 65 -700 to 3,500 600 to 3,100 100 to 400 
700 

4,100 

Under 65 1,500 to 3,100 1,500 to 3,000 30 to 75 
1 ,600 
3,400 

All Ages 2,200 to 6,600 2,100 to 6,100 100 to 500 
2,300 
7,500 

Former 
Hospital 
Patients 

400 

200 

600 

These figures show that home health services should have been 
provided to between 2,200 and 6,600 persons in our region in 1974. 
The 2,200 person figure represents a minimum based on the most 

• conservative need estimates . . About 600 former hospital patients 
should have received home health services. By 1980, _home health 
services will be needed by 2,300 to 7,500 persons. 
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Summary of Need Estimates: State of Washington 
(All estimates rounded to nearest hundredJ 

Patient 
Category 

Persons in Need of Services 

Institutional 
and Noninsti-
tutional (A+B) 

Noninstitu-
tional Only (A) 

Institu-
tional 
Only (B) 

Hospital 
Patients 

1974 Over 65 
1980 low 

12,900 to 59,600 10,600 to 53,800 2,300 to 5,800 7,100 
12,200 

1980 high ' 68,400 

1974 Under 65 31,400 to 63,000 30.900 to 61,800 500 to l ,200 
1980 low 32,700 
1980 high 71 ,500 

1974 All Ages 44,300 to 122,600 41,500 to 115,600 2,800 to 7 ,000 
1980 1 ow 44,900 
1980 high 139,900 

Home health services should have been provided to between 44,300 
and 122,600 persons across the State in 1974. Over 11,000 former 
hospital patients should have received services. By 1980, betwe~n 
44,900 and 139,900 persons should receiv_e home health services. 

4,300 

11 ,400 

- I 
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The Use of Home Health Services 

A. Use of-Services by the Elderly 

The following table shows the number of Medicar~ patients served 
by home health services in our region over the past five years. 

Medicare Beneficiaries Served, Region1 

Year Regional Total Whatcom Skagit Island 

1970 308 183 125 0 
1971 255 98 141 16 
1972 301 131 140 30 
1973 268 l 07 131 30 
,-974 280 95 158 27 

As we saw on page 21, between 700 and 3,500 elderly persons in the 
region (depending on the estimate used to predict need) should 
have received home health services in 1974. The 280 persons 
served met, at best, only 40 percent of the most conservative 
estimate of need. In comparison with the more liberal estimate 
of 3,500 persons in need, however, the 280 persons served met 
only 8 percent of the need. Thus, only 8 to 40 percent of the 
need .for horn~ health servi~es among the elderly was met in 1974. 

Aside from the large unmet need for home health services among the 
region's elderly in 1974, the five-year utilization figures 
above also show that there has been essentially no change in the 
number of elderly .served between 1970 and 1974. This no-growth 
pattern of home health services utilization stands in rather 
sharp contrast to increases in the size of the aged population 
in the region and increases in the ag~d populatibn's use of 
institutional health services over the same period: 
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Use of Institutional Health Services by the Elderly, Four County Region 

Number of 
Elderly Title XIX 

Persons Medicare Hospital Nursing Home Patients 
Age 65+ 2 Year Ad . . 3 m1ss1ons . 4 ~er Month 

1970 19,265 5,173 706 

1973 20,540 6,078 780 

1974 21,031 6,414 ? 

Percent 
Increase, 
1970-73 6.6% 17. 5% 10.2% 

Percent 
Increase, 
1970-74 9.2% 24.0% ? 

Unlike the use of home health services, the elderly's use of 
institutional health services has increased substantiall y 
since 1970, considerably more than the size of the elderly 
population itself. 

Use of home health services by Medicare beneficiaries across the 
state has also been routi~ely lower than minimum need estimates. 
The fo1lowing table and chart show this pattern. · 

Need for Services Persons Receiving Percent of 
M . 5 M. . 6 S . 7 Year ax1mum rn1mum erv,ces Minimum Need 

1969 53,785 9,474 5,300 to 5 .700 60% 
1970 54,703 9,653 4,900 to 5,600 58% 
1971 55,943 9,854 4,200 to 4,500 46% 
1972 '57,075 . 10,054 5,100 to 5,300 53% 
1973 58,538 10,311 6,100 to 6,800 66% 
1974 59,895 ' 10,371 7,300 to 7,700 74% 

Met8 

_r 
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• Need and Receipt of Home Health Services 
among Medicare Beneficiaries, State of 
Washington, 1969-1974. 

----·· L_j High need estimate: 16.4 percent 
of the non-institutional beneficiary 
population plus 25 percent of the 
institutional population. 
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The Medicare beneficiary population in Washington State is 
characterized by consistent unll]et need for home health 
services. 

Need estimates assume that 6.6 percent of the beneficiary 
population is institutionalized each year. 

Utilization data taken from home health agency Medicare cost 
reports. 
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B. Use of Services by Persons Under Age 65 

The following table shows the number of under-65 persons served 
by home health agencies in the region since 1970. (These 
persons a}'.'e all Whatcom County residents.) 

Under-65 Persons Served, Region 

Year Regional Total 9 

1970 96 
1971 111 
1972 134 
1973 97 
1974 117 

As with the elderly, we find that the 117 persons served in 1974 
meets only a small fraction of the estimated need of l ,500 to 
3,100 persons that year, about 4 to 8 percent of the need .. 
Although 1974 saw 22 percent more people served than in 1970, 
use of the services by the under-65 population has been erratic 
and not characterized by steady growth-~ despite the size of 
the unmet need. 

In contrast with the region's elderly population, the region's 
under-65 population has grown less between 1970 and 1974, and the 
group's use of hospital services has increased n~arly in 
proportion to increases in size of the group itself. 

Year Number of Persons Under 6510 Under-65 Hos12ital Admissions 11 

1970 145,966 18,404 

1971 148,610 18,620 

1972 149,780 19 ,439 

1973 , 149,660 20, l 07 

1974 149,770 19,241 

Percent Increase, 

1970-74 2.6% 4.5% 

Comparable data on use of services by the under-65 population are 
not available for the state as a whole. - . 
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Beneficiary population figures are taken from Medicare enrollment 
figures shown in Attachment 8. 
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from other data provided by them on numbers of Medicare visits 
and amounts of Medicare reimbursement. The methodology is shown 
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Total visits, agencies not reporting number of patients: 33,675 
Visits per patient, agencies reporting number of patients: 8.9 
Estimated patients: 33,675 + 8.9 = 3,784 
Reported patients: 3,924 
Total patients: 3,784 + 3,924 = 7,708 
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Totaf reimbursement~ agencies not reporting nu mber of 
patients: $732,887 

Reimbursement per patient, agencies reporting numbers 
of patients: $218.91 

Estimated patients: $732~887 t $218.91 = _3,348 
Reported patients: 3,924 
Total patients: 3,348 + 3,924 = 7,272 

Persons receiving services: 7,300 to 7,700 

8. Figures were calculated by dividing high estimate of persons 
receiving services by minimum number of persons estimated to 
need services. For 1974, 7,700 t 10,371 = 74%. 

9. Data supplied by the Visiting Nurse Association, Bellingham, 
Washington. 

10. Source: Attachment 9. 

11. Data sources: 

1970-73 

1974 

Comprehensive Health Planning Council of 
Wh~tcom, Skagit, Island, and San Juan 
Counties, Health Indicators Repo r t, 
1968-1973. Mount Vernon, Was hi ngt on, 
August 1975, Tables 23 and 26. 

State of Washington, Office of Planning and 
Health Facilities, Hospital Utilization 
Report. Olympia, Washington, 1974. 
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System: A Useful Planning Tool 

Recent federal legislation (Public Law 93-641) created "health systems 
agencies" to develop plans for the "health system. 11 The law did not, 
however, define "health system. 11 This Development Guide has used a 
functional definition of 11 system 11 as a way of identifying problems 
(analysis) and as a way of grouping ' solutions to the problems 
(synthesis). As an analytical tool, the model was used to identify 
problems connected with Medicare and Medicaid. As a synthetic 
tool, the model was used to organize regional, state, and national 
recommendations into an understandable and rational arrangement. 
The model was not used at the regional level to identify problems 
because (l) the Task Force used a goal-related planning process 
and (2) the development of the model occurred too late in the 
planning process to be used as an analytical tool. The model is, 
however, compatible with a goal-related planning process, provided 
that the goals used correspond to the system's major components. 

As used in this document, 11 system 11 has been defined to have four 
functional components. These four components appear to be the 
minimum set of attributes that can be used to characterize a system 
comprehensively. The four components are administration, resources, 
service delivery, and inter-coordination. 

The first component, administation, encompasses such functions as 
management and supervision, planning and policy development, 
definition and interpretation of performance data, organization of 

' resources, and internal coordination. 

Resources are, of course, the raw materials out of which services 
are provided: personnel, money, time, buildings, equipment. The 
resources component of a system performs such functions as 
acquiring, maintaining, improving, or providing resources. 

Service delivery, the third component, is the productive part 
of the system, the part that involves the using of resources to 
conduct activities or provide services. Performance data, costs, 
and health benefits are some by-products generated by this component 
of the system. 

The fourth component of a system, inter-coordination , encompasses 
those activities which link the system to other systems. In . the 
field of health care, the biomedical delivery 11 system 11 links or 
coordinates itself with individual and collective human systems 
{patients and communities), political systems, religious systems, 
labor systems, etc. Inter-coordination involves such things as 
public information, public relations, public accountability and 
responsiveness, planning coordination, and activity coordination with 
other systems. 

There are a number of reasons to use this model as a health 
·planning tool. Its major asset is its simplicity. Its key 
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characteristics can be described in just a few paragraphs. The 
model is also comprehensive. Unlike many other planning model s , 
for example, this model immediately suggests that such things as 
policy development and public accountability are legitimate 
considerations for planners. The model is rational. It identifies 
key functions that must be performed by a system if it is to be 
or remain a system. The model is versatile. It can be applied to 
virtually any identifiable system. For all these reasons, the 
model system described and used in this Guide appears to be a 
useful tool as the art of health planning moves into its second 
decade. 

Findings and. Recommendations 

The bulk of the remaining portion of the Development Guide contains. 
findings and recommendations made by the Task Force. The findings and 
recommendations are divided into three groups according to geographic 
area: regional, state, or national. In each of these groups, 
the findings are listed first and are followed by relevant 
recommendations. At the regional level, findings are based ·on a' 
rese~rch tied to a set of 11 indicators 11 developed by the Task Force 
as a means of applying the Health Planning Council 1 s overall goals 
for health servic~s to a pafticular health service, i.e.i home 
health services. Regional findings are displayed opposite appro pria t e 
indicators from pp. 32 to 57. Regional .recommendations have been 
grouped according to elements of the system model discussed on pp. 30 
to 31. At state and national levels both findings and recommendations 
are directly related to elements of the system model. At the national 
level both findings and recommendations are also separated according 
to type of national program. 
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Regional Level: Findings 

This section shows hea1th services goals and associated indicators u~ed by the Task Force to study home 
health services in the region. The indicators are found at the left side of the pages that follow. 
Findings related to specific indicators are listed in either the column labeled 11 Areas of Strength 11 or 
the column labeled 11 Areas for Improvement. 11 Following this listing of goals, indicators, and findfogs 
is a section showing regional recommendations. 

Goal l.a. The need for acceptable services: Clients need services that are comfortable, punctual, 
non-discFiminatory, understandable, personalized, responsive to individual and special 
needs, courteous, and confidential. 

Indicators 

l. vJhether supervisory visits 
are made to access care 
received. 

2. Whether patient tare 
methods are understand-
able to the patient and/or 
the patient's family. 

3. Whether access to home care 
services for physicians is 
as easy as possible. 

4. Whether the patient meets 
home care personnel prior 
to being discharged from 
an institution. 

5. Whether the home care 
program evaluates the char-
acteristics mentioned in 
the goal (l .a.). 

Areas of Strength 

l. Supervisory visits are 
made by home health agency 
personnel to assess care 
provided to patients. 

2. Patient care methods 
appear to be understand-
able to the patient and/or 
the patient's family. 

3. Physician access to exist-
ing home health services 
appears to be generally 
satisfactory. 

Areas for Improvement 

4. Two out of three patients 
do not meet health agency 
personnel prior to 
receiving home health 
services. 
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Goal l .a. (continued) 

Indicators 

6. Whether care is provided 
by someone the patient 
already knows, or whether 
the provider of care already 
knows the patient. 

7. Whether care is personal-
ized through the use of 
managing physician 1 s 
personnel at home. 

8. Whether patients can report 
adverse experiences in a 
non-face-to-face manner. 

9. Whether the services use 
several different methods 
to evaluate their success 
in meeting each of the 
client needs listed. 

l_O. Whether utilization review 
respects individual patient 
needs that mitigate for or 
against rapid discharge. 

( 
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Areas of Strength 

8. Patients . are able to 
report adverse experiences 
through the use of anonymous 
letters or telephone calls. 

Patients are well-satis-
fied with home health 
services they have received. 

9. Home health agencies have 
developed and currently 
use a number of methods to 
monitor the acceptability 
of care provided to patients. 

Areas for Improvement 

w w 
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Goal l.b. The need for alternatives: Citizens need to be able to choose from among places and 
methods of care. 

Indicators 

1. Extent to which patients 
can choose home care prior 
to admission or prior to 
discharge. 

2. Whether a patient can 
choose to receive home care 
instead of or in addition 
to institutional care or 
outpatient care. 

3. Whether the patient has the 
choice to stay at home if 
is at all medically 
feasible. 

4. Whether the patient has a 
voice in deciding the kinds 
of services to be provided 
and where they are to be 
received. • 

Areas of Strength Areas for Improvement 

1. Home health services are 
seldom discussed by 
physicians and patients 
prior to non-emergent 
hospitalizations. 

" .) ' 4. 

2, The patient's choice of 
home care as an option i~ 
limited for a number of 
reasons: home health 
services are not adequately 
available in three of the 
region's four counties; 
many patients are unfamiliar · 
with their insurance policies' 
provisions for home health 
services or unaware of home 
health services available 
in the community; a signi-
ficant proportion (about 
half) of patients have 
little or no input into 
medical care decision-
making processes. 

. . 
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Goal l.b. {continued) 

Indicators 

5. Whether boarding ' homes or 
halfway houses are avail-
able for the elderly who 
need minimal care or super-
vision (less care than that 
in a hospital or nursing 
home). 

6. Whether a patient can 
choose from among a number 
of alternative living 
arrangements. 

7. Whether physicians can 
choose (for their patients) 
from among places and 
methods of care. 

8, Whether the service has 
developed methods of enabling 
a patient who lives alone 
to go home anyway. 

9. Whether a variety of service 
choices are available. 

Areas of Strength 

7. Physicians believe "places" 
(facilities) for continuing, 
post-acute patient care 
are adequately available. 

•• i 

Areas for Improvement 

5. Boarding homes, halfway 
houses, congregate care 
facilities, low income 
housing, and similar 
residential facilities 
appear to be inadequately 
available as "alternatives" 
in the region. Intermediate 
care facilities and adult 
foster homes may also be 
inadequately available. 

6. The absence of "alternative" 
res i dent i al fa c il i ti es 
limits consumer choice in 
living arrangements. 

w u, 



• . 

( ( 

Goal l.c. The need for competence and appropriateness: Clients need services that are medically 
and tech~ically competent and appropriate. 

Indicators 

1. Extent to which providers 
of care are adequately 
qualified and trained. 

2. Whether patients already in 
nursing homes are period-
ically identified on the 

·basis of their suitability 
for home care. 

3. Whether nurse and physician 
education in this region 
and State provides- for 
training regarding home 
care. 

4. Whether home care personnel, 
including physicians, receive 
adequate continuing education. 

5. Extent to which patients 
who need skilled nursing 
care are correctly placed 
in a skilled nursing facility 
or in a home care program. 

6. Extent to which Medicare or 
other administrative require-
ments promote appropriate 
patient placement. 

Areas of Strength 

2. Medical assistance nursing 
horn~ patients are period-
ically reviewed relative 
to their suitability for 
home care. 

Areas for Improvement 

l. Consistent under-use of 
home health services in 
the region raises questions 
about physician knowledge 
of the kinds of circumstances 
in which home care should be 
used. 

w 
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Goal l.c. (continued) 

Indicators 

7. Extent to which services are 
appropriately provided in 
the home. 

8. Extent to which utilization 
review committees have 
developed and use criteria 
to identify patients 
eligible for home care. 

9. Extent to which patients 
with diagnose~ appropriate 
for home health care do 
not remain in the hospital 
unnecessarily long. 

10. Whether services are 
provided in the home 
when desired by the 
patient. 

Areas of Strength Areas for Improvement 

8, Utilization review committees 
9. have not developed and do 

not use systematic criteria 
or procedures to identify 
patients eligible for home 
care. Such identification 
is not performed because the 
utilization review committee 

• functions only to identify 
patients who no longer need 
institutional care. Identi-
fication of potential home 
care patients in hospitals 
appears to be spotty in 
quality and generally not 
systematic or routine. 

10. Home health services are 
not always provided when 
desired by the patient 
because (a) the services 
are not available, or (b) 
the services must be 
ordered by a physician, or 
(c) the patient's insurance 
will not pay for the services 
needed and the patient can't 
afford to pay for them out-
of .. pocket. 

w 
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Goal 1 .c. (continued) 

Indicators 

11. Whether the appropriate 
level of skill provides the 
requested services. 

12. Whether patients who do not 
need to go into a nursing 
home are identified prior 

. to admission. 

( 
\ 

Areas of Strength Areas for Improvement 

Goal l.d. The need for comprehensiveness: Clients need care that provides a full range of services, 
orients toward the whole person, and provides for coordination and continuity. 

Indicators 

1. Whether the following 
services are adequately 
available for use in the 
home.: 

a . ,ol unteer home visitors. 
L ;memakers. 
c. Heal th aides. 
d. Speech therapy. 
e. Physical therapy. 
f. Occupational therapy. 

Areas of Strength Areas for Improvement 

l. With the exception of l. A reasonably adequate 
age- and residence-related 
service availability 
problems pr~viously mentioned, 
the following home health 
services appear to be 
adequately available for 
use in the home: nursing, 
physical and speech therapy, 
medical supplies/equipment, 
oxygen, and laboratory services. 

set of home health services 
is available only in Whatcom 
County. Home health services 
are available only to Medicare 
patients in Skagit and Island 
Counties. No home health 
services are available in 
San Juan County except through 
public ·health nurses. 

-----------'------ ---- -------
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Goal l .d. (continued) 

Indicators 

g. Meal services. 
h. Inhalation therapy. 
i. Medical supplies. 
j. Equipment transportation. 
k. Child birth services. 
1. ·Public health nursing. 
m. Skilled nursing. 
n. Caseworker or medical 

social services. 
o. Equipment loan. 
p. Medications. 
q. Oxygen. 
r. Intravenous therapies. 
s. Laboratory services. 
t. Patient transportation. 
u. Home maintenance 

services. 

2. Extent to which continuing 
or maintenance-type care 
is provided iti the home. 

3. Whether the patient is 
trained in self-care. 

Areas of Strength 

3. Patients generally receive 
training in self-care. 
The training is provided by 

• I • 

Areas for Improvement 

Services that appear 
to be inadequately 
available across the 
region for use in the 
home include occupational 
therapy, homemaker/health 
aide services, chore 
services, meal delivery 
services, and medical 
social services. Health 
aide services appear to 
be the most needed type 
of service not adequately 
available. Live-in 
housekeepers or companion~ 
also appear to be needed 
but not adequately available. 

2. Medicare patients generally 
do not receive needed 
health maintenance or 
homemaker/health aide 
services at home because 
Medicare will not pay 
for the services or will 
not pay for the services 
in the kinds of situations 
in which they are most 
needed by patients. 

w 
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Goal l .d. (continued) 

Indicators 

4. Whether home care services 
are· available to people of 
all ages. 

5. Whether standards exist for 
referral to home care from 
the hospital . 

6. Whether continuity between 
the patient ~nd hospital 
therapy or rehabilitation 
personnel is achieved. 

7. Whether continuity between 
the patient and the managing 
physician is maintained. 

Areas of Strength 

physicians, hospital 
personnel, and home health 
agency personnel. 

Areas for Improvement 

4. Home health service·s 
are not available to 
people of all ages. 
Only Whatcom County 

( 

has home health services 
available to people of 
all ages. 

5. Uniform standards have 
not been developed in 
any community in the 

• region for the referral 
of hospital patients to 
home health services. 

6. Continuity between patients 
and hospital therapy or 
rehabilitation personnel 
is achieved for only about 
half the patients who 
continue to receive such 
services after discharge 
from the hospital. 

------~~---------------------· - - -

.. 



Goal l.d. (continued) 

Indicators 

8. Whether physicians have 
access to a full range 
of home care services. 

9. Whether referrals to home 
care are made on an 
individual basis (because 
of complexities involved). 

10. Whether citizen information 
and referral ·services for 
one's vocational, recre-
ational, social, and 
physical needs are available. 

11. Whether an adequate number 
of professional and non-
professional referral 
sources are available. 

Areas of Strength 

9. Referrals to home health 
services are made mostly 
on a case-to-case basis. 
This mode of. referral 
provides considerable 
flexibility for both 
patients and providers 
of care. 

Areas for Improvement 

8. Physicians generally 
do not have access to 
a full range of home 
health services for 
their patients because 
some types of needed 
services, such as health 
aide services, are not 
adequately available. 

9. Referrals to home health 
services are made mostly 
on a case-to-case basis. 
This mode of referral 
provides considerable 

• potential for the non-
identification of possible 
home care patients. 



( 

Goal l.e. The need for convenience and accessibility: Clients need services that are not too 
far away , in either time or distance. 

Indicators Areas of Strength Areas for Improvement 

1. Whether home health services 
are available in one's 
county of residence. 

2. Whether physician access • • 
to home health services 
is convenient in both 
time and distance. 

2. Physicians generally 
have convenient access 
to the home health services 
that currently exist. 

1. Home health services 
are not conveniently 
available to persons 
under age 65 in three 
of the region's four 
counties. 

3. Home health personnel 

( 

3. Whether home h~alth personnel 
are available in isolated 
areas. 

are generally not 
available in isolated 
areas within the region. 

Goal l.f. The need for economy: Clients need services that are affordable and need to be protected 
from financial disaster resulting from the costs of services. 

Indicators 

1. Whether home care fees are 
competitive with those of 
an extended care facility. 

2. Whether long-term care 
services to maintain patients 
in their homes are affordable 
to the patients. 

Areas of Strength Areas for Improvement 



Goal l.f. (continued) 

Indicators 

3~ Whether charges for 
services are low enough 
to permit use of services 
by all people regardless 
of income. • 

4. Whether home care fees are 
low enough to induce . 
physician support for the 
services. 

5. Whether costs are low enough 
to permit home care services 
to be offered through 
Skagit County Hospitals. 

Areas of Strength 

3. Home health services 
included under Medicare's 
benefit package are quite 
affordable to patients who 
receive services. 

----·---------... ----------

Areas for Improvement 

3. Charges for services 
are generally not low 
enough to permit the 
use of services by all 
people reagrdless of 
income. 

4. Charges for services 
are generally not low 
enough to induce physician 
support for the services. 
This finding may be due 
to the fact that home 
health agency charges are 
based on numbers of visits 
provided instead of numbers 
of days of care provided. 
Use of visits as the mode 
of charge has a concentration 
effect on charges. As a 
result, charges appear high. 
On a cost-per-day basis, 
however, home health 
services are considerably 
less expensive than care 
in a health facility. 



Goal l.f. (continued) 

Indicators 

6. Whether transportation of 
the patient to a source of 
care is available when the 
total cost of such service 
is Jess than that of a visit 
in the home. 

. 
Areas of Strength Areas for Improvement 

Goal l. g. The need for maintenance of health: Citizens need services that emphasize maintenance 
of good health, including information, education, and prevention services. 

Indicators 

1. Whether preventive services 
are adequately available 
in the community to prevent 
unnecessary use of. 
institutions or therapeutic 
home care services. 

2. Whether there is early 
patient and family involve-
ment in preparations for 
continued patient care prior 
to discharge from an 
institution. 

Areas of Strength 

2. Early patient and family 
involvement in preparations 
for continued care after 
hospitalization appears 
to occur for about 3 out 
of 4 Medicare hospital 
patients. 

Areas for Improvement 

( 
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Goal l.g. (continued) 

Indicators 

3. Whether community and 
intra-institutional 
information and education 
services are adequately 
available. 

4. Whether a full range of 
preventive health services 
are available for persons 
of high risk. Such services 
should include nutrition, 
well-clinics, dental care, 
immunization services, eye 
and ear examinations. 

5. Whether adequate liaison is 
available between providers 
and lay caretakers. 

6. Whether there are reasonable 
restrictions on the provision 
of continuing or mainte-
nance-type care. 

Areas of Strength Areas for Improvement 

3. Community and intra-
institutional information 
services appear to be 
inadequate. The extent 
of consumer knowledge 
about home health services 
is generally very low. 
The home health services 
survey found that two 
out of five former home 
health patients learned of 
the existence of home 
health services only 
after they left the hospital. 

6. Medicare's home health 
services benefit package 
contains unreasonable 
restrictions on the provision '' 
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Goal 1.g. (continuedi 

Indicators 

7 . . Whether physicians receive 
adequate information or 
education on home care 
services. 

8. Whether maintenance-type 
care is provided in the 
home. 

9. Whether home care services 
are available for prevention 
of dependency, such as the 
dependency that forces some 
people into nursing homes. 

Areas .or Strength Areas for Improvement 

of continuing or 
maintenance-type 
home health care. 
Maintenance-type 

. ( 

home care is generally 
not provided to 
Medicare patients. 

9. The kinds of home health 
services needed to prevent 
dependency and admissions 
to health facilities are 
generally not adequately 
available. • 
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Goal 1.h. The need to know: Citizens need to know what services are ava{lable, what is occurring 
during the process of care (including procedures, risks, diagnoses, and alternatives), 
what costs are involved, and what is being done with their tax dollars for healt~. 

Indicators 

1. Whether patients understand 
the extent of their insurance 
coverage in relation to home 
care services upon entering 
an institution. 

2. Whether citizens have 
access to information on 
how much tax money is spent 
for the provision of home 
care services. 

3. Whether all medical procedures, 
including risks, diagnoses, 
and procedures, are explained 
to the patient and his or her 
family before treatment begins. 

4. • Whether patients are adequately 
informed about home care 
services available prior to 
entering an institution. 

Areas of Strength 

2. Two out of three home 
health agencies publish 
annual reports containing 
information on tax funds 
spent to provide home 
health services. 

Areas for Improvement 

l. Prior to hospitalization, 
between 50 and 85 percent 
of the patients are not 
familiar with the extent 
to which their insurance 
provides home health 
services benefits. _ 

2. About 9 patients in 10 
have never seen information 
on the extent to which 
tax money is spent for the 

-provision of home hea 1th • 
services. 

4, Prior to hospitalization, 
5. about 4 patients in 5 

are not familiar with 
the extent to which hom·e 
health services are 
available in their community, 
including costs and 
financing methods. 

-------~------------- ---------- - -
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Goal l.h. (continued) 

Indicators 

5. Whether citizens are 
generally -well infonned 
about the availability of 
home care services, 
including financing and 
costs of the service. 

Areas . o·f Strength 

/ 
. I 

Areas for Improvement 

4, Prior to hospitalization; 
5. about 4 patients in 5 

are not familiar with 
the extent to which home 
health services are 
available in their 
community, including 
costs and financing methods. 

Goal 1.i. The need for participation: Citizens and clients need to be able to affect, via their 
participation in decision-making processes, the nature and distribution of health services 
and the definition of quality of care. 

Indicators 

1. Whether both physicians 
and fonner home care 
patients are represented 
on home care boards and 
committees. 

2. Whether the patient 
is given a choice between 
home care services and 
alternative types of 
services. 

Areas of Strength 

l. Physicians serve on home 
health agency governing 
boards as either official 
board members or as ex 
officio members. 

Physicians serve on 
committees maintained 
by home health agencies. 

Areas for Improvement 
l. Former home health patients 

do not serve on committees 
or governing boards of any 
of the home health agencies. 

2, About half the Medicare 
3. patients participating 

in the home health services 
survey reported that they 
had little or no involvement 
in medical care decision-making 

00 
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Goal 1. i. (continued) 

Indicators 

3. Whether the patient 
participates in the 
decision on the place 
of further care. 

Areas of Strength Areas for Improvement 
processes. As a result, 
these non-participating 
patients have little 
choice between home health 
services and other methods 
of treatment. Their non-
participation, coupled 
with their ignorance about 
home health services, 
makes them very dependent 
on providers of care, such 
as physicians, fat the 
ordering of the services. 

Goa 1 1. j. The need for person-centered .and family-centered services: Citizens need services that 
consider the whole person-, not just the complaint or problem at hand. 

Indicators 

1. Whether an adequately 
comprehensive evaluation 
of all relevant factors 
that affect the patient's 

2. 

( 

_health or ability to 
regain health is made 
prior to the patient's 
entrance into a home 
care program. 

Whether the pre-home 
care evaluation provides 
information on the needs 
that will be generated 

Areas of Strength Areas for Improvement 

No indicators were studied under this goal. 



Goal l.j. (continued) 

Indicators 

within the family 
while the patient 
receives home care. 

3. Whether the home 
care program acts 
upon the pre-home care 
patient evaluation in 
order to minimize all 
factors detrimental to 
the patient's health. 

... • 

Areas of Strength Areas for Improvement 

Goal l.k. The need for responsiveness: Citizens need individual and organizational providers willing 
to modify their methods to respond to individual and community needs. 

Indicators 

1. Whether providers modify 
their methods in accordance 
with Task Force or Council 
recommendations. 

2. Whether home health services 
have become more readily 
available or more extensively 
used. 

Areas of Strength Areas for Improvement 

Responsiveness of providers cannot be determined until after 
the Home Health Services Development Guide is published. 

<.J'1 
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Goal 2. Resources of sufficient quantity and quality should be available to meet health needs. 
Resources include personnel, funds, facilities, equipment, and finances. 

Indicators 

l. Whether aqequate private and 
public reimbursement 
mechanisms are avai.lable 
for preventive and health 
maintenance home care 
services. 

2. Extent to which reimburse-
ment regulations are 
reasonable and applied 
fairly and consistently .. 

3. Whether there is an 
adequate number of social 
worker-type personnel for 
needed counseling, planning, 
and supportive services to 
patients in institutions. 

4. Whether services are provided 
and reimbursed despite a 
patient's inability to pay. 

( 

Areas of Strength 

2. Home health agencies 
believe insurance-related 
reimbursement regulations 
are generally applied 
fairly and consistently. 

I 

Areas for Improvement 

1. Adequate private and 
public mechanisms for 
reimbursement of home 
health services, including 
services provided for 
prevention or health 
maintenance are not 
available. See Attachments 
11 and 12. Also s~e 
p. 8. 

3. The adequacy of 
availability of social 
worker-type personnel 
in health care institutions 
is questionable. 

4. Home health services 
are provided ~nd reimbursed 
despite a patient's ability 
to pay only in Whatcom 
County. Such reimbursement 
occurs there through the 
Comprehensive Employment 
Training Act, United Way 

(J1 _, 
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Goal 2 (continued) 

Indicators 

5. Whether the methods of 
financing home care services 
create incentives for the 
appropriate use of services 
by both consumers and 
providers of care. 

6. Whether an adequate number 
of physicians refer patients 
to home care programs. 

7. Whether there is an adequate 
number of personnel (such as 
health aides, homemakers, 
therapists, nurses, etc.) 
available to patients who 
require home care services. 

Areas of Strength 

7. There is an adequate 
number of nurses, speech 
therapists, and physical 
therapists available to 
patients who have access 
to home health services. 
The number of personnel 
employed can be readily 
expanded to meet demand. 

r 

Areas for Improvement 

5. 

Funds, or revenue sharin~ 
obtained from local govern-
ment. Home health services 
in Skagit and Island 
Counties are provided only 
to persons who can afford 
to pay, i.e., Medicare 
patients. 

Current methods of reimbursement 
based on cost per visit create 
disincentives for appropriate 
use of services because of the 
concentration effect such a 
payment method has on charges. 

7. Homemakers and health aides 
are not adequately avail-
able to patients who require 
such home health services. 
While there is large consumer 
demand for these services, 
there is little provider 
demand for the services. 
Consumer demand for the 
services that do exist in 
Whatcom County surpasses supply 
by a factor of two or three. 
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Goal 3. Providers of health services should function with coordination, flexibility, and foresight. 

Indicators 

1. Whether the hospital develops 
and maintains an effective 
mechanism ·for the identifi-
cation of patients 

2. 

potentially suitable for 
home ·care and for their 
prompt referral to the 
program. 

Whether there is orderly, 
systematic, and coordinated 
planning for patient 
discharge between the 
hospital, the family, home 
health care services, and 
other post-hospital 
resources. 

3. ~hether home health care is 
available and used as 
preventive care prior to 
hospitalization and is not 
restricted just to those 
who are discharged from 
acute care. 

( 

Areas of Strength Areas for Improvement 

l. Some hospitals have not -
developed effective 
mechanisms for the identi-
fication and prompt 
referral of patients 
potentially suitable for 
home care. 

2. Some hospitals have not 
developed adequate 
procedures for orderly, 
systematic, and coordinated 
planning for patient 
discharge. Only 60 perce_nt 

·of the Medicare patients 
participating in the home 
health services survey 
thought that they received 
both adequate advance 
preparations for discharge 
and satisfactory arrangements. 

3. Some home health services 
are available for use as 
preventive services, but 
they are seldom used for 
this purpose, mainly because 
third party payors will not 
pay for such care. 

( 
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Goa·l 4. Hea 1th services provided by programs and organizations should be eva 1 uated by both consumers 
and provide~s. 

Indicators 

1. Whether the home care program 
adequately uses such methods 
as patient interviews, patient-
completed evaluation checklists 
or utilization review 
corrmittees to evaluate its 
services. 

2. Whether home care programs 
use utilization committees 
or medical advisory committees 
to determine the quality of 
program functioning. 

3. Whether committees which 
determine quality of 
program functioning are 

Areas of Strength 

1, Home health agencies use 
2 patient interviews, super-

visory visits, utilization 
review committees, case 
review or team conferences, 
and professional advisory 
committees as methods of . 
evaluating services or 
determining the quality 
of program functioning. 
In addition, agencies are 
periodically audited and 
recertified.by other 
organizations, such as 
Blue Cross. Physicians 
participate on the 
utilization review 
committee of one agency 
and on the professional 
advisory committee of 
two agencies. 

Areas for Improvement 

. 3. Fonner patients do not 
serve on any of the home 
health agency committees 
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Goal 4 {continued) 

Indicators 

partly composed of former 
users of ~ome care services, 
including physicians. 

. 4. Whether committees which 
determine quality of program 
functioning provide physicians 
with the results of their 
assessments. 

Areas of Strength Areas for Improvement 

responsible for evaluating 
the quality of program 
functioning. 

4. Home health agencies 
hardly ever report the 
results of evaluations 
of home health agency 
functioning to physicians 
in the agency's service 
area. 

Goal 5. Programs and organizations providing health services should provide the public with 
information about achievements and associated costs, services offered, and the charges for 
services offered. 

Indicators 

1. Whether both ~atients and 
physicians know the kinds 
of health conditions for 
.which home care services 
are available and most 
appropriate, and the costs 
of such services. 

( 

Areas of Strength 

-- -----------

Areas for Improvement 

1. The consuming public is 
largely ignorant of most 
aspects of home health 
services: what services 
are available and for 
whom, what their own 
health insurahce benefits 
are relative to home health 
services, what costs and 
charges are connected with 
home health services, how 
tax funds are spent for home 
hea 1th services. 

( 
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Goal 5 (continued) 

Indicators Areas of Strength 

\ . 

· ( 

Areas for Improvement 

None of the eight board--
certified and board-eligible 
physicians interviewed in 
the home health services 
survey estimated "last year 1s 11 

home health agency charges 
accurately. Collectively, 
the eight physicians 
identified many of the kinds 
of health problems that can 
be successfully treated via 
home health services, but, 
individually, physicians 
mentiohed few kinds of 
problems that are generally · 
appropriate for home health 
services. As discussed in 
the "Home Health Services 
Survey," physicians also 
appear to be less informed 
about the intricacies of 
Medicare reimbursement 
regulations than home health 
agencies. These findings all 
create the impression that 
physicians are not adsquately 
informed about some aspects of 
home health services. 

01 

°' 
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Goal 5 (continued} 

Indicators 

2. Whether home care programs 
make peri9dic reports to 
service and civic groups 
and the general public 
regarding home care program 
achievements and costs, 
services offered, and 
charges for services 
offered. 

Areas of Strength 

2. Two agencies make periodic 
reports to the general 

•. I ' 

public on program achieve-
ments, program charges, and 
services offered. The third 
agency publishes an annual 
report which is distributed , 
to mayors, city councils, and 
county commissioners in its 
service area. 

Areas for Improvement 

-------~------------------ ·--- -

01 ....... 
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Regional Level: Recommendations 

A. Administrative Recommendations 

Introduction 

Home health services should generally be organized within the 
region as hospital-based services. The development of shared 
hospital-based services is recommended because of the kinds of 
benefits that would be likely to occur under such an arrangement: 

a. Improved convenfence for physicians. 

b. Improved acceptance of home health services by 
physicians because of the existence of hospital-
based quality control procedures . 

. 
c. Improved efficiency of operation because of the 

existence of support services within the hospital 
and because of the likelihood that utilization will 
increase. 

d. Increased visibility and availability of services 
within the community. 

e. Improved continuity of care because: 

- Physician-home health agency interactions and 
communications will be made more convenient. 

- Patients are more likely to meet homi health 
personnel prior to discharge from the hospital. 

- Hospital personnel from whom the patient received 
care in the hospital may be able to continue to 
provide care to the patient at home. 

• Patient medical records wi 11 be concentrated at a 
single facility. 

- The development of an adequate range of home health 
servic€s by the hospitals will assure that patients 
continue to receive needed care, whether hospitalized 
or not, in a setting most appropriate to their 
medical condition and social situation. 

f. Improved ability to conduct research or develop 
innovative programs, such as rotation of hospital 
nursing per~onnel through the home health department. 

g. Improved joint planning activities by hospitals. 

I 
I 

------1 
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h. Fmproved acceptance of home health services as a 
legitimate method of treatment by insurance carriers; 
Such acceptance should lead to increased availabiiity 
of insufance benefits for home health services. 

i. Improved opportunities for staff education. 

l. Organization of Resources 

Whatcom Co~nty 

Home health services in Whatcom County should be organized 
as hospital-based services. To accomplish this recommendation, 
the two Bellingham hospitals should: 

a. Contract with existing home health agencies or programs 
to provide home health services for the hospital. (Similar 
arrangements already are used by the hospitals for the 
provision of medical services and alcohol detoxification 
services.) As with other contractees, these agencies 
should be provided with adequate facility space to conduct 
their activities. The two hospitals' contracts should 
be as similar as possible in order to assure uniformity 
of services and procedures at both hospitals. 

OR 

b. In the event existing agencies decline to contract with 
the hospitals, the hospitals should each develop a 
home health service department and operate the two 
departments as a single shared service in competition 
with other home health servi~es agencies that may be 
present in the community. As part of the procedures 
used to develop such a shared service, the hospitals 
should discuss and agree upon such things as common 
organizational structures, operational variables 
(departmental policies and procedures), accounting 
and data-keeping methods, services to be provided, 
and public relations programs. 

This recommendation should be accomplish~d by November 1977. 

Skagit and Island Counties 

Home health services in Skagit County should be organized as 
hospital-based services. To accomplish this recommendation, 
the following activities should be undertaken: 

a. United General Hospital and Skagit Valley Hospital should 
each develop a home health service department an~ operate 

·the departments as a single shared service. As part of the 
procedures used to develop such a shared service, the 
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hdspitals should discuss and agree upon such things as 
conman organizational structures, operational variables 
(departmental policies and procedures), accounting and 
data-keeping methods, services to be provided, and public 
relations programs. This recommendation should be 
accomplished by November 1977. • 

b. Island Hospital and Whidbey General Hospital should each 
develop a home health service department and operate 
the departments as a single shared service. As part 
of the procedures used to develop such a shared service, 
the hospitals should discuss and agree upon such things 
as common organizational structures, operational variables 
(departmental policies and procedures), accounting and 
data-keeping methods, services to be provided, and public 
relations programs. This recommendation should be 
accomplished by November 1977. . 

c. In designing their programs, the hospitals of Skagit 

d. 

and Island Counties should draw upon the knowledge and 
experience of employees currently affiliated with County 
Health Oepartment home health programs. In addition, 
the hospitals should advise the Health Departments of 
progress being made in the development of the hospital-
based home health services . . 

With the initiation of hospital-based home health services 
in Island and Skagit Counties, the respective Health 
Departments should terminate their home health programs. 

San Juan County 

Because of their geographic proximity to San Juan County, 
hospitals in Bellingham and Anacortes should discuss ways 
in which their home health services programs could be 
organized to assure the availability of services to 
residents of San Juan County. 

Health Systems Agency 

Health systems agencies across the State of Washington are 
urged to take actions to encourage the state to place a 
high priority on improving home health services. 

2. Patient Care Decision-Making Process 

Role of the Physician 

a. Physicians should increase the extent to which they 
involve patients in medical care decision-making. When 
medically possible and practical, patients should be 
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encouraged and invited to discuss treatment alternatives, 
such as home health services. 

b. To help temedy consumer ignorance about home health 
services, physicians should discuss home health services 
as a treatment alternative with their patients or their 
kin before hospitalization or during hospitalization. 

Role of the Hospital 

c. 

d. 

e. 

f. 

Hospitals, via representatives of the medical and nursing 
staffs and other appropriate personnel, should develop 
acceptable and systematic procedures and criteria for 
the timely identification and teferral of patients who 
should receive home health services following hospitalization. 

Similar criterja should be developed for the screening 
of non-hospital patients for whom home health services 
have been ordered. Ideally, the procedures and criteria 
developed should be uniform within the four county region. 
If this uniformity is not possible, procedures and 
criteria should be uniform for each pair of hospitals. 
offering shared home health services. See Attachment 13 
for an example of a patient identification protocol 
already in use. 

To the extent possible, the patient identification 
procedures described in the preceding paragraph should 
be designed to serve, too, as a means by which systematic 
discharge planning activitie~ can be assured. See 
Attachment 13 for an example of such a patient identification 
protocol. 

Hospitals should consider developing small, specialized, 
multi-disciplinary discharge planning committees to 
conduct the patient identification and discharge planning 
activities described in the preceding two paragraphs. 
Such committees would help upgrade the quality and 
effectiveness of such activities, provide an expanded 
supply of personnel within the hospital knowledgeable 
about discharge planning activities, and provide 
opportunities for in-service training for various types 
of hospital personnel via a system of rotating committee 
membership. (Such rotating membership now occurs among 
physicians who serve on the hospital's utilization review 
committee.) 

The hospitals should generate data from their discharge 
planning activities on the success with which patients· 
receive appropriate kinds of care after hospitalJzation. 
The data should be used by the hospital, the community, 
and/or the health systems agency to ideritify problems 
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(such as the inability to place some patients appropriately 
because a needed facility is not available) and to 
develop, subsequently, plans and initiatives to solve 
the problems. 

3. Consumer Participation in the Evaluation of Home Health Services 

Where appropriate and feasible, non-professional personnel 
and former home health services patients should participate 
in methods used by the hospital to monitor or assess the 
performance of the home health services program. 

4. Definition and Interpretation of Performance Data 

Hospitals should develop uniform data sets as part of the 
development of their home health services programs. These 
data sets should be designed to moni.tor quality of care 
and program performance as well as to generate epidemiological 
data for purposes of research. The health systems agency 
should assist hospitals in the development of these data sets. 

5. Coordination of Activities 

The hospitals should consider hiring a qualified consultant(s) 
to assist them develop their home health services programs, 
their request(s) for federal funds, ~r their proposal(s) to the 
Social Security Administration for the funding of a demonstration 
project. 

B. Recommendations on Research . 

1. Funding of Home Health Services 

a. To support hospital-based home health services recommended 
• for development in Skagit and Island Counties, the Skagit 
County Medical Bureau should offer insurance packages 
providing reimbursement for the use of such services. Home 
health services should be an automatically and explicitly 
insured hospital service, as automatically insured by the 
Bureau's hospital insurance plans as inpatient , 
medical/surgical services. The development of these 
benefits should be coordinated with the hospitals' efforts 
to develop and offer home health services by November 1977. 
The reimbursement of the services should occur via a 
prospective payment method based on a flat rate per home 
care admission or a flat rate per period of home care. 
The managing physician's prerogatives in ordering types of 
home health services for patients should not be restricted 
by a payment method based on types of services covered; 
such a method will prevent the development and use of 
those home health services for which payment is not 
available. Utilization review activities, the hospoital 's 
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systematic patient identification protocol, and the 
built-in financial limits of the prospective payment 
method should, in combination, adequately serve to 
prevent excessive utilization of home health services. 

b. The \~hatcom County Physicians Service, ·which now offers 
coverage of certain types of home health services, 
should also move toward prospective payment methods as 
outlined in the µreceding paragraph. Consumers' 
copies of their insurance plans should contain explicit 
information relative to the extent to which their 
policies provide coverage of home health services. 
These changes should be coordinated with the Bellingham 
hospitals' efforts to develop and offer home health 
services by November 1977. 

c. In the event local insurers find. it impossible to 
develop prospective payment methods for the reimbursement 
of home health services, reimbursement should be linked 
to charges for service. 

d. Hospitals, in developing charge structures for their 
services, should develop sl'iding scale charge structures 
based on the patient's ability to pay. Such a charge 
structure will help assure that access to care is 
based more on need for care than ability to pay. 

e. In no case should payment for home health services be 
linked to the number of type of visits received by a 
patient. Charges should be linked to admission to 
the home care program or length of stay in the program. 
But because patients may differ in their needs for 
service, it may be appropriate to develop two or three 
charge structures to reflect the intensity or complexity 
of services being received (seep. 5). 

f. Because of the rural nature of the region, the number 
of elderly persons living here, the relatively high 
rate of use of nursing homes by Title XIX patients, 
the lack of needed home health services, and the absence 
of Medicare reimbursement for needed homemaker services, 
providers in the four county region should develop, 
with the assistance of the health systems agency, a 
demonstration project under Section 222 of Public 
Law 92-603, the Social Security Amendments of 1972, 
which would explore alternative methods of funding home 
health services under Titles V, XVIII, or XIX of the 
Social Security Act and/or seek reimbursement of 
homemaker .services. 

g. The assurance of adequate funding and delivery of home 
health services is increasingly becoming a national and 
state priority. But until these prior~ties are translated 
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into dollars and cents, some funding problems are 
likely to occur. To help assure that hospital-based 
home health .services maintain financial solvency, 
each hospital offering home health services should 
have a hospital guild for home health services. These 
guilds should not only help raise funds for the home 
health program, but also help provide information to 
the public about home health services available in 
the community. 

h. Hospitals, in developing their home health programs, 
should attempt to acquire federal funds available for 
the development of such programs under Section 602 
of Public Law 94-63.* The health systems agency should 
assist hospitals in their attempts to acquire such 
funds. 

i. One or more of the region's State Legislators serving 
on the Legislature's Social and Health Services 
Corrmittee should introduce a bill in the next session 
of the Legislature that would require health insurance 
carriers in Washington to offer a minimum set of home 
health services insurance benefits for sale to the 
public as part of the carriers' hospital insurance 
plans. The region's Legislators should review si milar · 
legislation now in effect in Connecticut, New York, 
and Arizona prior to submitting such a bill. 

j. Between 1976 and 1978 the health systems agency should 
use a reasonable portion of its health services development 
funds to assist hospitals in their home health services' 
development and implementation activities. 

k. Elected officials in the four county region should 
·contribute toward the development and initiation of 
hospital-based home health services by responding to 
requests for revenue sharing funds ~y hospitals 
developing the home health services programs recommended 
in this Guide. 

2. Home Health Services Personnel 

a. To assure the availability of competent and adequately 
trained personnel for home health services programs that 
will be developed by hospitals in the region over the 
next two years, Whatcom Community College and Skagit 
Valley College should develop curricula for the training 
of homemaker/home health aides. Because distinctions 

* The Nurse Training and Health Revenue Sharing and Health Services 
Act of 1975. 
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ma'de between 11 homemakers 11 and "health aides 11 are not 
val ,id, community college curricula should be geared 
toward the training of a hybrid paraprofessional: the 
homemaker/home health aide. To the extent possible the 
colleges' homemaker/home health aide curricula should 
be integrated with other nursing education programs 
in order to promote career advancement of the 
homemaker/home health aides. The development of these 
training programs will assure a supply o~ needed trained 
personnel in the region to perform tasks now performed 
by homemakers, health aides, chore service workers, 
and live-in housekeepers or companions. 

b. To reduce travel times of home health agency personnel, 
hospitals should explore the possibility of using on a 
part-time or intermittent basis indigenous health · 
personnel living in relatively isolated areas to provide 
home health services to patients in those areas.* If 
appropriate, ho~pitals should draw upon listings of 
health personnel maintained by the health syste~s agency 
as a means of recruiting needed personnel in these outlying 
areas. 

c. Other personnel deficiencies noted in this Development 
Guide are likely to be solved with the advent of 
adequate funding mechanisms and increased utilization 
of services. 

3. Facilities 

a. As part of its future planning activities relative to 
long term care, the health systems agency should 
plan for the development of residential and patient 
care facilities that appear to be inadequately available 
in the region: adult foster homes, boarding homes, 
congregate care facilities, halfway houses, intermediate 
care facilities, and low income housing. 

b. Agencies in the region that may have roles to -play in the 
development of the facilities listed in the preceding 
paragraph should begin to quantify the need for these 
facilities in their service areas and begin taking action 
to eliminate identified deficiencies. Included in this 
recommendation are such agencies as the Department of 
Social and Health Services, county governments, city 
or county housing author·i t·i es, county mental heal th or 
mental retardation programs, and county senior services 
programs. The development of these kinds of facilities 

* This kind of approach would probably be the best method of 
providing home health services to patients in San Juan County. 
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will promote consumer choice in and satisfaction with 
living arrangements, improve the range of treatment 
choices available to providers of care, and reduce 
unnecessary and inappropriate institutionalization 
of patients. 

Service Delivery 

1. Availability of Services 

a. In the organization of their home health services 
programs, hospitals should prepare to delive~a 
variety of di .fferent kinds of home hea 1th services, 
particularly if insurers are able to develop 
prospective payment methods \'1hich permit flexibility 
in the kinds of services that can be provided. 
Hospitals shou]d assure that all home health services 
eligible for reimbursement under Medicare will be 
available through their programs. Homemaker services 
should be made available via homemaker/home health aide 
personnel. All these services should be available to 
persons of all ages and source-of-payment categories 
in the hospitals' service areas. This recommendation 
will assure that an adequate set of services will be 
available to persons of all ages and sources of payment 
in at least three of the region's four counties. 

b. In reviewing the adequacy with which hospitals implement 
the recorrmendations in this Guide, the health systems 
agency should permit hospitals to establish reasonable 
limits on the size of the service areas established for 
their home health services programs. The service radius, 
however, should not be less than 15 miles for each 
hospital. See map, Attachment 14. 

D. Inter-Coordination 

1. Public Information 

a. Hospitals should periodically advertise the availability 
of home health services through their facilities. 
Because the lack of consumer information is a serious 
problem preventing the appropriate use of home health 
services, and because similar advertising costs by 
proprietary nursing homes are currently reimbursable 
by Medicaid and Medicare, reasonable hospital home 
health service advertising expenses should be reimbursed 
by Medicare, Medicaid, and other third party payers. 

b. Hospitals should release periodic reports to the public 
on quantities of home health services provided, types 
of patients served, amour.ts of tax funds spent, benefits 
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d~rived from the program, etc. to assure public 
accountability of the programs and to help inform the 
public of activities occurring, The news media have a 
responsibility to the public to disseminate these 
reports in a timely and accurate manner. 

c. The news media should publish periodic reports or feature 
stories on the success with which home health services 
are developed by hospitals within the region. Such 
reporting will promote the public accountability of the 
region's hospitals and serve to provide the public with 
needed information on home health services. 

d. The news media should prepare and disseminate a series 
of reports on the status of long term care in the 
region. Such reporting wi 11 improve the public I s 
awareness of problems ·that exist and thereby improve 
chances that the problems will be more readily solved. 

e. The availability of home health services should be 
discussed in the patient information broch~res distributed 
by the hospitals to incoming patients. 

f. In their publicity efforts, hospitals and home health 
services hospital guilds should pay particular ·attention 
to potential patient referral sources, such as employees 
.of the Social Security Administration, Department of 
Social and Health Services, county health departments, 
or county senior services programs. For their part, 
these agencies should cooperate ·to the maximum extent 
possible with the hospitals 1 efforts to publicize 
their new programs. 

2. Physician Information 

As part of their home health services development acti~ities, 
hospitals should take appropriate measures to assure that 
their medical staffs are kept informed of progress· being 
made. Leadership of the hospitals' medical staffs should 
develop and implement methods to assure that members of the 
medical staffs are familiar with (a) procedures that will be 
used to identify or screen potential home health patients, 
(b) the kinds of medical conditions for which home health 
services are appropriate, and (c) insurance-related 
restrictions on the provision of home health services. With 
the initiation of services, physicians should be kept informed 
of the resu1ts of evaluative and/or epidemiological studies 
of the hospital's home health services program. 

3. The Role of Organized Labor 

Organized labor in the four county regfon should co ns ider 
developing home health servi ces insurance .benefits for 
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their 'memberships. This recommendation is made because of 
the demonstrated effectiveness of home health services in 
reducing the overall costs of hospitalization. 

The Health Systems Agency 

In addition to the health systems agency roles previously 
mentioned in these recommendations, the agency should also 
perform other planning assistance activities, such as 
consultation to hospitals on the development of adequate 
data systems or suppqrt for funding requests, that may be 
required by the region's hospitals as they develop their 
home health programs. 

5. Planning Coordination 

Hospitals, in developing their home care programs, should 
actively involve other health care providers in developmental 
activities to assure the future coordination of activities, 
to improve cooperative efforts among providers, to assure 
that relevant providers are kept informed of progress made 
in program development, and to elicit worthwhile suggestions 
and ideas . 

r ,.. 
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State Level 

The findings and recommendations listed in this section havr 
taken from the Hea 1th Planning Council 's study enti t·1 ed Hom th 
Services Under Medicare and Medicaid: /1, CrHical 1Analys~ 
reader should consult the study for more detailed descriptioi and 
documentation of the findings that follow. 

Findings 

Problems in Administration 

l. Lack of Policy 

The State of Washington has not developed policies on the relatiye 
emphasis to be placed on the development, provision, or use of 

· various kinds of long-term care services. through tax .. supported 
health care programs. Likewise, no explicit policy or policies 
have been develo ped on the relative societal value or importance 
of maintaining people, particularly the elderly, at an ~cceptable 
level of functional ·independence in their own homes·. The l ack 
of policy interferes with decision-making, problem defin i tion 
and problem-solving, modifications of programs and spending 
priorities, and program evaluations. 

2. Lack of Planning 

The state has over-emphasized regulatory processes and under-
emphasized planning/policy development processes as means by 
which to improve health and health spending problems. Health 
planning at the state level has been given such low priority 
that the state's Comprehensive Health Planning office has been 
staffed by only three planners the past few years. 

3. Lack of Competent Administration 

The State's Medicaid program has not been adequately administered. 
fJeeded analytical data are not published or are not available. 
There appears to be little effort taken to identify Medicaid 
service delivery problems topically or geographically. The 
public has not been informed of studies undertaken (if any ) 
of program effectiveness. Although the Medicaid program is 
characterized by significant levels of spending and spending 
increases for institutional care, there has been no expansion 
in the kinds of. home health services eligible for reimbursement. 
Furthermore , no effort has been made to develop home health 
services in areas deficient in such services, such as thi s region. 
Few, if any, experimental projects in the field of long -term 
care have been designed or impl emented by the state despi :2 
permissive state and federa l law. No systematic procedurLs 
have been developed to monitor and analyze problems assoc •ted 
with patient placement - despite the fact that many patie , 3re 
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placed in 'inappropriate facilities. Finally, the state 
continues to pay millions each year for unnecessary and 
excessive institutional care but only a few thousand for needed 
but unavailable or under-used home health services. 

These problems have existed for roughly five years, despite the 
responsibility of certain legislative bodies to assure proper 
administration of the program. 

Problems in Resources 

1. Gross Under-Spending for Home Health Services 

In 1972 the state's Medicaid program should have spent between 
$1 and $10 million for home health services under Medicaid. 
Actual spending was less than $200 thousand, about one-fifth the 
minimum needed~ Such under-spending occurred despite the ability 
of home health services to substitute for inappropriate 
institutional care at considerable savings to both the state 
and patients. 

2. • Reimbursement by Fee Schedule 

The state reimburses home health agencies participating in Medicaid 
via a fee schedule that is not routinely revised (see Attachment 11). 
The use of such a uniform fee schedule discriminates against home 
health agencies because payments to hospitals and nursing homes 
are based on each facility's costs. All home health agencies, 
however, receive the same amount of money (via the fee schedule) 
regardless of their individual costs. Although the uniform fee 
schedule has helped control spending increases for home health 
services, no attempt has been made to use such a uniform schedule 
to reimburse hospitals or nursing homes, despite steady annual 
increases in paymer.ts to these types of facilities. The state has 
not waived or amended the fee schedule method of payment (though 
it could have done so) in areas of the state, such as Skagit 
County, where the unrealistic reimbursement level offered by 
the schedule has been the sole factor preventing the development 
of home health services for the Medicaid population. 

3. No Reimbursement for Needed Services 

Very few types of home health services are reimbursed by the 
state's Medicaid program. No expansion in the kinds of 
-services eligible for reimbursement has occurred despite 
the amount and rate of increase of spending for institutional 
care by the program. 

4. Payment Keyed to Number of Visits 

Health facilities are reimbursed primarily on the basis of a 
daily service charge. As a result, it is ~ossi~le to determine 
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the cost per day of care. Home health agencies, however, are paid 
by Medicaid a flat rate per visit. Such a payment method, coupled 
with Medicaid 1 s failure to collect length-of-stay data, 
prevents the establishment of cost per day figures that could 
be used to compare the efficiency of home care relative to other 
forms of care. As a result of the absence of such data, it is 
difficult to make needed administrative assessments of efficiencies, 
trade-offs, opportunity costs, and benefit package adequacy for 
home care vs. other (institutional) forms of care. 

Furthermore, keying payments to visits has a concentration effect 
on the agency's charge structure with the result that the service 
appears more expensive than it really is. The concentration effect 
enables careless or biased individuals to make inaccurate and 
misleading comparisons of home care charges per visit to institutional 
charges per d~. This type of erroneous comparison is then used 
to argue that home care is too expensive or too inefficient to 
be considered as a serious alternative to other modes of care. 

Problems in Service Delivery 

1. Excess Use of Nursing Homes 

Use of nursing homes in this region by Medicaid beneficiaries 
has been consistently and significantly higher than state averages 
for at least five years. Use of nursing homes by elderly Medicaid 
beneficiaries was 20 percent higher than the state average in 
1973. Use of nursing homes by all Medicaid beneficiaries was 
76 percent higher than the state average in 1973. In addition, 
rate of use of nursing homes by the state's elderly Medicaid 
beneficiary population has been increasing. In 1969, 24 percent 
of the Medicaid elderly were in nursing homes (8,672 patients) . 
Four years later, 34 percent were in nursing homes (10,890 patients). 

Recent efforts by the state to reclassify and transfer patients 
to more appropriate levels of care have often been thwarted by 
the absence of needed services (see Attachment 15). Locally, 
there is no evidence that the state has attempted to develop 
needed home health services . 

2 . Lack of Home Health Services 

Only one of the four counties in this region has a home care 
program that will serve Medicaid beneficiaries. In light of 
the problems already described, the absence of services is 
understandable. The absence of services constitutes de facto 
discrimination against beneficiaries here and illustrates the 
inability of current state funding mechanisms to stimulate the 
development of obviously needed services. 
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3. Fragmentation of Services 

Although professionals in the field of home care refer to the 
activities performed by homemakers and hea 1th aides by the 
combined title 11 homemaker/home heal th aide 11

, the state uses three 
different personnel classification and payment methods for these 
personnel. The state pays for home nursing and health aide 
services via a fee schedule. It provides homemaker services 
directly. It supplements cash grants of clients to enable the 
clients themselves to pay for chore (housekeeping) services. 
This mosaic of payment and service delivery methods fragments 
demand for and delivery Of very similar services. By providing 
homemaker services directly, for example, the state removes part 
of the po ten ti al market from a non-governmental community ag.ency 
that might otherwise be able to serve both Medicaid clients and 
the general community. By removing part of the community 
agency 1 s market, the s~ate contributes to and participates 
itself in reduced agency operating efficiency. 

Problems in Inter-Coordination 

l. Lack of Public Information 

The general public receives little information about spending and 
utilization patterns generated by Medicaid and even less ~eporting 
of the few intelligent analyses or studies that have been made of 
the program. Officials have, furthermore, made little attempt to 
familiarize the public with important problems and issues 
surrounding the state 1 s Medicaid program, such as those discussed 
in this document (see Attachment 16). Denied information about 
problems and issues, the electorate is unable to assess the 

•• quality of program functioning and unable to contribute toward 
the solution of the problems and issues. 

2. Lack of Public Accountability 

Hidden behind screens of mis-information and non-information, 
incompetent appointed and elected officials have been able to 
let significant, correctable human and economic problems fester 
and intensify for years with little more than a barely discernible 
whimper from cheated consumers and taxpayers. The accountability 
of the program to. the public has been and continues to be highly 
questionable, particularly in view of the size of the program 1 s 
tax-supported budget and the program 1 s impact on thousands of 
beneficiaries across the state. 
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Recommendations: State Level 

Recommendations on Administration 

l. With the advent of new federal health planning legislation, the 
State of Washington should develop an integrated health 
planning/policy development office and provide enough financial 
resources to enable the office to function effectively.· The 
State should review planning/policy development structure-function 
models used in other states and utilize . policy analysis resources 
at the University of Washington before establishing its 
planning/policy development office. These actions should be 
undertaken by the Executive branch of government with assistance 
and advice from the Legislative branch: 

Coupled with this activity should be a shift in priorities by 
both Legislative and Executive branches of government away from 
regulation toward policy development and implementation as a 
means of improving the delivery of health services in the state. 

2. The state should work in conjunction with health systems agencies 
to improve the availability of Title XIX data. Data on 
enrollment, utilization of services, and expenditures for services 
should be readily available and aggregated by health systems 
agency planning areas. Annual summaries should also be published. 

3. To improve the quality of program administration, the Legislature 
should require the Department of Social and Health Services to 
prepare and provide annual reports to relevant Legislative 
committees on patterns of enrollment, utilization, and expenditures 
by the State's Title XIX program. These reports should be required 
to identify areas of the State showing significantly higher per 
capita services' utilization rates and/or expenditures' rates. 
In addition, the annual reports should explicitly define problems 
existing with the Title XIX program and actions the Department 
intends to take over the year to eliminate the problems. The 
reports should also review actions taken during the preceding 
year to correct problems identified in the Department's previous 
annual report. The Legislature should confer with a variety 
of consumers, providers, and health planners to help define the 
kinds of information that should be provided by these annual 
reports. The reports should, of course, be made available to the 
public, particularly the press. 

4. The Department of Social and Health Services should develop 
and implement statewide methods to monitor and evaluate 
statistically the appropriateness with which Title XIX patients 
are placed into long ~term care facilities. The data generated . 
by this monitoring system should be used by DSHS and the 
Legislature to effect needed changes in Title XIX regulations, 
benefits, or administration. 
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Recommendations on Resources 

1. Forthcoming budgets for the Title XIX program should reflect 
shifts needed in the state's currently inappropriate spending 
patterns. In particular, much . more money should be allocated to 
home health services. Th~se sp~nding shifts should be proposed 
by the Executive branch. • 

2. DSHS should largely abolish its fee schedule method of payment 
of home health services and adopt a prospective payment system 
similar to that outlined under the Medicare program (seep. 88). 
Reimbursement for home health services should generally not be 
linked to the number of visits provided by an agency to a patient. 

3. Reimbursement should be extended to additional types of home 
health services. At a minimum, the same services eligtble for 
reimbursement under Medicare should be e.l igible for re·imbursement 
under Medicaid. Well-adult services provided by home health 
agency personnel to ben~ficiaries living in group quarters or 
multi-unit housing facilities should also be reimbursed'. The 
Department of Social and Health Services should initiate 
these modifications. 

Recommendations on Service Delivery 

1. DSHS should initiate experimental or innovative or research-
oriented projects related to the development of needed long-term 
care services, particularly home care. This region, because of 
the problems shown in this study, should be given priority for 

. inclusion in such projects. 

2. DSHS should continue to pursue and even augment its belated 
efforts to reduce the unnecessary and inappropriate institutional-
ization of Medicaid beneficiaries in long-term care facilities. 
Part of these efforts should be devoted toward the development 
of additional intermediate care facilities and the reduction of 
skilled nursing facilities. 

3. DSHS should take the initiative to help local areas develop 
needed home health services. Since additional personnel will be 
needed for these efforts, the Department's budget should respond 
to this need. The savings ~enerated by stronger home health 
programs will help pay for these new personnel. 

4. DSHS should cease the provison of homemaker services directly 
and switch to contractual arrangements with community agencies to 
provide these and similar services. The funding of homemaker, 
health aide and chore services should be unified and consolidated. 
DSHS should revise its homemaker/health aide/chore services 
personnel classifications and categorizations toward the recognition 
of a single category of worker, the homemaker/home health aide. 
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Recommendations on Inter-Coordination 

1. • The press and the media should expand their coverage of the 
perfonnance of th"e Medicaid program in order to improve the 
public's awareness of Medicaid's benefits and problems. In 
their reporting, the press and the media should interview 
consumers, providers, administrators, and planners relative to 
their viewpoints and concerns about Medicaid. The reporting 
should, ·among other things, (1) address the question of 
whether the program is improving or getting worse, and (2) 
help define and clarify the problems and issues raised by 
interviewees. 
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National Level 

The findings and recommendations on Medicare and Medicaid in this 
section have been taken from the Health Planning Council's study 
entitled Home Health Services Under Medicare and Medicaid : A 
Critical Analysis. The reader should consult the study for more 
detailed descriptions and documentation of the Medicare/Medicaid-related 
findings that follow. 

Findings 

A. Medicare 

Problems in Administration 

1. Inadequate Administrative Data 

Data needed for program analysis and program evaluation are 
not adequately available: 

- Data on utilization and expenditures by type of 
service are not available at the county level a.fter 
1969. 

- Othe r county data on enrollment take three years 
to return to the local level. 

Data appear uncoordinated; it is difficult or 
impossible to .link enrollment, utilization, and 
expenditures data together at the state or county 
level, particularly for home health services. 

These data problems, in addition to interfering with program 
evaluation nationally, will also interfere with some of the 
statutory obligations of health systems agencies under 
Section 1513 (a) and (b) of Public Law 93-641. 

The absence of adequate data raises serious questions about 
the overall quality of administration of the $10 bi'llion 
Medicare program. 

2. Discriminatory Conditions of Participation 

Un1ike any other provider participating in Medicare, home 
health agencies are required to perform an "overall evaluation 
of the agency's total program at ·1east once a year. 11 This 
requirement is made of home health agencies despite thei~ 
receipt of less than l percent of Medicare expenditu res each 
year. Institutional providers under Medicare are not 
required to perform such annual evaluations despite their 
receipt of over 70 percent of Medicare ' s expenditures each 
year. The existence of such program evaluation requirements 
only for home health agencies clearly discriminates against them . 
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3. Excess'i ve II Red Tape" 

The amount of paperwork required-of providers participating 
in Medicare i~ frequently criticized in the region. This 
paperwork confuses both beneficiaries and providers and has 
led at least one provider in this region to drop out of the 
program (see Attachment 17). 

Problems in Resources 

1. Amount and Rate of Spending for Institutional Care 

National spending patterns under Medicare have been characterized 
by (1) large proportions spent for institutional care and 
(2) steady increases in the amount of money spent for such 
care. Spending for home health services, however, has not 
only consistently fallen far short of levels necessary to 
meet minimum need for services, but has been characterized by 
virtually no increase in spending between 1968 and 1972, 
despite a growing elderly population, despite large unmet need 
for the services, and despite steady annual increases in 
spending for institutional care. 

Coupled with the demonstrated effectiveness of home health 
services in reducing hospitalization and resultant expenditures, 
historical Medicare spending patterns imply the existence Df 
considerab1e over~spending for institutional care, spending 

1 that could have been reduced by better use of the home care 
benefit of the program. 

2. Inadequate Spending for Home Health Services 

Spending for home health services under Medicare declined 
from 1 .2 percent of total spending in 1968 to 0.8 percent 
in 1972. Estimates of need for services in combination with 
estimates of likely spending per home health patient lead 
to the finding that Medicare should have spent between 
2 and 11 percent of its total expenditures for home health 
services in 1972. Actual spending for the services, 
0.8 percent of all spending, was only half the estimated 
spending needed to meet the minimum need for services 
among beneficiaries. 

3. Payment on the Basis of the "Lesser of Costs or Charges" 

Section ~33 of Public Law 92-603 amended Medicare law to 
the effect that reimbursement to hospitals, skilled nursing 
facilities, and home health agencies would be the lesser of 
(a) the reasonable cost of the services of (b) the customary 
charge for the service. 

This amendment has several adverse consequences. First, 
if an agency's- charges generate fewer revenues than the 

• 
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agency 1 s costs, the agency is forced to take a financial 
loss. Second, to protect against potential financial 
losses caused by the lesser of costs or charges policy, 
agencies must charge a fee high enough to compensate for 
predicted operating expenses as well as to provide a 
safety factor for inflation . As a result, ·patients may 
pay artificially high charges, and Medicare stands to benefit 
from agency charge structure maladjustments ~t the expense 
of the agency providing service. Since the size of the 
charge definitely decreases the willingness with which 
physicians will order home care, the lesser of costs or 
charges policy, but increasing agencies 1 charges, also 
serves to reduce the deli yery of services to persons v1ho 
would otherwise need or be able to use home care services. 
Thus, the policy results in the potential for (a) agency 
financial difficulty and (b) under-utilization of 
services by benefi~iaries. 

Payment on the Basis of Fee for Service 

Home health services provided under Medicare afe generally 
paid on the basis of fee for service, usually by average cost 
per visit. This payment method creates no incentives for 
increased efficiency of operation by providers of service 
since all reasonable costs are reimbursed (within the constraints 
of the lesser of costs or charges policy). 

Payment Keyed to Number of Visits 

Health facilities are reimbursed primarily on the basis of a 
daily service charge. As a result, it is possible to 
determine cost per day of care. Home health agencies, 
however, are paid by Medicare on the basis of average cost 
or charge per visit. Such a payment method, coupled with 
Medicare 1 s failure to collect length-of-stay data, prevents 
the establishment of cost per day figures that could be 
used to compare the efficiency of home care relative to 
other forms of care. As a result of the absence of such data, 
it is difficult to make needed administrative assessments 
of efficiencies, trade-offs, opportunity costs, and benefit 
package adequacy for home care vs. other (institutional) 
forms of care. 

Furthermore, keying payments to visits has a concentration 
effect on the agency 1 s charge structure with the result 
that the service appears more expensive than it really is. 
The concentration effect enables careless or biased individuals 
to make inaccurate and misleading comparisons of home care 
charges per visit to institutional charges per~. This 
type of erroneous comparison is then used to argue that home 
care is too expensive or too inefficient to be considered as 
a serious alternative to other modes of care. 
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6. Co-In~urance Required for Visits to Skilled Nursing Facility 
Patients 

Under Medicar·e•s Supplementary Medical Insurance program the 
patient was formerly required to pay a portion of the charges 
for home health services: "co-insurance." The requirement 
for co-insurance was eliminated in 1972 for all patients 
except thos~ SMI beneficiaries who receive home health services 
as patients in skilled nursing facilities . Requiring the 
institutional patient to pay co-ins~rance for services that 
would be free if provided at home discriminates against 
the institutional patient, particularly since the receipt 
of such services is probably necessitated by the absence 
of the services in the skilled nursing facility itself. 
Any savings to Medicare as a result of this unique 
co-insurance requirement are probably largely neutralized 
by the administratjve costs generated by the requirement. 

7. No Payment for Assessment Visits 

Despite paying for consumer-initiated visits to physicians 
and hospital outpatient departments for the assessment of 
possible health problems, consumer-initiated requests 
for a single assessment visit at home are not reimbursed 
by Medicare. Confronte.d by a request .for an assessment 
visit by a homebound beneficiary or the beneficiary's 
friend or relative, the home health agency must refuse to 
make the visit, make .the visit at its own expense, or • 
charge the person requesting the visit. If the beneficiary 
were able to visit a physician o·r outpatient department,. 
however; Medicare would pay for the assessment, regardless 
of the beneficiary's actual need .for care. Thus, Medicare 
discriminates against home hea.lth agencies by paying for 
all consumer-initiated requests for . health assessments 
except those performed by a home health agency. 

Problems in Service Delivery 

1. Inappropriate Statutory Orientation Toward Acute Illness 

Despite the prevalence of chronic conditions .among the elderly, 
Medicare is oriented primarily toward acute illness or acute 
episodes associated with chronic illness. This orientation 
mainly toward acute conditions represents an unbalanced approach 
toward the health needs of the elderly. The orientation is 
reflected in ·a number of ways relative to Medicare's home 
health benefits. 

a. Under Medicare's Health Insurance program beneficiaries 
must be hospitalized at least three days to establisr 
eligibility for home health services. Thus, home health 
services are accessible to HI beneficiaries only after an 
episode .of hospitalization. 

., 
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b. Patients who no longer require the more skilled types of 
home health services are no longer eligible to receive the 
less skilled types of home health services even though 
such services may be needed to consolidate or maintain the 
patient 1 s revocery from an acute episode. As a result of 
the failure to receive the less skilled (and less expensive) 
home health services, many patients regress to various states 
of incapacity and become patients in hospitals or nursing 
homes. Purchase of the needed services is out of the 
question for at least 25 percent of the elderly in this 
region because of their poverty status. 

c. Medicare provides no benefits for homemaker services 
despite the need for such services among beneficiaries and 
the ability of the serv,i ces to prevent or postpone 
institutionalization. The elderly beneficiary living a1one 
and afflicted by arthritis or other crippling diseases 
would be the kind of person who would be likely to need 
homemaker services, particularly during an acute illness, 
such as influenza. 

Medicare 1 s orientation toward acute illness to the exclusion 
of relatively inexpensive maintenance-of-health services results 
in unnecessary human misery and unnecessary expenditures for 
expensive institutional care. 

2. Arbitrary Determination of Eligibility 

The Medical Malpractice Commission found evidence that fiscal 
intermediaries frequently make arbitrary findings relative 
to the beneficiary 1 s eligibility for services. Arbitrariness 
in decisions involving eligibility, aside from being discriminatory, 
irritates providers of care, confuses beneficiaries, and creates 
disincentives for the ordering of services for persons in need. 

3. Under-Use of Home Health Services 

Analysis of national expenditures patterns reveals that spending 
for home health services is considerably lower than levels that 
would be necessary to meet even the most minimum estimates of 
need for services. 

4. Inadequate Mechanisms to Monitor Receipt of Care 

Despite spending ever larger amounts of Medicare funds for 
institutional care each year and despite manifest under-use of 
home health services by beneficiaries, Medicare administration 
has developed no method of monitoring the extent to which 
beneficiaries who need home health services actually receive 
them. Claims review procedures have been oriented in the past 
toward preventing over-use of services by beneficiaries receiving 
services, but no attempts have been made to identify the much 
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larger number of beneficiaries who needed services but never 
received them. As a result, the Medicare beneficiary population 
has been able to remain medically under-served (relative to 
home care) for years (see pp. 24-26). 

5. Reduced Availability of Services 

Nationally, the number of home health agencies participating 
in Medicare has declined from 2,346 in 1970 to 2,217 in 1972. 

Problems in Inter-Coordination 

l. Lack of Public Information 

The public is poorly informed about home health services benefits 
under Medicare and even less informed about program performance 
problems. 

2. Lack of Responsiveness 

Medicare has been characterized in the past by unresponsiveness 
to large unmet home health services needs among the elderly. 
Although some minor changes have begun to be made in Medicare's 
home health services benefits, Medicare must continue to be 
seen as unresponsive to these needs until significant increases 
in the availability, use, and funding of home health services 
occur. 

3. Lack of Public Accountability 

The existence of such problems as poor administr~tion, unbalanced 
spending patterns, restrictive benefits for chronic health 
conditions and subsequent health care needs, lack of public 
information, and lack of program responsiveness for at least a 
five year period suggest that both the Department of Health, 
Education, and Welfare and the Congressional bodies charged with 
overseeing the performance of the Medicare program have failed 
to be adequately accountable to the publi~ for their actions. 
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B. Medicaid, 

Problems in Administration 

1. Lack of Policy 

The federal government has failed to develop explicit guiding 
policies on the relative emphasis to be placed on the 
development, provision, or use of various kinds of-long-term 
care services through tax-supported· programs. Likewise, 
no policies have been developed on the relative societal 
value or importance of maintaining people, particularly the 
elderly, at an acceptable level of independence in their 
own homes. In addition to the absence of policy, manifest 
or de facto policies are inappropriate and detrimental to 
the interests of both taxpayers and health care consumers. 
Manifest policies, evidenced by national spending patterns, 
are obviously oriented toward the promotion and support of 
institutional forms of care at the expense of home health 
services. 

The absence of policy hinders program evaluation and 
modification, resource allocation and re-allocation, 
administrative evaluations of trade-off decisions, the 
definition and solution of problems, and the consistency 
and rationality of decision-making. 

Problems in Resources 

1. Gross Under-Spending for Home Health Services 

Despite substantial need for home health services among the 
Medicaid beneficiary population,·particularly the elderly, 
national Medicaid spending patterns. indicate that only a 
small fraction of the need for services is met each year by 
the program. 

Problems in Service Delivery 

1. Inadequate Federal Regulations 

Existing federal regulations are oriented toward assuring 
that state Medicaid programs 11 provide 11 required home health 
services 11 sufficient in amount, duration and scope to 
reasonably achieve their purposes,'1 but little guidance 
exists in either the regulations or case law to help define 
11 amount 11

, 
11 duration 11

, Jiscope 11
, or 11 purpose 11

• Without 
definition of these key terms it is virtually impossible 
to assess the adequacy of home health services 11 provided 11 

by state programs. 
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Several federal regulations require state programs to have 
uniform eligibility standards and service benefits across . 
all categories of benefiriaries, but loopholes in the 
regulations permit their circumvention. Even though 
beneficiaries may be entitled to receive home health services, 
the unavailability of services in many areas of the state 
and country results in many beneficiaries being deprived of 
access to the services. By offering to Q?j'_ for home health 
services uniformly, state programs technically conform to 
the regulations even though thousands of beneficiaries 
may have no access to services. 

Other federal regulations require home health agencies to 
qualify for Medicare certification. While it is laudable 
to have high standards for providers participating in the 
Medicaid program, the requirement for qualification as a 
Medicare provider prevents the reimbursement of small or 
newly-developed home health agencies that could provide 
services. As a result, the development of needed services 
is further hindered. 

2. Excess Use of Nursing Homes 

Excess use of nursing homes by Medicaid beneficiaries has 
been repeatedly documented. (See, for example, 11 Final 
Report, Survey of Title XIX Long Term Care Facilities and 
Patients'', Social and Rehabilitation Contract 72-68, a • 
study conducted across 15 states.) 

Problems in Inter-Coordination 

1. Lack of Public Information 

One would think that a multi-million dollar, tax-supported, 
public insurance program such as Medicaid would be subject 
to considerable review, consideration, and discussion by 
the people who ultimately have to foot the bill. Such is 
not the case. The general public receives little information 
about spending and utilization patt~rns generated by Medicaid 
and even less reporting of the few intelligent analyses 
or studies that have been made of the ptogram. The public 
·is, of course, acutely aware of inflation in health care 
costs and progressively higher taxes, but their frustration 
and annoyance are usually directed toward bums" 
instead of the policies, procedures, agencies, and officials 
really responsible for misspending and overspending. 

The public's ignorance of the real issues involving Medicaid 
is all the more remarkable in light of the amount of spending 
and the human and economic waste that currently characterize 
the program. Without timely, accurate, and relevant 
information, the public is prevented from making or influencing 

I 
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or coritributing to the informed decision-making that should 
characterize our society's democratic processes. Individual 
curiosity is successfully and easily thwarted by the confusing 
and increasingly complex bureaucratic machinery surrounding 
the administration and implementation of the program. 

2. Lack of Public Accountability 

The existence of the problems identified in this document 
for at least a five year period suggests that both the 
Department of Health, Education, and Welfare and the 
Congressional bodies charged with overseeing the performance 
of the Medicaid program have failed to be adequately 
accountable to the public for their actions. 

C. CHAMPUS (Civilian Health and Medical Pro ram of the Uniformed 
Services 

Problems in Administration 

1. Inadequate Administrative Data 

Attachment 18 shows correspondence that attempted to elicit 
basic administrative data from the CHAMPUS program. The 
correspondence shows that many kinds of data are simply 
not available from the program, particularly at a sub-national 
level. National data do show that spendinq under the 
program jumped 124 percent from FY 1969 to FY 1973 (about 
30 percent per year) despite an increase in the beneficiary 
population of only lQ_ percent in the same period. 

Problems in Inter-Coordination 

l. Lack of Public Accountability 

The lack of basic administrative data, coupled with the 
program's $478 million price tag in FY 1973 and the high 
rate of spending increase, raises serious questions about 
the adequacy with which the CHAMPUS program has administered 
several billions in tax funds over the past few years. 

2. L'ack of Planning Coordination 

The absence of data at sub-national levels interferes with 
health planning activities in those regions, such as this 
region, which contain significant numbers of CHAMPUS 
beneficiaries. CHAMPUS, like most other federal programs, 
has made no attempt to coordinate its obviously limited 
data activities with health planning agencies, most of which 
are also federally funded. 
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3. Lack of Public Information 

The CHAMPUS beneficiary's benefit booklet, confusing and 
complicated, is mute evidence of the complexity of the 
CHAMPUS program. The reader is challenged to determine 
from the booklet the kinds of home health services eligible 
for reimbursement, the conditions under which the services 
may be provided, and the extent to which the program will 
pay ·for the services. See Attachment 19. 

D. Indian Health Service 

Problems in Administration 

l .. Inadequate Admi ni strati ve Data 

An att~mpt to secure data on the use of home health services 
(and other services) under the Indian Health Services failed 
because data are neither adequately nor readily available 
(see Attachmer.t 20). Only some of the relatively 
routine data that were requested were provided -- at 
"the diversion of considerable effort 11

• Are data monitoring 
activities of the Indian Health Services adequate in light 
of their $32 million budget in fiscal 1973? 

E. Federally-Funded Health and Insurance Programs 

The consistent finding of data deficiencies in the Medicare, · 
Medicaid, CHAMPUS, and Indian ~ealth Services programs warrants 
a short but separate discussion in light of recent Congressional 
initiatives ·and data mandates relative to an expanded nationwide 
program of health planning, the likelihood of passage of national 
health insurance legislation in the riear future, the multi-billion 
dollar magnitude of federal health spending, and the rapid rate 
of increase in federal health spending in recent years. The 
existing deficiencies in rather routine and ordinary administrative 
data and the lack of congruence and coordination of data collection 
and distribution activities among federal health spending programs 
are very serious shortcomings that were uncovered as a by-product 
of this project. 

There are at least three fundamental kinds of data needed for 
purposes of management and analysis of health programs: the 
number of people enrolled or eligible or 11 targeted 11 for care, 
the patterns of health services utilization generated by these 
people, and the expenditures generated by use of the services. 
The absence of any one of these three fundamental pieces of 
information will pr.event intelligent management and analysis 
of a program. The availability of these data permits the 
identification of trends and problems and helps pinpoint the 
causes of changes in program expenditures. • 

Since patterns of health care very consideraly from area 
to area, it .is important that enrollment, utilization, a~d 
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expenditure data be available for relatively small gee-political 
areas. In rural areas such as this, data by county are usually 
sufficient. The availability of enrollment, utilization, and 
expenditure data ·by county for various kinds of health care 
programs enables health planners to identify and analyze 
patterns and pinpoint problems. 

Without these dita, planners at the local level are immediately 
and severaly restricted in their ability to generate accurate 
analyses and projections. Gaps in data availability also 
introduce the possibility, if not probability, that incredibly 
expensive programs are not adequately administered. The public, 
perforce uninformed of key patterns and trends in tax spending 
for health, is subsequently prevented from making informed 
choices. 

Thus, ,data problems serve both internally and externally to 
prevent intelligent program evaluation and modifica'tion. As 
a result, large programs appear monolithic and, in their inexorable 
inertia, unresponsive or unaware of real but often inarticulately 
expressed unment needs. And so in the inflationary present 
day, 10 years after the beginning of Medicare and Medicaid, it's 
not too surprising to find that home care is struggling harder 
than ever simply to survive, let alone flourish, because the 
program evaluations that would lead .to the conclusion that home 
care must be strengthened have obviously not been done: the 
data needed for such ~valuations are just barely available. 
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Recommendations: National Level 

A. Medicare 

Recommendations on Administration 

l. Si gni fi cant _efforts should be made by the Social S·ecurity 
Administration to upgrade the quality and timeliness· of 
its ·planning and administrative data. For example, annual 
cost reports for home health agenci~s should require provision 
of length of stay data. In-the-field health planners should 
be called upon to assist Social Security in these efforts. 

• See also Recommendation E.l., p. 94. 

2.· Discriminatory Conditions of Participation that apply only 
to home health agencies, i.e., the requirement for annual 
program evaluation ., should be eliminated or else uniformly 
applied to all providers participating in•Medicare. DHEW 
should initiate this revision. 

3. The Social Security Administration should undertake a 
thorough review of the numerous administrative forms· 
used in the Medicare program with a view toward eliminating 
unnecessary forms and/or data requirements and simplifying 
or shortening remaining forms, particularly those forms 
used by consumers, The advice of consumers and providers 
outside the Social Security Administration should be 
used in conducting this review. 

4. Because the 1973 "Survey of Title XIX Long-Term Care· Facilities 
and Pati'ents 11 (SRS Contract 72-68) found that there is 
virtually no difference between Medicare and Medicaid patients 
in long-term care facilities, DHEW should perform a study of 
the feasibility of integrating skilled nursing benefits 
under either Medicare or Medicaid. Such integration would 
greatly reduce the red tape and inefficiencies now present 
in the dual but overlapping benefit structures. 

5. The Health Insurance Benefits Advisory Council should monitor 
indicators of the availability, use, and .funding of home 
health services under Medicare. After a reasonable period 
of time, the Advisory Council should adopt additional 
recommendations on home health services benefits under 
Medicare in the event the indicators reveal that ·improvements 
are not accurring, 

The Advisory Council should consider augmenting its September 1974 
recommendations· on home health services in the event the Co.uncil 
finds the problems discussed in this Guide to be valid, 
significant, and uncorrected. · 

I 
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6. To improve administrative ability to make appropriate 
modifications in Medicare, action should be taken by each 
(multi-state) regional office of the Social Security 
Administration to publicize the experimental reimbursement 
and serve delivery projects authorized by Public Law 92-603, 
particularly in DHrn Region X. If necessary, quotas should 
be established for each regional office relative to the 
generation of experimental projects. Increased personnel 
and financial resources should be allocated to this 
initiative, particularly for the purpose of provision of 
technical and financial assistance to potential grantees. 
Financial assistance could be used by potential grantees to 
hire grant writers and pay for other project development 
costs. These projects could provide a wealth of useful 
information on alternative methods of reimbursing or 
providing health services under Medicare. 

7. Because of the manifest under-utilization of home health 
services under Medicare at the present time, the Social 
Security Administration should establish methods of monitoring 
the adequacy of delivery of home health services. Each 
multi-state regional Social Security office should file an 
annual report describing problems identified by the 
monitoring methods and actions taken to eliminate the 
problems. These reports will help identify common 
problems across the nation and thereby serve to improve 
administrative efforts to modify the program appropriately. 

i • Recommendations on Resources 

l. Medicare should change its method of payment of home care 
services to a prospective system with retrospective, fee 
for service, payment methods used only as an exception. 
The prospective system should certify the need for home 
care for a set minimum period, say 30 days, and pay a 
flat rate per period of care. The prospective payment 
system should not be linked to·numbers of visits provided 
to patients. Intermediaries should provide or deny 
certification of need for care prior to delivery Of care. 
In the event certification is denied, both patients a~d home 
health agencies should be furnished with a written 
justification. The patient 1 s copy should describe actions 
that can be taken to appeal the decision. 

The payment method should be subject to flexibility from 
area to area in order to respond to unique characteristics 
or problems present. For example, if an agency provides a 
sufficient volume of care such that patients are categorized 
by level of intensity of care, the payment system should pay 
different rates according to level of care provided. Such a 
payment system is routine for the reimbursement of inpatient 
hospital services. 
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2. The Health Insurance Benefits Advisory Council should -review 
the impact of Section 233 of Public Law 92-603 on the 
availability .and use of home health services. If the 
positive impacts of the section appear to be outweighed 
by the negative impacts, the Advisory Council should make 
recommendations that will correct the problems identified. 

3. Co-insurance requirements for home health agency visits to 
patients in skilled nursing facilities should be eliminated. 
The Department of Health, Education, and Welfare should 
initiate the actions necessary to accomplish this change. 

4. Assessment visits by home health agencies should be reimbursable, 
just as they are reimbursable now for other providers of 
care. The Department of Health, Education, and Welfare 
should initiate the actions necessary to accomplish this 
change. 

Recommendations on Service Delivery 

1. Under the HI Program, the three-day prior hospital stay 
required to establish eligibility for home health services 
should be eliminated or modified in such a way that if 
prior hospital stay is still required, there is no minimum 
set on the duration of hospitalization needed for establishment 
of eligibility for home care. These actions should be taken 
by Congress. 

2. Federal law and relevant regulations should be changed to 
permit the provision of homemaker/home health aide services 
to beneficiaries without the requirement that skilled 
services also be needed on an intermittent basis. 

To rectify the mis-orientation of Medicare toward only the 
acute recovering patient, home health services, particularly 
those provided by the homemaker/home health aide, should be 
made eligible for reimbursement when provided to stabilized 
patients who need assistance with personal care and the 
activities of daily living. 

These changes should be initiated by Congress. 

3. The Department of Health, Education, and Welfare should continue 
its recent efforts to assure that beneficiaries will not be 
subject to arbitrary decisions by fiscal intermediaries 
relative to their eligibility for home health services. 

4. In order to improve the extent to which hospital patients 
are screened for eligibility for home care services, DHEW 
should develop regulations as part of the Conditions, of 
Participation for hospitals and skilled nursing facilities 
to require that: 
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a. each participating facility will develop procedures 
and criteria for the screening of Medicare patients 
relative to their suitability to receive home health 
service~ or care in a skilled nursing facility following 
discharge. The criteria should be uniform within each 
PSRO review area or within each area served by a Health 
Systems Agency. All Medicare patients should be screened. 

b. Each participating facility will define in writing 
the procedures and criteria to be used to screen 
Medicare patients for their suitability to receive home 
health services. 

c. Each participating facility will use a multi-disciplinary 
team of health professionals to screen patient need 
for home health services. 

Additional personnel costs incurred by the facility as 
a result of these requirements should be reimbursable as 
legitimate Medicare-related costs. 

Attachment 13 shows a sample screening protocol developed. 
by the Kaiser-Permanente program in Portland, Oregon. 

6. With the advent of prospective payment methods for home health 
serivces, mechanisms should be developed by the Social 
Security Administration to assure that too few services are 
not provided to beneficiaries who receive services .. 

Recommendations on Inter-Coordinatio"n 

l. The Health Insurance Benefits Advisory Council should play 
more of a wat.chdog role in monitoring the quality of 
administration of Medicare. If such a role is not appropriate 
for the Advisory Council, the Council should review other 
methods of improving the public accountability of the 
program and recommend accordingly. 

2. The DHEW should make annual, layman~oriented reports on the 
functioning of the Medicare program. These reports should 
analyze program performance in terms the.general public can 
understand. The reports should show changes in the use of 
services, particularly home health services, and spending 
patterns. The reports should provide some interpretation 
of the d~ta presented, including a description of manifest 
problems. These reports should be available, free of charge, 
at local Social Security offices. 

3. The press and the media should expand their coverage of 
the performance of the Medicate program in order to Jmprove 
the public's awareness of Medicare's benefits and problems. 
In their reporting, the press and the media should interview 
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consu~ers, providers, ~dministratots, and planners relative 
to their viewpoints and concerns about Medicare. The 
reporting should, among other things, (l) address the question 
of whether th~ program is improving or getting worse, and 
(2) help define and clarify the problems and issues raised by 
interviewees. 

B. Medicaid 

Recommendation~ on Administration 

1. Because of the manifest under-use of the home health service 
benefit under Medicaid across the country, the Health 
Insurance Benefits Advisory Council should monitor indicators 
of the availability, use, and funding of home health services 
under Medicaid. After a reasonable length of time, the 
Advisory Council should adopt additional recommendations 
on home health services benefits under Medicaid in the event 
the indicators reveal that improvements are not occurring. 

The Advisory Council should consider augmenting its 
September 1974 recommendations on home health services in-
the event the Council finds the problems discussed in this 
Guide valid, significant, and uncorrected. 

2. To improve administrative ability to make appropriate 
modifications in Medicaid, action should be taken by each 
(multi-state) regional office of the Social and Rehabilitation 

• Service to publicize the experimental reimbursement and 
service delivery projects author~zed by Public Law 92-603, 
particularly in DHEW Region X. If necessary, quotas should 
be established for each regional .office relative to the -
generation of experimental projects. Increased personnel 
and financial resources should be allocated to this 
initiative, particularly for the purpose of provision of 
technical and financial assistance to potential grantees. 
Financial assistance could be used by potential grantees 
to hire grant writers and pay for other project development 
costs. These projects could provide a wealth of useful 
information on alternative methods of reimbursing or providing 
health services under Medicaid. 

3. Because of the manifest under-utilization of .home health 
services under Medicaid at the present time, the Social 
and Rehabilitation Service should establish methods of 
monitoring the adequacy of delivery of home health services. 
Each multi-state regional SRS office should file an annual 
report describtng problems identified by the monitoring . 
methods and actions taken to eliminate the problems. These 
reports will help identify common problems across the nation 
and thereby serve to improve administrative efforts to modify 
the program appropriately. 

.._/ 
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Recommendations on Resources 

l. In light of national spending patterns under Medicaid, 
federal regulations should be amended to require states to 
reimburse a broader range of home health services under 
Medicaid. At a minimum, states should reimburse the same 
kinds of home health services under Medicaid as Medicare. 
These modifications should be initiated by the Congress. 

Recommendations on Service D.elivery 

l. Federal regulations and associated deficiencies discussed in 
this Guide (pp. 82-83) shpuld be reviewed and amended, to 
the extent possible, to eliminate the deficiencies. This 
review and modification should be initiated by DHEW. 
Regulations which require home health agencies to qualify fo·r 
Medicare certification in order to parti£ipate in Medicaid 
should be eliminat~d. This modificition should also be 
proposed by DHEW. 

2. In order to improve the extent to which hospital patients 
are screened for eligibility for home care services, DHEW 
should develop regulations for hospitals and skilled 
nursing facilities to require that: 

a. Each participatinq facility ~ill develop procedures 
and criteria for the screening of Medicaid patients 
relative to their suitability to receive home health 

~services or care in a skilled nursing facility following 
discharge. The criteria should be uniform within each 
PSRO review area or within each area served by a Health 
Systems Agency. All Medicaid patient should be screened. 

b. Each participating facility will define in writing the 
·procedures and criteria to be used to screen Medicaid 
' patients for their suitability to receive home health 
services. 

c. Each participating facility will use a multi-disciplinary 
team of health professionals to screen patient need for 
home health services. 

Additional personnel costs incurred by the hospital as a result 
of these requirements should be reimbursable as legitimate 
Medicaid-related costs. 

Attachment 13 shows a sample screening protocol developed 
by the Kaiser-Permanente program in Portland, Oregon. 

Recommendations on Inter-Coordination 

l. The Health Insurance Benefits Advisory Council should play 
more of a watchdog role in monitoring the _quality of 
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admin{stration of Medicaid. If such a role is not appropriate 
for the Advisory Council, th e Council should review other 
methods of improving the public accountability of the program 
and recommend accordingly. • 

2. The DHnJ should make annual, layman-oriented reports on 
the functioning of the Medicaid program. These reports 
should analyze program performance in terms the general public 
can understand. The reports should show changes in the use 
uf services, particularly home health services, and spending 
patterns. The reports should provide some interpretation of 
the data presented, including a description of manifest 
problems . These reports should be available, free of 
charge, at local Social Security off-ices. 

C. CHAMPUS (Civilian Health and Medical Pro ram of the Uniformed -
Services 

Recommendations on Administration 

l. See Recommendations E. l., p. 94. 

2. An independent consultant should be hired by a federal 
contractor other than the Department of Defense to evaluate 
the CHAMPUS program and recommend changes that should be • 
made in the program over the next 10 years. The consu ltant 
should review relevant laws ·and administrative practices, 
payment methods and resource constraints, serve benefits 
and eligibility requirements, and inter-coordination 
activities currently in effect with a viev, toward identifying 
changes needed to modernize and simplify the program in ways 
appropriate to character istics of the projected beneficiary 
population of the future. Appropriate Congressional bodies 
should -review the findings of the study and assure that 
necessary and appropriate program changes are made. 

Recommendations on Inter-Coordination 

l. Congressional bodies charged with overseeing the performance . 
of the CH AMPUS program should require the Department of 'Defense 
to prepare annual reports on CHAMPUS program performance 
similar to the reports discussed under Recommendation 2 on 
p. 90. These reports should be available to the public on 
request. 

2. The beneficiary booklet distributed by the Washington 
Physicians Service should be reviewed by a panel composed in 
part of CHAMPUS beneficiaries with a view toward clarifying 
and simplifying the booklet's -descriptions of benefits. 
Since p-roblems of clarity and intelligibility that currently 
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' ...__, detract from the effectiveness of the booklet are largely 

due to structural/functional problems of the CHAMPUS 
program itself, the review panel should also identify the 
most troublesome structure/fuction program problems that 
prevent needed simplification and clarification of descriptions 
of benefits and provedures in the booklet. Having identified 
the most salient such problems, the review panel should make 
recommendations on the program changes that should be made 
to reduce the problems. This type of review should be 
funded in this state and several other states by the 
Department of Defense. The results of such reviews will 
provide grassroots-based information that should be used to 
supplement the findings of the national study recommended 
on p. 93. 

D. Indian Health Service 

Recommendations on Administration 

l. See Recommendation E. l. below. 

E. Federally-Funded Health and Insurance Programs 

Recommendations on Administration 

l. The Department of Health, Education, and Welfare should 
organize a task force to review national data systems of 
Medicare, Medicaid, CHAMPUS, the Indian Health Service, 
and other relevant programs. The review should focus on 
identifying the actions needed to develop adequate, appropriate, 
uniform, and coordinated data systems among the programs. 
In light of the data and analytical requirements of 
P.L. 93-641 and the obvious impact federal health and 
insurance programs have on eligible populations at the 
regional hea"lth planning level, the advice, assistance, and 
participation of professional health planners should be 
solicited by the task force in its review. 

2. The Cooperative Health Statistics System should add a new 
component on health expenditures. The continued absence of 
this component from the currently proposed set of seven 
components will seriously interfere with administrative 
assessments of cost-effectiveness, benefit-cost ratios, 
patterns of spending, and program efficiencies. Such an 
expenditure component would not only assist future health 
planning activities under Public Law 93-641 but also 
promote the public accountability of federal programs. 
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F. Political 'Parties and Candidates for Elective Office 

Because of the magnitude, diversity, and national prevalence of 
the problems identifed in this Guide, political parties and 
candidates for elective office should consider making the 
improvement of home health services a priority .health-related 
campaign issue. 
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July 7, 1975 

Ms. Sara F. Hackler, Coordinator 
Home Health Aide Program 
315 Halleck Street 
Bellingham, Washington 98225 

Dear Ms. Hackler: 

Thank you for your letter and the information describing the Home Health Aide 
Program. It is a program which is serving individuals who o therwise might be 
forgotten. 

One of our original goals when establishing CETA positions was to place them in 
programs which would help individuals stay.at home rather than having to be 
placed in nu:csing facilities. Sadly, this objective has been met in only a few 
areas of the state. The Horne Health Aide Program is one that is working toward 
this goal. 

As you know, most Title II CETA positions have had to be either phased out or. 
moved to Title VI. The Home Health Aide Program positions have been moved to 
Title VI. This should not make any difference in your operation of the pro-
gram. You have undoubtedly been informed by now that your positions will be 
maintained until at least September 30. However, because of the need that 
your program fills in the community and because of the quality of the serv.ice 
provided, I can assure you that your positions will be funded through CETA un-
til the end of our grant, June 30, 1976. I hope that through this you can con-
tinue to provide the service to the many persons in need of it. 

LMT/bjb 

cc: Eudora Peters 
Dwight Wood 
Cloyd CB1!1pbell 
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May 5, 1975 

CETA Program 

Dear Mrs. Hackler: 

This Program is a Godsend to th~ elderly. It supplies a great need. 
It looked as if Mrs. B. W. who is just home from the hospital and 
Mrs. M. H. who is blind might have to go to a rest home. Mrs. W's 
savings were simply eaten up by her stay in the hospital. 

Neither of these people could live alone but together with a little· 
help they can manage . 

If possible it is far better for the elderly to remain in their own 
homes where they are much happier. I think it is also much ·less 
expensive and better management for the government than for paying 
for two in a rest home. 

With this girl coming twice a week and also being able to get a meal 
three times a week from Lincoln Square, their need will be met. They 
are two very happy people. • 

When I see the good that this Program is accomplishing I am very 
grateful for it. It's one Government Program that I can whole 
heartedly support and I fervently hope it will be continued. 

These people are thrify and independent and woul dn I t ask for help 
un·lessit was vitally necessary. 

1hank you with all my heart. 

Sincerely, 

/sf 

Mrs. Phoebe B. Townley 
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Dear Mrs. Hackler, 

ATTACHMENT l 

Bellingham, Washington 
June 2, 1975 

I just want you to know what it has meant to us that you were able to 
send us help when you did through CETA. 

I had been trying for over a year to hire a responsible person, 
housekeeper or nurse, to help me care for my husband who has been 
bedfast for over a year, but no help was to be had. 

I was getting so tired I was afraid I 1d be unable to continue the rigid 
routine and that he 1 d have to be placed in a nursing home. 

Since Cheryl has been coming I 1 ve been able to do necessary shopping, 
get jobs done that wouldn 1 t wait any longer and most of all I 1m getting 
some rest. 

I was scheduled for a series of x-rays when my husband became ill. Now 
I hope to get these x-rays taken. 

We both want you to know we are very pleased with Cheryl. Her attitude 
and her work is most commendable. 

Sincerely, 

/s/ 

Judith Christofferson 
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June 24, 1975 

Dear Sara, 

The Home Health Care Aide Program has truly been a blessing for all 
involved. Already there have been many lives deeply touched in the 
short two months that the program has existed. 

There is a family in which the husband, who is 91 years old, has been 
bedridden with heart congestion for the past year. His wife is 
totally devoted to him and answers his every need. But after a year 
of caring for him, she is worn out. Before this program started, 
she had fears that she might have to send him to a nursing home. Now, 
with help two times a week, she can leave the home and her husband 
in the hands of another - she can relax and be with other people. 
And she certainly does look and feel better now. She has said many 
times that the program has been a real lifesaver for her and her 
husband. 

There is another family in which the wife is a paraplegic. She has 
been .bedridden for the past 18 years, and it had been several years 
since she had seen a doctor. Since the program started, a doctor has 
been to see her, she has been given a bed bath twice a week, her 
pressure sores (one covered her entire left buttock) are starting to 
heal, her hair has been shampooed weekly. She is now given the personal 
care her husband is not able to give her. And they both enjoy an· evening 
meal which offers a change from the husband's quick, but not so nutritious 
cooking. 

There are two ladies who have lived together for the past 18 years. 
One has been blind the last 20 years and the other is now suffering 
from terminal cancer. The lady who is blind is 85 years old and a 
very proud and determined woman. She loves her home and moving to a 
nursing home would be detrimental to h~r fine spirit. The other lady 
is 83 years old and is very much at peace when she's in her home. 
This is where she wants to be during the last few months of her life. 
These ladies are able to remain in their home with the help of a Home 
Care Aide. Because of this program they can stay at home and yet be 
assured of a clean home, clean clothes, clean haif and bodies, groceries 
in their cupboards, food cooked up for their dinner - all the chores 
they have done for years and years but now must rely on others to do 
for them. How joyous it is that there is a program that gives them 
that help. 

And there is a lady who is an alcoholic. She is divorced and somewhat 
abandoned from her family. She is a very lonely woman. Because of 
this program, she is given at least two good meals a week, her laundry 
is done, and her hair and body- washed. In her case, maybe t~e most 
important thing of all is that there is now someone she can play the 
piano for. And how she does play! 
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There are manj others who have been helped. Sometimes older folks 
are forgotten about in these times. No longer do they move in with 
their children and beco~e a part of their children's family. And 
even though the children may visit and keep in touch, they are 
oftentimes too busy with their own lives to care for their folks. 
So where do the elderly turn when they find they con no longer do 
the chores that need be done - to a nursing home - where everything 
is new, strange and oddly institutionalized. At an older age, that 
is quite an adjustment to make. An adjustment that might take a lot 
of life out of them. With the Home Health Care Aide Program, they can 
remain in their familiar setting, enjoying the peace and tranquility 
that only their home can offer. 

Sincerely, 

/sf 

Cheryl Kellerman 
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Home Health Aide Program 
Whatcom County Opportunity Council 
Senior Citizens 
Bellingham, WA 98225 

l 01 

I have been asked to record some of the experiences which I have had, 
as well as some of the cases I have covered during the past two months 
of this -program. First of all, I would like to introduce myself. I 
am one of four women working as an aide in this program, along with our 
supervisor, Ms. Sara Hackler. I am the only one without some previous 
medical training or experience. My training is in education and 
particularly working with handicapped children. 

We work with several families who have a handicapped child, cerebral 
palsy being the main affliction. All of these families have other 
children besides, and we were called in to give the mothers in these 
situations a time to be away from the home and pursue business and· 
social matters with the peace of mind in knowing they had left their 
children in the care of a trained professional. These mothers have been 
under particular strain in their various family situations, and could be 
placed in the situat ion of_ venting their anger and frustrations upon their 
children. By coming into the home and giving them some time to themselves, 
helping with some household chores, and running errands for them, ·we have • 
taken much pressure from their shoulders and allowed them a breathing 
space and some rejuvenation. 

Specific situations include a woman with two children, one with cerebral 
palsy, whose husband has left her with total responsibility for the 
children as well as the property. She is scheduled for uterine surgery 
soon and is trying to f"ind foster care for her son (with cerebral palsy) 
during her surgery and recuperation time. She is under much pressure 
at this time and vitally needs some time to herself to take care of the 
many business matters facing her right now. I visit her two afternoons 
a week for four hours each, and during this time she has taken care of 
personal and business matters. I take her son to .therapy sessions and 
have been taught some exercises to do with him by the therapist. 

Another mother has a one and a half year old son with cerebral palsy 
as well as two older sons. She is with the children constantly and 
greatly needs som~ time to herself. I also visit her two afternoons 
a week for four hours each, giving her some time to run errands and 
take care of family business. I do some simple household chores for 
her also, which gives her some respite from the daily grind. There are 
other families in similar situations where the mother is given some 
respite from family obligations. I have worked with the Occupational 
Therapist with these children and do some therapy exercises with them 
at home when I am there. 

I 
I I . 
1 
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Besides the children I take care of, I also visit several senior 
citizens in U1e community. One woman has bone cancer and has been 
taken care of by her husband for about a year. They are both in their 
seventies an~ he was getting tired and somewhat bitter in his position 
as full-time partner and nurse. I visit them two mornings a week 
and help her with her bath and personal care, some~hing her husband 
would be very uncomfortable doing. 

I see two different households where the residents are 90 years old 
(and above) and still trying to maintain their own homes. They have 
done (in both cases I'm connected with) very nice jobs of maintaining 
their own apartments, but they are expending a maximum of energy merely 
providing for their living necessities. With our visits, we are able 
to help them do a more thorough job of keeping their living quarters 
up to sanitary standards,and also take them out of the house for errands 
and social calls. Our visits are keeping many of these people out of 
costly nursing homes as well as preserving some sense of dignity 
and self-sufficiency for our elderly cit·izen-s. 

All four of us have been visiting one elderly lady who was seriously 
ill but refused to stay in the hospital. We helped her through some 
very. critical stages and she is now recovering somewhat and becoming 
self-sufficient again. If she had been forced to go to a nursing home, 
she quite possibly may have given up and died, but she remained in her 
own home and fought back to continue living. 

One particular case bears mentioning here to point out the help we can 
give persons \IJho are temporarily afflicted with some disability. This 
man had been injured in a ski accident and had broken both arms. He 
was sent home from the hospital with both arms in a cast which covered 
the entire trunk and made movement of arms and hands impossible. We 
went in every morning and bathed him, fed him breakfast, and did his 
immediate cleaning chores. He was quite helpless for three weeks and 
would not have been able to afford private help. In fact, our services 
are provided free-of-charge to all of our patients, who are from low-
income situations where private help is an ·impossibility. Without our . 
help, these people would have had to change their situations drastically. 

A Home Health Aide Program can do these things I have mentioned and much 
more. All of our patients were found in the community in ·only two months 
of service of the program. There are most certainly many more cases like 
'them who have yet to be discovered or recommended to the program. These 
people will suffer without the home health aide service, but certainly 
not as much as those who have already been initiated into our service 
and have now come to depend on us for help and relief. 

A program such as this is a vital comnunity service that Whatcom County 
can be proud of. That it is possible that it will be discontinued 
is almost unspeakable, but yet exists. I hope that this brief report 
gives some idea of the type of thing we are doing for people in the 
community and points out the basic service such a program can provide 
to all kinds of people. 

/sf 
Diana L. Gay 
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REPORTED SAVINGS ON HOSPITAL COSTS 'FrlROUGH HOME CARE 

Selected Studies 

This paper summarizes data on savings in hospital costs resulting 
from early discharge to home health care as reported in selected studies 
in New York State and elsewhere. Various other reports now available 
could have been included, but the number has been restricted in the 
interests of brevity. 

Studies selected represent programs at three levels -- statewide, 
metropolitan area, a single community hospital. Also included are two 
studies related to a single disability -- 1) care at home of patients in 
traction, and 2) home care of children with hemophilia. 

Figures are given below which summarize savings in hospital days 
and hospital costs reported in these studies. Later tables give source 
references and additional breakdown data. 

REPORTED HOME CARE SAVINGS 

Study Report 

Visiting Nursing Service, Denver, 1971 
Hemophiliac Children, McGill Univ, 1972 
Blue Cross, Philadelphia, 1963-71 
St. Luke's Hospital, Denver, 1970 
Blue Cross, Connecticut, 1970-72 
P~tients in Traction, Rochest~r, 1973 
Blue Cross, Michigan, 1961-70 

Hospital 
Days Saved 

Per Patient 

15.6 
70.2 
12.9 
14.0 
21.6 
49.8 
14.7 

1) Figures are net savings -- costs of home care de-
ducted from estimated savings in hospital costs. 

Net 
Saving s 

Per Patient1) 

$1,170 
4,477 

330 
850 

2,175 
4,590 

562 

A number of comments are in order with reference to the above figur es 

First, reported hospital days saved in the Philadelphia, Connectic ut, 
Denver VNA, and Michigan studies are based on estimates made by attending 
physicians. Figures in 4 of the 5 studies fall within a relatively narrov, 
range of 12.9 to 15.6 days saved. Such a result involving hundreds of 
physicians and thousands of patients in so many parts of the country 

Prepared by Edward G. Lindsey, Director of Health Services, State 
Communiti es Aid Association, New York, New York. 

-..._/ 
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strongly supports th~ validity of the data even though an element of 
s ubjective judgment is involved . (See Table V for explanatory comment 
on the higher ConnP.c:ticut figures) . 

Second , data in the St. Luke's and McGill University reports are 
based on care.fully designed control studies. Savings reported are based 
on objective data comparing selected groups receiving hospital care only, 
and groups receiving hospital plus home health services . 

Thi.rd , the substantial reductions in hospi.tal stays reported in the 
hemophiliac and traction case studies add an important dimension to the 
cost eff'ectiveness potential of home care. The number of such patients 
in the population, of course , is relatively small. However, in view of 
the very high dollar savings , there is strong indication that earlier 
discharge to home care for these and other special disability groups --
post-surgical, pediatric, coronary, pulmonary, to name a few -- could 
add up to an impressive cost reduction . 

Fourth, taken together these studies present a stroBg weight of 
evidence that home care can make significant savings in ,hospital days. 
Admittedly, there are limitations in the studies. But it would seem 
imprudent to ignore the evidence of these reports while awaiting some 
more compreh~nsive research project for which there is presently no 
visiple sponsor or source of funding. 

Meanwhile , the explosion in hec;3.lth costs continues. Careful clini-
cal studies cons~stently report unnecessary hospital andnursing home 
use , a portion of which could be reduced by home care. Over 42¾ of 
Medicaid expenditures in the state in 1970 were for hospital care , and 
more than 24¾ for nursing home care . Only a fraction goes for low-cost 
care i n the home. 

The cost situation and the data in this report strongly suggest 
th e ti.mel iness for action on home care . 

For breakdown data on studies cited , see pages 
3 through 9. 

.. 
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ADDITIONAL DATA ON STUDIES 

Tables I through VII which foll6w present additional data on the 
home care studies cited on page 1. In some instances for convenience, 
figures have rounded to the nearest dollar. 

A. Denver Early Discharge Program 

Table I below SUITu71arizes data reported by the Denver Visiting Nurse 
Service on the 1971 Early Discharge Pro~ram. The study involves 620 
patients· referred to home care by 10 voluntary hospitals. 

TABLE I 

DENVER EARLY DISCHARGE PR03RAM - HOSPITAL DAYS SAVEDl) 

Hospital Days 
Saved 

Per Patient 2) 

15.6 

Year 1971 

Hospital Savin9f 
Per Patient 

$1,47~ 

Home Care 
Cost 

Per Patient 2) 

$302 

Net 
Savings 

$1,172 

1) "Report of Early Discharge Program," Visiting Nurse Association, 
Denver, Colorado, 1972. 

2) Based on average hospital per diem of $95. 

An additional 768 patients were referred to home care, but not 
designated as "early discharge." Data on these patients is not 
inclµ~ed in Table, II. 
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B. Home Care Qf Hemophiliac Children :) 
Table II below reports on a controlled study of 40 bleeding he mo-

philiac children carried out by McGill Uni~ersity and Montreal Children' s 
Hospital over a period of two years. One group of 20 children received 
care at home and limited hospital care. The control group received care 
for each bleeding episode only in the hospital . 

. TABLE II 

HOME CARE VS. HOSPITAL CARE OF 40 HEMOPHILIAC CHILDRENl) 

Years 1970-72 

Group A . 
Hospital Care 2) 

Days Care 

Hospital 
Group 

Home Care 
Group 

1,644 

241 

I 

$164,400 

24,100 

Group B 
Home Care 2) 

Days Care 

2,030 $50,750 

Net Savings 

Savings Per Patient 

Total 

$164,400 

74,850 

$ 89,550 

$ 4,477 

1) "Delivery of Care to Hemophiliac Children: Home Care 
Versus Hospitalization, 11 Dr. Hanna Strawczyski, McGill 
University, Department of Pediatrics, and Children's 
Hospital, Montreal, Canada, November 1972. • 

2) Hospital costs estimated at $100 per day; home care costs 
averaged approximately $25 per day during bleeding e pisodes. 

Control Group B, through the addition of home care,· used 85¾ 
fewer hospital days than Group A. "School attendance in the home 
care program was significantly better with an average of 2.5 school 
days missed per bleeding episode, as compared to 6.2 days in the 
hospital program." 
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C. Philadelphia Blue Cross Study 

Table III below summarizes data on hospital days saved as reported 
in a home care study by Blue Cross of Greater Philadelphia. The study 
covered a ten (10) year period -- 1961-70, and provides figures on 
3,940 patients discharg ed to home care by four (4) hospitals during 
that time. 

Hospital 
Days Saved 
Per Patient 

12.9 

TABLE III ' 

HOSPITAL DAYS SAVED PHILADELPHIA BLUE CROSs 1) 

Years 1961 - 1970 

Hospital Savings 
Per Patient 

$634 

Home Care 
Cost 

Per Patient 

$304 

Net Savings 
Per Patient 

· $330 2) 

1) "Coordinated Home Care: An Effective Alternative," Blue 
Cross of Greater Philadelphia, February 1972. 

A net savings of $473 per patient was later reported for 
the year ending June 30, 1970. 

Estimated hospital days saved on 3,940 cases totaled 50,800 
days valued at $2,495,267. Net savings after deducting costs 
of home health services and re·lated administrative costs were 
estimated at $1,298,381. 
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D. St. Luke's Hospital Study, Denver 

Table IV below summarizes data on ho~pital days saved as reported 
. in a controlled study by J. W. White at St. Luke's Hospital, Denver, 
Colorado in 1970. The study involved one sample of 100 patients refer-
red by the Hospital Nurse Coordinator's Office to home care, and a 
second sample of 100 patients selected on admission until "the same 
number of cases for each diagnostic category was reached" as in the 
home care sample. 

TABLE IV 

STUDY OF HOSPITAL DAYS SAVED THROU3H REFERRAL TO HOME CAREl) 

Hospital 
Days 

Hospital 
Group 2,554 

Home Care 
Group _ 1,155 

St. Luke's Hospital - 1969 

Hospital 
Cost2) 

$196,504 

88,935 

Home Care 
Cost 
f 

$22,534 

Net Savings 

Total 
~ost 

$196,504 

111,469 

$ 85,035 

1) "A Comparison of Referred and Non-Referred Cases to Home 
Nursing Care," unpublished Masters Thesis, J. W. White, M.A. 
Hospital Administr~tion, 1970. 

2) Average per diem (St. Luke's, 1969) $ 77. 

Hospital days saved averaged 14.0 days per patient. Hospital costs 
saved averaged $1,076 per patient. Home health services averaged 36.4 
days per patient. Net savings were $850 per patient, a cost reduction 
of over 43¾. 
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E. Connecticut Blue Cross Study 

Table V below summarizes data on hospital days saved as reported 
by Connecticut Blue Cross in a study of statewide home care coverage 
which began in April 970 with one hospital participating. During the 
two-year period the _number participating hospitals increased to 16. 

TABLE V 

STUDY OF HOSPITAL DAYS SAVED - CONNECTICUT BLUE CROS.sl) 

August 1970 - September 1972 

Hospital 
Days Saved 
Per Patient 

Average 
Hospital Savings 

Per Case2) 

Home Care 
Costs 

Per Case 
Net Savings 

Per Case 

21.6 $2,528 $353 $2,175 

1) "Coordinated Home Care - The Facts Speak for Themselves," 
Blue Cross of Connecticut, May 1972. 

Total in-patient dollars saved were reported as $1,329,588, 
based on "physician estimates of days saved multiplied by 
an average per diem weighted - cost of 16 hospitals." 

A total of 526 patients were covered in the study. Blue Cross re-
ported in May 1973, eight months after completion of the study, that 
there had been an increase of 100¾ over the ·total for the first two 
years of coverage. 

In reviewing the long~range Michigan and Philadelphia studies, it 
is interesting to note that estimates of hospital days saved were 

-substantially higher in the early years of the program than in the later 
years. This experience may relate to the relatively high estimates in 
this study which cover~ a new program. 

___,,. 
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F. Horne Care of Patients in Traction 

Table ·vI below sunm1arizes data reported by the Horne Care Association 
of Rochester on care at home of six (6) patients in traction. Diagnoses 
in~luded: broken femur - 4; bilateral femoral fracture - 2. The data 
assumes that without home care these patients would have continued to be 
hospitalized for the full period in traction -- an average of 49.8 days 
per patient. 

TABLE VI 

COSTS OF CARE AT HOME OF SIX (6) PATIENTS IN TRACTIONl) 

Compared to Hospital Costs 

Days at Horne Cost Cost Total 
In Traction Per Day Per Patient Cost 

HOSPITAL 
CARE 49.8 $110.00 $5,965 $35,794 

HOME 
CARE 49.8 27.60 l, 375 8.250 

.Home Care Savings $ 92.40 $4,590 $27,544 

1) "Home Care Tractions Cases - Six Patients," Home Care 
Association of Rochester, November 15, 1973. 

Ages of patients in the study were 8, 15, 16, 17, 19, and 61 
years. Some patienti required limited home care services after 
removal from traction, but this is not involved in the above data . 
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G. Michigan Blue Cross Study 

Table VII below summarizes hospital savings estimated in the Michigan 
Blue Cross home care program for the year 1967. Included are 1,157 dis-
charges from coordinated home care. The data covers the last year of a 
seven (7) year period of home care coverage -- 1960 through 1967. 

TABLE VII 

HOSPITAL DAYS SAVED - MICHIGAN BLUE CROssl) 

Year 1967 

Hospital 
Days Saved 

Per Patient2) 

Average 
Hospital Savings 

Per Patient2) 

Home Care 
Average Costs 
Per Patient3) 

Net Savings 
Per Patient 

14.7 $755 $193 $562 

1) "Blue Cross Home Care Benefits: The ·Michigan Experience," 
Krause and Harmon, Michigan Hospital Service,· 1969. 

With est~mated hospital savings of 17,008 patient days. 
Average home care costs were $51.34 per diem. 

3) Average home care days per case were 48.8 in 1967, and 
totaled 52.8 over the 1960-67 period. 

Estimates of hospital days saved averaged 17.9 days per patient 
over the 1960-67 period: approximately 20 days for 1960-63; 17.2 for 
1964-66, and 14.7 days for 1967. 
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SUMMARY 

This report has presented only a portion of available studies on 
home care cost-effectiveness. Further, data presented has related only 
to those hospital savings which result from early discharge to health 
carein the home. 

Additional hospital savings through home care could be documented: 

... the effectiveness of home health services in preventing 
unnecessary or premature teturn to the hospital which 
can occur for lack of proper follow-up care after 
discharge ; 

the potential for care at home of chronic illness 
patients during certain types of "flare-ups" which 
would otherwise require hospitalization. 

Further, home care has the potential to provide preventive and sup-
port services to infirm and elderly persons at home who would otherwise 
requir~ care in a nursing home or other institution. 

These considerations are particularly important at this time in 
of new provisions for "de-institutionalization" in the 1972 Social Sec -Y 
Amendments. States must take positive action to prevent .costly over-use 
of h6spital and nursing home facilities by Medicare ahd Medicaid patients. 

Home care 9an provide a major asset in this "de-institutionalization, " 
but only if the home care services exist and can be made adequate for the 
job. Certainly physicians are not going to send home cancer patients, 
stroke patients, accident cases in traction, etc . unless they know that 
home health agencies can give proper ca:re. And, i.f there is insurance 
or other coverage for more hospital days, and not for home care, it can 
hardly be expected that physician, patient, or family will select home 
care at more out-of-pocket costs. 
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01art B-15, Days ,of Restricted Activity and Disability Per Person Per Year, by Age and 
Sex* (U.S.A., 1969). _ 

40 

35 

30 --
L.. 25 C'O 
Q) 

>-
L.. 
Q.) 

Q_ 

C: 20 -0 
V, 
I... 
a, 
a.. 
L.. 15 Cl.> a.. 
V, 
>, 
ro 
Cl 

// 
// 

10 
_____ __,,,, 

Female 
I 

I 
/Male 

Restricted / 
Activity Days/ 

.,,.,,, 
I 

l 
,,,I 

,,,,,, 
. / . 

// 

• ---------

Female 
Bed Disability .,! 

_Days ·x Male 

-----
/ ...,,,,,,, 

5 -----• ---~---
10 20 30 40 50 60 65 and over 

Age Groups 
it 
Civilian. non-institutionalized population. 

Source: U.S. National Center for Health Statistics, Current Estioates from the Health 
Interview Survcv : United States, 1969, Public Health Service~b~o. 1000, 
Series 10, No. 6J (Rockville, Maryland, June, 1971), Table 16, p. 20. 
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Chart taken from Medical -Care Chart Book Fifth Edition, the University of 
Michigan School of Public H.ea lth, 1972. 
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Chart B-14, Percent of Pc::sons with a Chronic Condition and ...,ith Specified * Limitations, by Sex and Age (U.S.A., July 1965-June 1967), 
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Service Pub. No. 1000, Series 10~ No. 61 (Rockville, Maryland, January, 
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Chart taken from Medical Care Cha rt Book Fifth Edition, the University of 
Michigan School of Public.Health, 1972. 
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Chart B-17. Percent of Persons with Chronic Conditions Causinr, Limitation in or 
Inability to Carry on Major Activity, by Family Income and Age* 
(~.S.A., July 1965-June 1967). 
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Year 

1970 

1971 

1972 

1973 

1974 

1975 

Year 

1970 

1971 

1972 

1973 

.1974 

1975 . 

116 
Populatio~ Age 65 and Over , Four Co un ty Region 

and State of Washington, 1970-1 975 

Whatcom I Skagit Island 

9,564 6,469 2,465 

9,490 6,670 2,580 

9,610 6,670 2,810 

9,850 6,810 3,010 

l O ,090 6,980 3,070 

l O ,360 7,170 3 ,.130 . 

Region State 

19,265 320,712 

19,490 327,690 

19 ,920 334,840 

20,540 . 342,920 

21,030 351 ,480 

21,570 360 ,870 

ATTACHMENT 6 

San . Juan 

767 

800 

830 

870 

890 

910 

Nation 

Source : State of Washington, Office of Program Planning and Fiscal 
Ma nagement, Population Studies Di vi sion , State of Washington 
Po pu lation Trends 1975; July 1975 , Table 9 

! 
I 



l • 

r--,. . ,.... ,.... 

r--.. 
I:-z w 
:::r:: u 
< I:-
I-< 

1 
Projecting the Aged 1 Population to 1980, 

Four County Region and State of Washington 

1980 Total Pop. Est. Growth of Aged Pop. Method 
Percent of State Aged 

Pop: Method 
. Ranae of 
2 Methods 

low hioh 3 % factor5 low hiqh • , 6 1 % factor ow hiqh low hiah 

State 3,672, 1002 4,015,630 4 l 0. 8 . 397,492 434,678 

Region 179,849 ' 194,585 13. l 23,524 25,547 6.00 23,860 26,092 23,524 - 26,092 

Whatcom 90, 1102 94, 1003 13. l 11 ,802 12,324 2.98l 11 ,853 12,962 11 ,802 -

Skagit 53,7462 58,5263 • • 13. 8 7,396 8,054 2. 01 8,006 8,755 7 ,396 -

Island 29,8002 35,0003 10.6. 3,139 3,687 0. 768 3,052 3,338 3,052 -
San Juan 6,1933 6 ,9593 21.3 1,319 . 1,482 0.238 (948) 7 (l ,036/ 1 ,319 -

1. Over 65 years. 

2. 

3. 

4. 

5. 

6. 

7. 

' State of Washington, Office of Program Planning and Fiscal Management, 1972. 

Whatcom County: Northwest Regional Counci 1. Other Counties: County Planning Departments. 

Obtained from summation of county projections to obtain regional projection. State projection 
obtained by assuming region would retain the same fraction of state population as in the low 
projection. 

The state's aged population (65+) is forecast by OPPFM as increasing from 9.4 percent of the total 
in 1970 to 10.8 percent of the total in 1980. The regi6nal and county fractions of aged population 
have been estin1ated for 1980 to increase by the same 1 .4 percent over the 1970 fraction shown in 
Table 13. The 1.4 p~rcent additional _growth in aged populatton is based on the OPPFM projections 
of total population for 1980, 

Assumes the elderly constitute the same fraction of county and regional population in 1980 as 
they did in 1970. Factor is that fraction. 

Projections made in 1970 arc already lower than current population due to unanticipated migration 
ta the San Juan Islands. 

f • l: 

12 ,96?. 

8,755 

3,687 

1,482 
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1968 

1969 

1970 

1971 

1972 

.Year 

1968 

1969 

1970 

1971 

1972 

1973 
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Part A Medicare Enrolln::::nt, Four ·county R~_:L.C?~, 
State of Washing ton, and U.S., 1968-1973 

Whatcom Skagit Island San Juan 

6,095 6,225 1 ,657 658 

9,581 6,351 1 ,758 680 

9,650 6,505 l ,894 723 

9,563 6,640 2,003 751 
' 9,724 

., 6,656 2,267 785 

\ 

Region State Nation 

14,635 313,002 19,457,518 

18,370 316,991 19,683,691 

18,772 322,986 20,014,667 

18,957 329,706 20,375,400 

19,432 336,379 20,7_31 ,382 

345,000 

Data· sources: 

1968-1972 

1973 

D.H.EJ~., Social Security Admin·istration, Office of 
Research and Statistics, Medicare : Health Insurance 
for the Aged, 19--, Section 2: Persons Enrolled in 
the Health Insurance Program. 1968 through 1972. 

Social Security Administration, Socia·1 Security 
Bulletin, Annual Statistical Supplement~ 1973. U. S. Government 
Printing Office, Washington, D.C., 1973. Table 131. 
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Year 

1970 

1971 

1972 

1973 

1974 

1975 

Year 

1970 

1971 

1972 

l 973 

1974 

1975 . 

119 

Population Under Age C5, Four County Reaion 
and State of Washington, 1970-1975 

Whatcom Skag"it Island 

72,419 45,912 . 24,546 

74,310 46,080 25,120 

75,390 46 ,2_30 25,090 

75,150 46,190 25,190 

75,110 46,020 25,530 

75,840 46,230 26,870 

Region State 

145,966 3,092,538 

148,610 3,102,410 

149 J80 3,083,960 

149,660 3 ,081 ,380 

149,770 3,096,620 

i52,530 3,133,254 

San Juan 

3,089 

3,100 

3,070 

3,130 

3,110 

3,590 

Nation 

Source: State of Washington, Office of Program Planning and Fiscal 
Management, Population Studies Division, State of Washinqton 
Population Trends 1975, July 1975, Tables l and 9. 
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Po~ulation Estimates, Four County Region 

and State of Washington, 1980 

All Persons 

Whatcom Skagit Island San Juan Region State 

1980 low 90, 11 o1 53,7462 29 ,8003 • 6, 1934 179,849 3,672,100 5 

1980 high 94, 1006 58,5267 35,0008 6,9599 194,585 4,015,63010 

Persons Under Age 6511 

Whatcom Skagit Island San Juan Region State12 

1980 low 78,308 46,350 26,748 4,874 156,325 3,274,608 

1980 high 81 , 138 49,771 31 ,313 5,477 168,493 3,618,138 

Notes 

1. Source: Office of Program Planning and Fiscal Management~ State 
of Washington, ."Interim Population Projections to Year 
2000 by County, 11 (mimeo), October 2, 1972 .. 

2. Ibid. 

3. Ibid. 

4. Ibid. 

5. Ibid. 

6. Source: Whatcom County Council of Governments. 

7. Estimates assumes l .0 percent growth rate per year from 1973. 
Estimate includes anticipated 1,134 person population increase 
because of Skagit Nuclear Project. 

8. Source: Island County Planning Department. 

9. Estimate assumes·4.0 percent annual gorwth rate per year from 1974. 

10. Source: Attachment 7. 

11. Figures for region and counties obtained by subtracting population 
figures shown in Attachment 7 from overall population figures shown 
in Attachment 10. 

12. Figures obtained by subtracting estimate of over-65 population in 
1980 (397,492) from overall population figures shown in Attachment 10 
Source of 1980 over-65 estimate: Office of Program Planning and 
Fiscal Management, State of Washington, 11 Preliminary Population 
by Sex and Age Groups, 1960-1980, 11 (mimeo), 1972. 
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HEALTH srnvrcES DIVISION 

fl, 0. 60)( t7t.lO, OLYMPIA. WASHINGTON 96504 

December 11, 1973 JOHN A. BEARE. M .O. 
61:.~22, ASSISTANT SEC" ~ ' TARY 

ATTACHMENT 11 

Robert M. Eastman, Assistll!lt Director 
Comprehensive Heulth Plunning Council 

of \fuatcoo, Skagit, Island & San Juan Counties 
102 South Barker Street 
M:mnt Vernon, Wu.shington 98273 

Dear Mr. Eastman: 

Your letter dated November 26, 1973 to Doctor Robert Atwood 
~..ras referred to this office for review und response. The 
interest expressed by tpe Task Force in the development of 
home health services should result in sone improvement as well 
as in mo-re coordination of communi tY service . 

.• The folloving is an attempt to resuonJ. to the questions you pre-
oentcd vh:i.ch are identified by the nu.:-..ibers used in your communi-

G
/c~tion. 

,) Home hes.1th nursing service provided tb.i-ough Medical Assistru1ce 
fund~ for the years reQuested is as follows: 

2. 

- . 1967. $60,394.36 _, .. . . - . 1968 95,302.87 . . . 
1969 6l+ ,817 .30 ,· . . . 
1970 169,087.85 
1971 176~423.39 

. 1972 173,603.00 . 
The figure for 1972 1.s approximated because the accounti~ 
uource of the previous five years is not available at this 
time. 

The budgetary process in the Department is on. a bieuninl basis. 
In preparution tbe p2.st historJ is reviewed and the projection 
i~ developed, incorporatin5 incre.:ients as legislative ~ction 
perm.its. 

Tbc :prese:it ·fee scbcduJ..e is $13. 55 re:..nbursement for ho~e heal th 
nursing visit, and. $5. 65 pe1..· hour for ho:::1c hen.l th aide serrice. 
P:iy!:lent for these services is s~bject to approval by Nu.rsin~ Care 
Consultants a s signed to loctl arens and directed frora this office. 

.. .. 

.. 

.___.I 
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4. Tl.i.e coot of care experience of' certif1c:d hoi:1e heo..lth o.gencics is 
rcvie-.;ed ancl verified. by the Office of Standards 0.. thin the De-part-· 

·ment prior to subcission to tbe Governor's co::::::1ittee on vendor rutes. 
Thia co:nmi tte·e is charged vi th the function of recor..nendin.g fees for 
prov1dcr service to the Governor's office. 

~ -~_:p_r~~~~!___!.!:_es vere __ Jl_:l~_Eent~<l in eiu-!_y_J.:9-1_3_:.._'fh~cs_~.Ql . ..E.~2:!_ 
routine revision of tbe fee sc~c9,~.:.... 

The fees , are paid on the basis of fee-for-service. At the present 
time other nethods of reimburser::1ent e.re not utilized, and there are 
no liAC's concerned with o..lterns.tive methods. 

A home health nursing visit for Medical Assistance purposes is R 
profesr:ionu.l public health nursing service provided to a l<cdicv..l 
AL:sistauce client eligible for the service i,hich has been dcterJncd. 
to_be appropriate 'in meeting his heal.th needs. Such nursing service 
!M.y be extended by home health aide service on an hourly basis under 
the supervision of the certified home health agency nursing personuel. 

Recommendations from yom· Task Force rcle.ted to b0:..:ic htq.l th :1-c.r.~ing 
_<lsr-vicc for l•~edicn.l. Assistance clients ~ay be sent to this office. 
Shou.ld you ·wish to discuss sucl.i recoi::nend~tions, u conference for that 
11urpose could be readily arranged. 

If i;he recommended changes refer tc, the availa.bili ty of hor::·~ he2-lth 
nursing· services to the total popu_lation, they should be addressed. to 
Doctor Hobert At,.rnod, Supervisor, Office of Cc::n:1un:i.ty Su.p:po:tt, Dcpi:: t-
nent of Socin..l and Health Sen-ic':!s, P.O. Box 1788, Oly1:1pia, Wasbin~;ton, 
98504, Mail Stop 1-2. • 

9. Chore services arc provided eligible recipients through the directicI! 
o"f the Office of Social Services, Dcm.i..rt:nent of Social and Heal th 

_Services , Caui tol Center Build ins, Oly~::::;:)ie., Wc~shin;ton, 98504, Mail 
Stop 27-1, vhich is headed by WiJ..l.ieJ:.1 B. Pope. 

If you desire un elaboration of r.ny of the responses to the questions, 
this off:ice v:i.ll attCL1pt to secure as much infon::ation s.s is available. 

S5.nC"ere1y $ _ 

/?,~e(,!a.S' . 
Hobert 7. Hal.L, H.D., Chief 
Office of: Pcrso:1al Heu.1th Services 

RPII:HAR:nh 

cc: Robert Atvood., M.D., Supervisor, 
Office of Com:-.1uni ty Support RS J.-2 

r 

..... 



February ~l, 1974 

Mr. Robert M. Eastman 
Assistant Director 
COMPRE:'-iENSIVE HEALTH 
PLANNING COUNCIL 
102 So. Baker St,eet 
Mount Vernon, Wa 98273 

Dear Mr. Eastman: 

Second c1nd Milwaukee 
P. 0. Box 699 

Mourn Vernon, Wash. 98273 
Telephone 336-3101 

Thank you for , your letter of February 5th, extending an 
invita'tion to a representative of the Medical Bureau to speak at your 
meeting of fiscal intermedia:-ies and the Council's Task Forces on 
Long-Term Care and Home Health Services on Thursday, February 21st. 
I am also responding in this letter to the questions that we:;:-e posed, and 
I think you will see from the repEes that the Bu:-eau is really not in a 
position to speak with expertise on the subject matter, therefore, our 
attendance at the meeting would be as a listener, not as a speaker, 
and if this would be of benefit to your organization please advise me 
so .that arrangements can be . made for a representative to attend. 

Our answers to your six questions follow: 

1. and 2. The Medical Bureau contracts have 
historically provided its subsc::-ibers service 
benefits of member physici_ans ar_d have, in 
general, excluded custodi2.l or convalsecent 
care. None of our contracts provide coverage 
of non-physician home care services. 

3., All of the Medical Bureau 1 s contracts provide. 
a core of benefits which include physici2.ns 
services, inpatient hospital care, and ambu-
lance service. These contracts incorporate 

: optional provisions to include prescription 
drugs, appliances, etc. Non-physician home 
care benefits are not a part of our benefit 
core . . 

4. Individual and group policies provide the 
same benefit structure, and as stated above, 

PREPAID MEDICAL, SURGICAL on.d HOSPITAL CARE--SPONSORED by PHYSICIANS of SKAGIT COUNTY 
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Mr. Robert M. Eastman 
February 21, 1974 

ATTACHMENT 12 

our contracts do not provide the option for 
purchase of non-physician home care benefits • 

S. To date, the Medical Bureau has · not developed 
experimental reimbursement methods for 
hospital services. The Bureau would be 
willing to participate 'in the development of 
such experiments if the facts available gave 
indication of sound fiscal management. 

6. We do not have an opinion on how non -physician 
home care services should be financed. 

. , 

Should you wish further infor1nation concerning these answers 
please advise . 

WW r 

C 

·, 

Yours very truly, 

·wm. Y. Duncan, M. D. 
President 
SKAGIT COUNTY 
MEDICAL · BUREAU 

---·-·-
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Source: 

14 ORGANIZATION AND IMPLEMENTATION OF THE PROJECT 

HCS - Home Care Ser\<ice 
CPD - Outpatient Department 

Degree of physician 
involvement 

Potential for rapid 
clinical deterioration 

High 

All Potential Patients 

High low 
Hospital 

Medium low 

Hospital 

Need for nursing and ior 
other nonphysician therapies 

High Degree of need for 
registered nurse care 

Hospital 

Degree of need for 
multiple treatments 
and/or non-RN care 

Home environment 
(physical) 

Mental condition 
of patient 

Family and patient 
willin.g and able to 
accept home care 

Mobility problem 

Need for homebound 
equipment only 

Need Need 

High low 

Hospital 

low, 

Appropriate 

Mental Problem No Problem 

Yes 

None 

\ 

No Need 
Home, or 
Custodial 

Care 

. 
.. l 

Figure 3. Decision Grid for Evaluation of Need for Care in Home Care Service and 
Extended Care Facility 

8. \Villingness and ability of patient and/or patient's family to accept home 
care 

9. Mobility of patient 
10. Special equipment needed 

This system was designed to provide independent sequential evaluations to place 
the patient ir. the appropriate mode of care. Figure 4 ( next page) shows how this . 
can be done. It illustrates, for example, that a patient with no need for high physi-
cian inrnlvemenr, wirh a medium potential for rapid clinical deterioration, and 
with a need for nursing and/or other nonphysician therapies and for intensive care 
from a registered nurse, might be _best cared for in a hospital. On the other hand, a 

• 
Hurtado Arnold V; Greenlick, Merwyn R.; Saward, Ernest W., 
Home Ca;e and Extended Care in a Comprehensive Prepayment 
Plan. Hospital Research and Educational Trust, Chicago, 
Illinois, 1972, pp. 14-15. 

l 
I 



Appropua!e Site 
for Care 

t1 J rr.e, or 
Custodial Care 

Exte:nCICd Care 
Fac1l1ly 

High 
Low 
Low 
Low 

LON 

l_,)w. 

Low 
Low 
Low 
Low 
Low 

l o w 
Home Care Service Low 

Low 

Oulpat1ent Department Lo·N 
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• 

High 
,.1N,vm r.•.•l!'ll 
Low '•" ""-l 

Med •un\ t,10 ,~ .. I'd 
f.l £YJ•u'TI t,e""l l f, '#f 
Low 1.: .... ,1 Lr- ... 
Lo·..,· N, . ..-...1 L, .... ,,, 
Low 
Low 

Low· 
Low 
Low 

Low 
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Appmf1ria:cncss of Care 15 

ln -'.'P 
_.. _., .,, .,~ P, ,:. : I?"' 

.-,N,,ro p N::, P1 o b'l'm 

I;='" " --' Pr :, '. ,,c ,... 
,a, ;: ;, ~;, I, ,: 1)1 "t•l1• m Yes 

l e • >: rr ~ r, r. _ P 18tl' ('-i i', o Yes 

Low Yes tJo No 

figure 4. Specification of Decision Grid.for Dc1crmi11a1ioli of Af1propriate Site for Ct1re 

patient ,vithout a need for intensive nursing care and \\'ith an appropriate home 
environment, but with a negative patient and/or family attitu<le tO\\'ard home care, 
might best be served in an ICE A patient whose only need is nursing therapy 
might best be served by a home care service. 

At the beginning of the project, these dimensions \\'ere specified only in a tenta-
tive manner. Much of the e:uly discussion in this area was aimed at giving each 
dimension a specific and objectiYe meaning so that a reliable evaluation could be 
provided for any g1Yen patient on any dimension; These efforts to refine the model 
continued throughout the project. 

REFERENCES 

1. The extended c:ire facilily compiics with the Social Security Administration's Con-
ditiom of P,rrticipatio1; for L_{.·:rndc:I C,re f(lci iitics, Hlr-f-3, March 1966. 

2. Griffi th, J. R. McPherson Community Health Ccmer home care program. Inquiry 
4:5 Oct. 1967. 

3. Ryder, C. F., and P. G. Stitt. Physician involvement in home care. Inquiry 4: 41 
Oct. 1967. 

4. Mather, \'{/_ G., and R. J. Hobaugh. Physician and patient attitudes toward a hos-
pital home care program. Inquiry 4:47 Oct. 1967. 



"' ' " ' • "' 

SAN JUAN COUNTY 

-----
/ ----

ISLAND COUNTY 

CANADA 

' 

I '-..;;,_ _ ___.,,_ 
' cQ, 

0 
I 

I 

WASHINGTON 

WHATCOM COUNTY 

,,. r 
SKAGIT COUNTY 

I 

________ J 

( ',,"\ 
I 

. 
' 

/ 
, 

' 

• 

I 

\ 
::r::: 
0 
:3 
(I) 

:c 
(I) 
OJ ..... 
r+ 
:::r 
V, 
(I) 
-s 
< 
--'• 
() 
(I) 
(/) 

__, 
C..Tl 
I :::::: ..... 

(!) 

:::0 
OJ 
0.. 
--'• 

COMPREHENSIVE HEALTH PLANNING COUNCIL 
of 

J:::, 
-I 
-I 
J:::, 
(J 
:c 
3: 
rri 
;z 
-I 
--' 
.:::,. 

' 

_. 
N ........ 

WHATCOM,SKAGIT, ISLAND B SAN JUAN COUNTIES 



\; t 

TO: 

128 ATTACHMENT 15 

CPARTI-IE l!T or ~OCT Id. A:rn llF/\1.Tll Sl-:~VICES 
co:·U1U!IITY SERVICES nrvrsro:~ 

Neil Peterson 
Dr .. John RC';irc 
Ralph. Li u)cs tone 
Rc~ionaJ. A2nlnl~tr;i~ors . 
Local Office Ad~inistrators 

FRO~I: Community Strviccs Division 
·.cc.rald E. Thor:ias, Deputy Director 

SUBJECT: DELJ\Y OF ACTIQ~l 0~ Rf.CLIISSIFICATI0:-1 ~m TRA'iSFER 
Of NURSJ.NG 110:lE PATIENTS 

Due to the continuinr- shortar.e of lCF c;:irc· on a statewi<le basis, nnd in order 
to avoid lt:1rcl s hi.n as a result of the reor,,ranhic location of such c:1rc, 
effective immcdiatclv ;incl Dcnc-lin~ further studv of the avail;1bili tv and 
distribution of ICF beds, the followin1 policy is to he obscrvc<l: 

It \.iill not be ncccss.irv to :ittcm1t to tr;insfor in<livirluals 
classified as not.nccdin~ skilled iarc from SNF's to ICF's. 

Any notice's alrcany !':ent to patients .:iclvisinr. them th.it they 
may be movinG to :mother f;icilitv clue to reclassification 
downward shall be immediately retracted. -

•. Any fair hearinr:s on the fssue o( movement of patients wil.l 
be resolved in the patient's favor. 

Voluntary rcloc.1t:lons requested bv patients .ind nc\,· nclr.1issions sh;ill be l".l:"tne 
to lC:F c.ire •,.:here S\1ch c;irc is most apnronrinte .:m<l \,•here lCf resources arc 
avnil.ihlc. r.ooc! nl:1c.:-•;.1 0.nt p1·actjces sh;i1.l he follouecl in all inst.:inces, 
\."hich incluc'lc prc-pLrnninr., 1.-1ith the patient, f:w1ily and fac:Uities. 

ri.11 I • ,·., j., I 

• . 
Ill} 

:· ., . . .. 
•. 

P.t •IJ I"\ t••, \ ~• I • • I •· ... ,., ..... 

q I• 1-·. 

I. j I · ! I, I 'J l l. l 
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OLY'.\~PiA (/\P) !<er-ling under 
th(' ,: ,c:-,s ,_ire of i,1flation. the Dq, ::irt-
n ~c·r:i of ~cci:tl ar::i Sen·ircs 
\.1..: :1 ! ~··1.Yc t ·, cut b J r~, its .:tid to \\'Plf.1?-e 

• • 1 I l . P ,"t_t: 1 .:!~~ !!1 n~!r'--~l i i ;.! :1~~'i ~C S :1ilG 10:~pl-
t ·•"· < r ' • ·;1• 1,,r• k"!'T'ture for rno;-e 
..: .: :1 ,, ·: ;--, ''.s t;~. ,, ;:1··i1·,··y d;n'cto1· 
1 , ; • • • , .i \ • l I ..... •, r . -" • • 

\';,,;c t : 1r: s,ictc 's L1,~;cst ck-p:11trnPnt 
:o r1~· ;•,r:c full:,' all pro;:rarns alrcadv 
h:J-· :, J. it W/\uld h:,\·c a ddicit of 
L<-·t v,:c~,_ ... n $;1n h1i!1 :nn ~nd $]~ n1illion by 
r c:: t Ju ;w. ·sect c t., r-y Chinlcs !\lnrris 
r ev(' :dcd in c1n intc1·~·;cw Thursday. 

" \l/r~ ;.i :·c being .:iblc to co\'cr ~orne 
of t h,tt r,,· ir,tcnul <'connm\· mea-
sure-;, " he· said. "but it ::, hard to 

cover • Medicriid costs by economy 
measures.'' 

If the department continues spend-
ing :it its presrnt rate - :.ifter the 
initi;,:l cuts ore counted - it will more 
tlwn obout $27.4 million in the hole by , 
the end of the biennium, he said. Of 
that total. roughly $12.3 million ·would 
h;ive to come from state funds, with 
the . est paid by the federal govem-
ml'nt, he added. 

"We arc now meeting with the gov-
ernor and his budget experts to de-
cide which route to ta ke, " Morris 
said. "The choice is simple .- ask for 
more funds or. ct,t sen i~·1~s." 

Bellingham, Wash., Herald, Friday, Nov. 22, 197 4 

With nearly all of the predicted 
deficit due to soaring costs in nursing 
home and hospital care, some cut-
backs in state aid might have to be 
considered, he said grimly. 

"It is always poss:b!c to cut," he 
said. "No cuts are c::isy .... " 

Morris quickly added that "if we do 
ask the legislature for more money, 
we can show reasonable grounds." 

Innation rntcs in th0 nwdical aid 
field arc running between 10 and 11 
per cent, whereas the agency hciJ 
only counted on a rate of about 8 per 
cent. he s:, id. 

Morris said the drpa,trncnt po.ys or ! 
helps pay for 15,000 nursing home 

__. 
O'l 

p::itients ::ind that about :i0 .000 we!t :ire: 
recipi ents get short-t<'rm hospital nij : 
each ye;-ir. • 

/\lthour.h expressing concern fotl.O 
the deficit. fl(' SZ!icl the 0\'CITU;l, if Jt ., 

- comes about, ,viii be only o.-:e per ce:1t·- • 
of the agC'ncy's total budget. • 

Earlier this week. I l0usc Arpro- .: 
pri:.itions Ch:1irm;-in A.N. Shinpoch. D- : 
Renton, accused the st:peragency of. . 
mismanagemC'nt and told agency '. 
bro.ss thP:V shouJ,j hove a better r ead- :; 
ing on where their money is going. •• 

/\t the time, a dep.irtmcnt o:f1cial 
s:tid the ht.est cnmpur ,• :- read-out on '.:. 
actual nursing heme c, ,'.; is was fur the ~ 
month of !\fay. 

Source: Bellingham Herald, Bellingham, tfoshington, ,Jovember 22, 1974 
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ny !JETII FlllCKSON 
ller:.!d Statf \\'ritcr 

Charginr, that_ !1e can no longer con-
tc:·1d ,,·1th t11,w-consuming lleafth, 
Educat10n ancl Welfare requirc·mcnts 
and ''still m:tl,P a buck," (;nrdon IJ,-,n 
Ad!'! \\'ill nn l"nJ:f•r admit Mcdicarc 
p:iticnts to his nursinr, ho11w. 

Dt·n Add. ~cho111e Conv::1l0sccnt 
and Hct ir('111cnt Center adminis-
tr:itor. h:1s nr,t ;:idmittt•d a l\1cdicare 
p:1 tif'11t sin,·e r:,.!J. i. 

A <.:: iil,·d nur: irir • home is a f:iciiity 
wh;c!1 t1:1s 1 <')'.1:.11·,Td ntl!'sc·s on i(s 
!,t .ifi c:q •.,!i! r• c,f off,•ring 1.•\t,·nd,.,.l 
c- :! , " s £' r vi,. es to c0n\'alr:~;ci11g 
r1.~: i 1 )1! :--. 

''! L , ,t · \'.L1rl,vrl w~th i\frdi,;ire the 
l;. :,t fi\·,, y,·.n.., ;,nd the ruics :ind r<'r,u-
J;it ·r,ns ;,r ,. k e, :1 '.i n:: m<,re and more 
c,1:·,1;,!, x," I 'r•; ; .i\d .. J said. 

"! c:!11 II!' !w ,;·,-r nipc• with (r',10cli-
ca1L' 0

!-) IJ1:n ·.1•11T,tlic \\'ay of doing 
bu :.111 1." ·:; and 1H,t m,il,e a buck dnin" 
it. :\'.s: ,;uJ!. v:orl:s too h ,1rcl al too littl~ 
pay lo k,:<·p w:til111 its syst em." 

;\JL-dic:n•'s inl<'rpn•tations of· cli-
r.ih! 1 • p.1tir•11t , ;1rl' during !!Ji:! rt>suited 
in :~ chcrnc 's· h;i\·ing to r.-pay $3,327 to 
th 1~ ~:nc1;1 ! ·Sr'curity health insur:rnce 
.J['.l ncy . 

Wound up ln red 

Th,• nursin~ home · ended up the 
y<' :\ r s:1 in tlw r ed. 

Di ·n 1\<'.t·I \\'.JS c ~:pc,ially ani:ry at 
t:r :'T•T ili ,·,! l iLW rulr~ and rc•gu-
ld:1t,,1 -; \':il: ch \\'Cnt into t'ffl'ct l<1st 
,J , i, ;" li,1! ·.•:hir !i h;1\·r only rc;!lly hcl'n 
;,; .!'' •· d ::.,, l.1 •, t t\\11 rnonthi; or so. 

.\ ·,1:nl n-h.,t. these new rt'i,::Jlations 
ai ,'. S,i,;i :!l S<"curit\''s Russ· Weller 
":'id thn<• \·:np none spl' cilic1lly. 
lTikr;i l r,·,·1d. t11n11<; tr·1,d to changl! 
1~1 ,1d11,dl ,·. J;,, I \!ll.1i!lL"d. 

"l'l i-·r ;, ;,1 c· no1,· 1110n, rir•id r0quire-
n w11 f<; !or .1<!111i ,:·,io11 i~ nursing 
homr·s," \\'t'l!t-r ~;11d, ;;nd c.o~.,·r lllnn-
itr,ring of tr, ·:1 tnw11t t,d.,re p:1ynwnt 
to n1:r.~i11 g h< /111 ,·s is 111 :1d1• . 

... I h"rf' :1 rt' rnorc· rt' rp 1 i r1·1111·n ts f,>r 
dtlt'lill1L·1:t:1:i<rn th.it mC'dic;tl tn•;1t-
rr1,•1,, is .:ctll.tll_v ncces..;:i°ry," he 
,1J,i1·d 

One probl<'m in the r,:ist has been 
that nursing homes have a.::ccpted 
p;Jtients in good faith on a doctor ' s 

•. recommendation only to find that the 
care thp:-,.• rC'quire is not covered 
under l\lcdicare. 

Den Adel contcn<is th:it person:; are 
r,iven a " song ::ind dancr" concr:rning 
l\kdicarc, th;1t thPy lwlieve it is all -
inclusive when they learn that MPdi-
carP will no lon1;er p;iy the bills. 

Ile says /\1l'd1care has turned his 
rC'gi stered nurs<"s into p:1per shufflers 
v.llo arc kcpt busy filling out form3 
instc;;1d of c;iring for pntiL·nts. 

Th<' rest of his st,1ff also spends 
wh;1t Den Adel believes is an in-
ordincitc amount of time krering up 
with the bookkeeping and pnpcrwork 
gcneratr·d by Medic:1re rcgubtions. 

Way out of line 

Diane Robertson. Den Adel's secre-
tary, said the time she spends on 
r,1t-,licare p:1rwn\'Ork is "\'.'ay out of 
lirw compared with that spent for 
other p,1ti(•nts." 

Df'n Adel rstimates it may run as 
hir,h as 50 per c<'nt. ".It's riot worth 
the effort to conCinue in the pro-

• gr:1m," he said . 
M1·dic;ire \\'ill p:1y for all c0vered 

ser·\·in·s in a sldlll'd nur:;inr, home fa . 
cility the first 20 <bys a person neC'ds . 
them "in c:ich bf'ncfit period," :ic-
cordinr,· to a Mrdicnrc handbook, and 
n<'a:·!y all for 80 d:1ys after ttwt -
only if nil of the following arc true. 

-1\kdical c:1re n<'ccls . rcw1ire daily 
skill(',! nursing care or skilll'd rehabi-
litation Sl'rvicl'S. 

-A doctor cletl'rmines that n 
pati c•n t needs skilled nursing or re-
habilitation care ond orders such 
care. 

. -A p:itient h;:is been in a participut -
inr, or otherwise 4ualificd hospital for 
n least ttll'C'e days. in a row bcfo:·c 

M n 
7 i: r. 

Li :_ ~- 1) U 
- \ ."-·~\ ,,,,, •• 

,,j LJ' :, . -.. '~I • ! .. .. _.~ ~,, -
admission to the nursinr, home. 

-A patir.nt is at.ln1il!Pd fur further 
treatmrnt of a condition for which ·he 
was treated in the hospital. 

It helps pay for- rC'gufar nursing 
services, drugs fu:-nishC'd by the 
skillr·d nursinr, facility, physical oc• 
cup;1tion:il and srwcch thcr:1py, llH'· 
dical supplies such as sp lints a11d 
casts, use of .ippli:inC'<'S and cquip-
m<'nt furnished by the facility suclt a:; 
a whC<'lchair, crutches and braces, 
and mPdical social. services. 

No private duty nurs~ 

It docs not pay for private duty 
nursP:; , doctor's ,services, person 
comfort itcrns such as television sets 
or ·tC'lcphones, or "noncovered leve·I of 
care." 

This means, the l\.kdicare booklet 
1 

explains, th:it p{'r:;ons c;1nr10 t be p:iid, 
for S<'Cking help v:it!i p•-rs<Jnal. daily; 
nCl'ds such ns C'1ti1117, ,1:1 •tting about. 
"and similar tliini;s 011e ordin-irily . 
docs for himself, or that can be done 
for him by p,:ople \\'ithout prnfes-
sional i;krl!s or trainin1:," even if a 
pl'rson is in n nursinr, home. 

DC'l Adel beliC'ves this is wrong. He 
cites the C'x,1111rlc of an elderly 
wornnn who fell clo\\'n a flight of steps, 
breaking an arm and a lrg. • 

"She was as hopf'!,,ssly immobi• • 
lizecl as anybody could be," he said, 
yet l\ll'dicare would not pay for hC'r ' 
nursi11r, home i;tay !wc;1usc she docs 
not n·quirC' skilll'd nursing care. 

J,uss_ \Vcl!Pr admits this is a weak 
point in r11'-dicarc co•·er;igC', and says 
nnlhing, unfort1mate!y, is being done 
at the fcdl'ral level lo r emed) the pro-· 
belm. 

Tile fact that Sehomc will no lonr,cr 
accept its avcr;igc of tr.n•c Medic.ire 
p;itic·nts a month docs not mean an 
auded bun.kn will be placed on the 

. ~: , . {. . , . . . 
. ·-··-- -------- ----:----·-----

' "I 

r,'mninin1~ c~x tcndcd care facilities in 
lklli11!'.hdl11. 

McJic:1re p:itients rn:iy choose 'be-
tween St. Luke's llo:;pital . Highland 
Con\'alr.scC'nt Center. Alderwood, 
Slw\.:san and Dcllin1;ham Villn Care. 

DC'n J\d0I is the fir~t nursin~ home 
:id111i11i :; tr:1tor in , \Vh;it,·nm Coun!v to 
~.top accrr,ting l\lcdic:! rt' p;1tic-nts.· He 
appc,1rs rf'lievcd its p;ipcrwork is be-
.hi nd h i 111. 

''\'.'e ju<;t coc1ldn't continue un,Jr•r a 
system where we do not get p1id . I 
told them to take the whole sy<;tcm 
and stick it in their e:ir," he uddcd. 
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Source: Bellingham Herald, Bellingham, Washington, April 4, 1974 
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P.O. Box 39 

Lt .. John G. Meyer, M.D., M.P.H. 
Special Assistant to the Medical Advisor 
Office for the Civilian Health and Medical 

Program of th~ Uniformed Services 
Departx:ient of Defense 
Denver, CO 80240 

Dear Lt. · Meyer: 

May 31, 1974 

The Council is in the process of completing an inventory of hospital and other 
health-rela~ed facilities prior to the dcvelopnent and publication of a 
regional hospital plan by Deccr:\ber. Concurrently, we are also develo:r,ing 
plans for nursing homes and horr.e health services (see your previous correspond"'." 
ence with Hrs. Mary Lou Shadle, Washington Physicians' Service, Seattle, 
No .. CHO%), and asse.."ibling a "health indicators" report. 

One section of the health indicators report will deal with n::e_dical ca=e utili-
zation and expenditures. Co.wined with enrollr,ent figures, the utilization 
and expenditures data, when analyzed, will pcn:-.i t id.entificution of r:,atterns 
and trends across various insured groups. In one county in our re0ion, for 
e·xample, l--!edicaid patients are hospitalized more than twice as often as persons 
insured by the Blue Shield program. Analys.es and co;,.parisons enabled by 
enrolil~nt, utilization, and expenditure data will also be used, of course, to 
improv~ our planning for hospitals, nursing hones, and homo care services. 

The co-~plexity of planning for the health services mentioned is compounded in 
this region by tJ1e existence of Whidbey Isla.'1c:1 !1aval Air Station in Isla.,d 
County anc.1 tho presence there of a naval hospital. There may be as r..a.,y as 
10,000 people in this region, a:x,ut 6 per.cent of the population, eligible for 
C.H.A.H.P.u.s. coverage. I really don't know. Things are conplicated even 
more by the rll!'!Ored eventual closure, or at leu.!lt curtail.t-:tent, of the naval 
hospital. Clearly, our planning efforts for the western fringe of this region 
are nnd will be effectively ha .. r>ered without at least ballpark-level uata on 
the c.n.A.M. P.u.s. population here. ~ath these thoughts in nind., and with 
fears that I already know what your replies will be, I have several questions 
for the C.H.A.HoP.U~S. program. 

Appro~imately how rr.any people are now eligible for C.H.A.H.P.u.s. 
benefits or "enrolled" in t11e proqra.-:t in the following areas: 
Whatcora, Skagit, Island, and San Jua.11 Counties; the four-county 
region; the state? How nany peo;:,le were eligible each calendar year 
between 1968 and 197.3 (sai:io areas)? The easiest way of _ expressing 
eligibility 1'1.i.ght be "persons eli<]'ible per nont.1-\." 
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:z. For the same areas and calendar yoars in question lr what were tha 
hospital and nursing home admission or discharge rates (adnissions 
or discharges por 1,000 enrollees) for the C.ll.A.M.P.u.s. enrollees? 
What were the home care utilization rates (home care starts per 
1,000 enrollees) for the same areas and yea.rs? 

3. For the same areas and years in question 1, how much hospital and 
nursing hooe care was provided (days of ·care per 1,000 enrollees)? 
How much home care was provided (either visits per 1,000 enrollees 
or days of hot.e care I?Sr 1,000 enrolleen)? 

4. For the same areas and years in question 1, how much money did the 
C.H.A.M.P.u.s. program spend on hospital caro? Nursing hrn:1e care? 
Hane care? How much money did the program spend for physician 
services? Dental serv~ces? How much ~oney did the progrru~ spend 
for all types of medical care for the areas and years in question l? 

5. Are figures on costs and utilization based on place of residence of 
the enrollee regardless of the geographic site of care or on 
geographic site of care regardless of place of residence -of tho 
enrolloe? 

The enrollment, utilization, and expenditure data I have requested are 
readily available for the state's federally-supported Medicaid program. The 
data are also available, to a lesser extent, for the Hedi care program., I 
point out this federal insurance program data availability because I wish 
to prevent the impression that the C.H .. A.H.P.u.s. program is bein:g singled 
out for unreasonable requests. If it's any consolation, the Indian Health 
Service is being asked the same questions. 

rinally, I; d like to point out that t.~is agency was established under Public 
Law 89-749 and currently receives over $70,000 in federal funds annually to 
conduct health planning activitiea. Please contact me if the data requests 
are at all unclear • 

Sincerely, 

. Robert Mo Eastman, M.P.H. 
Assistant Director 

RME/cjs 
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TTAClli1GlT 18 DEPARTMENT OF DEFENSE • . -_ 
OFFICE FOR THE CIVILIAN HEALTH AND MEDICAL PROGFU,M OF THE UNIFORMECi SERVICES 

OENVER,COLCRAOO 802.CO 

IN REPLY REl'"ER TO I 

'ca.02 

Robert M. Eastman, M.P.H. 
Assistant Director 

ll• June 1974 

Comprehensive Health Planning Council 
102 South Baker Street 
Mount Vernon, WA 98273 

Dear Mr. Eastman: 

CIVILIAN PROGRAM FOR I 

ARMY 
NAVY 
MARINE CORPS 
AIR FORCE 
COAST GUARD 
U.S. PUBLIC HEALTH SERVICE 
N.0. A, A. 

Thank you for your very interesting and clearly written correspondence 
of May 31, 1974. I readily appreciate what you are attempting to do, 
and fully understand its implications. Unfortunately, I am afraid I will 
hav.e to confirm your fears by stating that no demographic statistics 

_are available for the CHAf1PUS population. While this may seem incompre-
hensible to you (as it was to me), let me assure you that multiple people 
have encouraged the development of such statistics, but with no success 
to date. However, there is a very good chance that such data will be 
available within the next couple of years. Unfortunately,' that would be 
a little late for your needs. 

Inasmuch as the demographic data is unavailable, any of the "per thousand 
enrollees" questions which you addressed are at this time unable to be 
answered. Question four could be answered; however, it would requ ire a 
computer run, and such computer runs must be requested from the Assistant 
Secretary of Defense (H&E), The Pentagon, Washington, D.C, Regarding 
question five, what data is available is based ori the cost and utilization 
of care reported by the Fiscal Admini~trator or Hospital Contractor located 
in the sponsor's geographic area. In other words, the sponsor's residence 
is the geographic area where cost and utilization rates are based. 

I am sorry I cannot help you more at this time. I strongly support the 
work that Comprehensive Health Planning Councils are doing across the country, 
and have numerous friends i~ the various CHP agencies. 

One last thought . It has been my experience through the research I have ' 
been conducting here, that the cost for acute medical and surgical services 
are within the usual and customary in a given state. While I do not have 
the utili za tion figures, I can assure you that if the State of Washington 
is looked at out of the top ten diagnoses, five of thera will encompass 
psychiatric diagnoses. Might I also suggest that you contact t~e CHAMPUS 
office at Washington Physicians' Service inasmuch as the individuals there 
have a good understanding of costs for various services in the various 
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CH.02 
Robert M. Eastman, M.P.H. 

geographical areas in Washington. In addition, you might be able to get 
ballpark figures on how many claims come out of that area without going 
through the Department of Defense. 

2 

dards, 

JOHNG.~~· 
LCDR, MC, USN 
Assistant to Medical Advisor 
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Di.rcctora'co of ll~no.gomcnt Sc1.•vicos 
3 July 1974 

NUMI3En OF ADMISSIONS TO CIVILIAN lIOSPITAL.c; PER 1,000 
POTENTIAL Cll.'\1JPUS DENEFICIJ\IUES 

CY 1968 THHOUGII CY 1973 

- -Dependants of Active Duty Pcr~onnel 
CY GB CY 69 CY 70 CY 71 CY 72 CY 73 

Total Beneficiaries 3,719,000 3,573,000 3,162,000 3,115,000 2,996,000 3,136,000 
Total Admissions 262,400 281,816 276,230 273,821 255,121 211,058 
No. Adm Per 1,000 I3enef. 70.6 78,9 79.8 80.2 85.2 77.8 

Retired Personnel 
CY 68 CY 69 CY 70 CY 71 CY 72 CY 73 

Total Beneficiaries 668,000 736,000 800,000 859,000 929,000 977;000 
Total Admissions 16,700 21,951 27,825 36,230 43,657 48,404 
No, Adm Per 1,000 Denef. 25.0 29.8 31.8 12.2 47.0 4:'l. 5 

Dependents of Retired or Deceased Personnel 
CY 68 CY G9 CY .70 CY 71 CY 72 CY 73 

Total Beneficiaries l,1G3,000 1,325,000 1,176,000 1,608,000 1,953,000 2,0G2,000 
Total Admissions 55,200 71,731 87,107 108,G38 126,764 137,918 
No. Adm Per 1,000 nenef. 47.5 51.1 59.2 67.6 61,9 66.9 

Total - All Eligible Beneficiaries 
CY 68 CY 69 CY 70 CY 71 CY 72 CY 73 

Total Deneficinrics 5,550,000 5,631,000 5,738,000 5,882,000 5,878,000 6,175,000 
Total Admissions 334,300 375,498 391, 4G2 418,689 425,542 430,410 
No. Adm Per 1,000 l3cnef. 60,2 66.6 68.2 71,2 72.4 G9.7 

NOTE: Total beneficiaries shown for Dependents of Active Duty Personnel represer.t nn 

( 

estimate of the number residing in the United States, Canada, Mexico and Puerto Rico. 
Total bencficinries shown for Retirees and Dependents of Retired or Deceased Personnel 
represent estimates of the number of beneficiaries worldwjde. 

Total admissions represent admissions un~er CIIAMPUS in the United States, Puerto Rico, 
~nada and Mexico .· Due to the lag in tho submission of claims, total admissions shown 
for CY 1973 are estimated to be approxi~Ately 96% complete. 

( 
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u1 rccco~aco ox ~ana~cmon~ ~c rv1cas 
3 July 1971 

ESTIMATED NUriIDER OF POTENTIAL CHAMPUS DENEFICIAnIES . 
CY 1968 THROUGH CY 1973 

Category of 
Beneficiary CY 1968 CY 1969 CY 1970 CY 1971 CY 1972 CY 1973 

Dependents of 
Active Duty Personnel 3,719,000 3,573,000 3,462,000 3,415,000 2,996,000 3,136,000 

Retired Pcrs0tinel 668,000 736,000 800,000 859,000 929,000 977,000 

Dependents of Retired 
or Deceased Pcrsonnol l,163,000 1,325,000 1,476,000 1,608,000 1,953,000 2,062,000 

' 

TOTAL - ALL 
Categories of 5,550,000 5,634,000 5,738,000 5,882,000 5,878,000 G,175,000 
Beneficiaries 

·-

NOTE: Dependents of Active Duty Personnel include only those dependents residing in 
the United States, Canada, Mexico, and Pu~rto Rico. Source for this data was 
Directorate of Information Operations, OSD, Report Pl4, as of 31 March for 
each year. 

Retired Personnel nnd Dependents of Retired or Deceased -Personnel include 
beneficiaries residing Worldwide since there are ?O data available which 
show the number of these beneficiaries who reside only in the United States, 
Canada, Mexico or Puerto Rico. Totals shown are based on estimates provided 
by each uniformed service in its annual budget estimate. 
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(
: ~ -•1 1 ;.,,,, \. ··ASSISTANT SECRETARY OF DEFENSE 
:1 \s ~3/F f . I 

~-:c>.:-- ) ·1 WASHINGTON. 0. C. 20301 

MEAL TH .,,ND 
ENVIRONMENT 

Honorable F. Edward Hebert 
Cha.innan, Cn:rmittee on A.rm2d 
Ho~e of Representatives • 
Wasfil:1lgtOn, D.C. 20515 

. D:::ar Mr. Chainnan: 

Services 

'!his is in further reply to your letter of June 11, 1974 enclosing 
rorresp:mdence from Mr. Robert M. Eastrnan, Assistant Director of the 
O:ntprehensive Healtl1 Planning Council·, l--bunt Vernon, Washington. 

'.Ihe ability to answer !'ftr. EastnB.n's questions is greatly hampered by 
the nonavailability of de.rrngraphic statistics on CHAMPUS beneficiaries. 
Enclosed is a table whic.'1 gives the estirrated nunber of p'.)tential 
0-W1PUS b2neficiaries. 'Ihese sarre individuals are eligible to use 
military rredical facilities as well. 'Iherefore, ,;.,._;rule we have in-
cluded a chart which sha.vs the nUJ!ber of admissior..s &rd hospital days/ 
thousand p:)tential CHAMPUS beneficiaries , t."lese nurrbers represent the 
demand seen by CHAMPtJS only, · and are not a reflection of the deumd 
these people place on the total Depart:ro2nt of Defense Health System. 
'lhe per thousand potential CHA."1PUS beneficiary figure would vary 
greatly if broken out by geographical area, and would depend to a 
great extent on the availability of military facilities. 

'Ihe CHl-..1.\PUS Data System records only inpatient care and does not isolate 
nursing hare care fran hospital care. Harre care is like-..,rise not isolated. 
'lhe nurrber of admissions and hospital days/thousand potential CHA.t"IPUS 
l::eneficiaries in the hospital setting are the only data we can ·presQTit 
in ~ering questions t¼'O and three of Mr. Eastman's letter at present. 

'Ihe 'Ibtal GI.AMPUS Program Cost chart was prepared within the oonstraints 
listed in the prior b.\70 paragraphs. An additional note regarding the 
oosts under professional s e rvices. 'Ihese figures r epresent all pro-
fessional se rvices (ps-yc."lologists, speech therapists, physical thera-
pists, etc.) and not just physician (M.D. andD.O.) services. 

I trust -:hat this infontB.ticn will b2 helpful in replying to r--Ir. Eastma.1. 

Enclosures 

Sincerely, 

~?,J J • /J«'; J/., r { .v;>·.,_ 
Vernon .l;IcKenzie 

Deputy Assistant Secretary of Cefense 
(Health R:::sources & Programs ) 
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Directorate o! Managcraont Services \ 
3 July 1974 

Type of 
Service 

Hospital Services 

Professionnl Services 
Inpatient & Outpatient) 

Excluding Dental • 

Dental Professional Services 
(Inpatient & Outpatient) 
Excluding Dentnl Handicapped 

Outpatient 
Prt:)scription Drugs 

Program for Handicapped 
(Includes Physically 
Handicapped, Mentally 
Retarded nnd Dental 
Handicapped) 

; TOTAL 

1968 

$110,383,568 

TWA'C OIAMPuS PROGR!\M COSTS* 
CY l9G8 THROUGH CY 1973 
(Government Cost Only) 

CALENDAR YFAR 

1969 1970 1971 

$142,347,736 $170,507,574 $202,841,161 

' 

$ 70,895,348 $89,367,428 $105,565,607 $126,224,680 

$ 220,784 $ , 440,748 $ 734,812 $ 1,728,107 

$ 1,263,923 $ 2,605,245 $ 3,057,840 $ 3,927,541 

$ 4,426,502 $ 8,654,929 $12,434,391 $ 20,983,980 

$187,190,125 $243,416,.086 $292,300,224 $355,705,475 

• Excludes Administrative Costs. Based on all claims processed through 31 May 1974. 
Total costs for CY 1973 are estimated to be app.roximately 96% complete~ 

' 

1972 

$227,174,625 

$141,823,539 

$ 4,372,608 

$ 5,090,445 

$ 29,249,067 

$407,710,284 

1973 

$242,259,035 
-

$152,767,512 

$ 5,289,807 

$ 5,898,581 

$ 23,'137,655 

$429,652,590 
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Nm.a3ER OF HOSPITAL D.'\YS IN CIVILIAN 

Directorate of t,'L.lncgcr.,c~1't sorvl.~ofl . 
3 July 1974 

HOSPITALS PEfi 1,000 :fOTENTIJ\L CHAMPUS BENEFICII\HIES 
CY 1968 THTTOUGII CY 1973 

Dependents of i\ctive Duty Personnel 
CY 68 CY G9 · CY 70 CY 71. CY 72 CY 73 

Total Dcncficiaries 3,719,000 3,573,000 3,'1G2,000 3,415,000 2,996,000 3,136,000 
Total Hospital Days 1,633,958 1,819,952 1,855,966 1,886,550 1,909,388 l,8Z8,16G 
No. Days Per 1,000 Denef. 439.4 509.4 536.l 552.'1 G37,3 583 .1 

Retired Personnel 
CY GB CY 69 CY 70 CY 71 CY 72 CY 73 

Total Bcncficlnries GG8,000 7::JG, 000 800,000 859,000 929,000 977,000 
Totnl llospi tal Days 166,351 215,G30 276,803 337,999 393, 1'17 41'1,617 
No. D~ys Per 1,000 Benef. 249.0 293.0 31G.O 393.5 •123. 2 121.4 

Dcpcnclcn ts of neu red or Deceased Personnel 
CY 68 CY G9 CY 70 CY 71 CY 72 CY 73 

Total Beneficiaries l,1G3,000 1,325,000 l,47G,OOO 1,608,000 1,953,000 2,0G2,000 
Total Hospital Days 548,528 762,319 937,319 1,199,115 1,455,151 1,500,311 
No. D:1ys Per 1,000 Benef. 171. 6 575.1 635.0 745,7 715.1 727.6 

• Total - All Eligible Deneficiaric5 
, - ·• 4 . 

- . CY 68 CY G9 CY 70 CY 71 CY 72 CY 73 
Total Deneficjnries 5,550,000 5 ,-631, 000 5,738,000 5,882,000 5,878,000 6,175,000 
Total Hospital Days 2,348,837 2,797,931 3,070,088 3,423,694 3,757,GSG 3,713,394 
No. Days Per 1,000 Denef. 423.2 196.6 535.0 582.1 639,3 GOG,2 

NCYrE: Total beneficiaries shown for Dependents of Active Duty Personnel repr~sent an 

( 

estimate of tho number residing in the United States, Canada, Mexico and Puerto Rico. 
Total beneficiaries shown for Retirees and Dependents of Retired or Deceased Personnel 
rcpre3cnt estimates of the number of beneficiaries worldwide. 

Total Hos pi tnl Days represent days under .CHAMPUS in the United States, Puerto Rico, 
Canada and Mexico. Due to the lag in the submission of claimo, total hospital days 
for CY 1~73 are estimated to be approximately 96% complete. 
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To CHA\1PUS and CHA\!PVA Beneficiaries: 

As the Fiscal Administrator for the State of Washington we wish t0 

serve the members of the CI IA\ll'US ,J11d Ci !AI\ll)VA programs 
efficiently ;ind expediently. In order to du this we will need your 
utmost cooperat ion. The following information will serve that 
purpose. 

Very truly_ you~s, 

W/\SIIINGTON PHYSICIANS SERVICE 

Clc:i111s fi>r scrriccs and Sllf!fJ{ics pm1·iclcd 11/ier J;mu::1T 1. 11) 7-1 nw~t 
be JileLi bl' :lze la~: c!cy of tile calendar year Ji1/!,)11i•1g 1/1e c:1lc1;.Iu-
J'car in 11'./1icli the Sc'!Ticcs and Sli/7/J/ics \\ 'Cl'l' ;>roricicc!. FXA . .fi'!.i:·: 
·services prorided i1; Jcm11.11y, 1 CJ N. //lust he mimziuccl nu /i;tcr th1111 
December 3 J, J 9 75. Clui111s fur sen•ices and supplies prvri,!cd bcj1;n: 
January /, J 9 74 wi,'l be processed c:.ccorc!i11g to past policies and 
rcgu /J t ions. 



141 

TABLE OF CONTENTS 

Where to Submit Claims ...... . 

Who is eligible for Cl IA.\1PUS . 

Who is eligible for CHMIPY A 

Eligibility Determination 

Authorized Providers of Care (CHAMPUS-CIIAMPY A) 
Au thorizcd Benefits .. 

Benefits Not Authorizrd 

How to Obtain Care under CllA1\1PUS or CHAMPY A . 

-What is Inpatient and Outpatient Care . 

Examples of Emergency Room Charges 
The Deductible -....... , ..... -. 

-Psychotherapeu Lie/Psychiatric Care 

Cost Share - Active Duty ..... . 
Cost Share - Retired or CHAMPY A 
Cer tification ..... . 

Medicare - Disability . 
Insurance Supplement to CHAMPUS . 

Dental ............... .'. 
Dental Care for the l-bndicapped .. 

ATTACHMEtlT 19 

2 

3 
3 

4 
4 
5 
5 
6 
6 
7 

8 
8 

8 
9 

. 10 

. 10 

. . 1 l 

. . 13 
Handicapped Prtigrams . . . . . . . . . . 16 

How to Complete DA 1863<'. Form- Direct P:iyment (CHAMPUS) . 17 

How to Complete DA 1863-2 Form- Reimbursement 
How lO C,1mplcte D,\ !S(d-2 Form - Direct & 

Reimbursement (Cl IA\'IPYA) .. . ... . 

How to Co:nplcte DA l 863---i Form for Direct Drug Payment . 

. 19 

. 20 

(CIIA.\IPLJS or CIIA.\IPVA) . . . . . . . . . . . . . . . . . . . 21 
How to Submit Prescription Rcimburser,ent 

(Cl IAMPUS or C!-IA:1IPY A) ....... . . 22 



... 

ATTACHMENT 19 142 
W:1sh;ngton Physici:111s ScP:ice is the Cl !,\\!PUS :rnd Cl IAi\lPVA fiscal adm in-
istrator for the State nf \\':1slii11 gt,1 n: h,iwcvcr, bcc:1usc of the V()lumc of 

,claims and in order to continually improve tl1 e reLttionsltip bctwt:cn providers 
of care. bcncficiarit:s and Cl L\i\!l'US, we arc sub-con trac: ting to th ree addi-
tion:d medic~! bt1rcaus. bringing the total to six. In most in st::nccs the divi-

• siu n is geographica l which :.illuws for clos.:r contact betw.:en the afore-
mentioned three parties. This change in procedure is effec tive January I, 
1975. If your health services a.re provided in: 

KING or Y AKI\l A COUNT! ES - claims should be subm itted to: 
Kin g County Medical 13lt1e Sl11eld 
1800 Terry Avenue, Sc:1ttlc, Washington 98101 
Attn: CHAi\!PUS Dcp:irlmcnt. Tekphonc Number : (206) h::<i-tJ n 

PIERCE, T!IURSTO:'l. GRAYS llARBOR or LEWIS COUNTIES - claims 
should be submitted to: 

Pierce County ~!cdical 13ure:rn 
. J J 14 Broadway, Tacoma. Washi ngton 98402 
Attn : CIIA~!PUS Department. Telephone Number : (206 ) 627-712! 

SPOKANE COUNTY (including Benton. Fr:mkl in. Okanog:in. Ferry. Lincoln, 
Pend Orei ll e, Whitm an . Stevens. Aso t in and Garfield) . Cl !ELA:-,./ and DOUG-
LAS COUNTIES, C_OLU~IBIA BAS!'.\ (including Gran t and Adams) , KITTI-
TAS COUNTY and WALLA WALLA- cl:iims should be submitted to: 

Medical Service Corporation of Spok:mc County 
Tcrmin:tl Annex Bux 30--l8, Spokane . Wash ington 99220. 
Attn : CHAMPUS Depar tmen t, Telephone Number: (509) 455-5400 

. . 
*CLARK,COWLITZ and PACIFIC COUNTIES-claims should be submitted to: 

Clark County Physicians Service 
3305 Main, Vancouve r, \Vashingto1i 99663 
Attn: OlA~!PUS Department, Telephone Numb.:r : (206) 693-2526 

*KITSAP, MASON, CJ,,ALLM.! and JEFFERSON COUNTIES - claims shou ld 
be submitted to: 

Kit sap Physicians Service 
820 Pacific, Bremerton. W:.ishington 983 l 0 
Attn: CHM,lPUS Department. Telephone Number: (206) 377-5576 

*SNOHm1ISH, SKAG!T and WHATCOM COUNTIES - cl:.iims should be sub-
mitted to: 

Snohomish County Physicians Corporation 
2520 Colby Avenue. Everett. Washing ton 98101 
Attn: CHAf\lPUS Departmen t, Telephone Number : (206) 259-8 l 8 I 

*New Claims processing locations 

The Civi lian llc:ilth :md /vlcdic:il Program of the Uniformed Services. better 
known as CI-11\MPUS. :.ipplies to all of tlte United States Uniformed Services : 
The Army, \bvy, Air Force, Marine Corps. Coast Guard, Commissioned 
Corps of the Unitc'd St ates l'u bliL· l kalth Service, ,rnJ the C,llnmissioned 
Corps of the :\Jtional Occ:rniL· amiAtnwsphcric Admi nistr:.it ion. 

WHO IS ELIGIBLE FOR CHAMPUS? 

l. The spou~e and chi!dr•.'!1 oi" a..:ti,·e J11ty memr-,crs. as long as the membe r 
is on actiYc duty fur~ ;' ,'1 ;oJ of 30 ,i ,ys or 111 -ne. 
NOTE: Dependents :cs1din; with ,heir SjJ•JihcH :ire rcquir.:d to ob t:iin 

l~~P,\ 1 ll\T t1~ auncnt in rnilitJ r\· L,c'i!itrcs when such facilities 
are within 30 miles frum thei r rLstJc'nce anJ arc (:::pablc of 
providing the needed c:irc. except: 
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A. \\'hen care is not a.vail~1blc fr om the military facility and a 

Statement of Non -/\ vail:ibility ( DD r:orm 125 I) is issued by 
the milit :i ry. 

B. In an emergen cy. when cert ifi c-d :is such by the :1t1endin6 
physician. 1 • 

C. \\11cn the status of the lkpendcnt is changed from "residing 
apart from sponso.r'" to "re siding with sponsor" while he is 
ho~pit:lii1.cd in a civili:rn facility; or while a spouse is 
obtaining maternity care and doc.s not desire to change 
physicians. 

D. During :i period of absence from the area of the sponsor's 
household. 

2. Retired members who :ire entitled to retired!, retainer, or equiv:ilent2 
µay :ind their spouse and children. 
NOTE: The retirees :ind/or spouse lose eligibility for CIIA~lPUS upon 

reaching age 65 if they become eligible for hospi ta l insurance 
benefits (P:1rt A) under the Soci:il Security i\lcdicare Program.* 
They arc still eligible for care in milit:iry facilities. however. 

3. The unremarried wiJow :ind ·children of deceased members who, :it the 
time of sponsor"s death, were active duty or retired members . 
NOTE: The beneficiary"s eligibility is tcrmin:.ited on the 65th birthd:.iy 

if he becomes eli gible for ho-spifal insurance benefit s (Part A) 
under . the SociJI Security f.lcdicare program.* They are still 
eligible for care in military facilities. however. 

4. The spouse and children of North Atbntic Treaty Organization ~l ilit:ny 
Personnel who :ire on duty in, or traveling in, the ·united States in 
connection with official orders. 
NOTE: . Parents and parents-in-law are not eligible for care in Civili;m 

facilities under the CllA\lPUS . 
5. Eligible de pen den ts of active du,ty, retired, and deceased personnel are: 

A. Wife 
B. Unre!llarried wid'1W 
C. llusb:ind. if dependent on service wife for more than or. <? -half of his 

support. 
D. Unremarried widower. if he w::is dependent on service wife at the 

time of her de:ith for more th:rn one-half of his support because of a 
ment;;l or physic:.il incapacity . 

E. Unmarried legitimate chilJ, including an :1doptcd child ontepchild, 
in one of the following categories: 
(I) Under 21 years l~- age.~ regardless of whether or not dependent 

• on the active dt;ty or retireJ 111c!llber. . 
(2) Twenty-one or over. but inc:.1pable of self-support becau se of a 

mental or physic:il i11cap.1city that existed before the age of 21, 
and is (or w:is .at the time of the !llc111ber's d<.::.ith) dependent on 
the member for more th:.in one-half of his suppl•rt. 

(3) Under 23, enrolled in a full-time cou1se of study in an :.ippruvcd 
institution of l1i"11cr l,~arning, ::111d is (or was :it the time of the 
member's deatl;) dependent on the member for more th:1n 
one-half o( his support. 

"Retired pay" is pay from a uniformed service which the member was 
entitled to at the time nf retir ..: ment. 

2 .. Equivalent p:.iy" i, pay which ?he !llember elects to receive from.the 
Vete rans Admiriistr:1t1011·-in - li cu of retired pay from the urnformed 
service concerned :.it the time of rclircmcnt. • • 

• If not entitled to P:i rt A (hosp ital portion) of :-.lcdicarc, a copy of -~he 
disallowance letter from Social Security must be submipcd with the inst 
claim to CHAM PUS. 
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F . . Unmarried illegitimate child or illegitimate stepchild who is, or was 

at the time of death of the 3Ctive duty or retired member. dependent 
• on the member for more than one -half of hls support; residing in the 

member's household or in a dwelling place provided or maintained 
by the member and -
(1) Under21 years of age. 
(2) and (3) -- same as #2 and #3 listed for unmarried legitimate 
child. 

WHO IS ELIGIBLE FOR CHAMPVA? 

. The effective date for CHAMPVA is September l, 1973. 

Section 613 of the Veter:in's Hcaith Care Expansion Act of 1973 (PL93-82) 
authorizes a CHAMPUS - li ke program for the spouse or child of a veteran 
with a :otal pcrm:rnen t service-connected disabi lity or the surviving spouse 
or child of a veteran who d ies from a service-connected di sability. People 
entitled to CHA!v1PUS benefits arc excluded. 

ELIGIBILITY DETERMINATION 

Eligibility determination is the responsibili ty of the VA. Prospective benefici-
aries will make application to the nearest VA hospital or clinic for their ID 
card. A list of VA issuing st:itions is provided. 

Washington 
American Lake, Tacoma 98403 
Seattle 98108 (4435 Be:icon Ave .. South) 
Spokane 99208 (North 48 J 5 Assembly St.) 

·Vancouver 9866 I 
Walla Walla 99362 (77 Wainwright Drive) 

l. The issuing sution S number wiH appear on th e ID c:ird to identify the 
"home station" where tl1a t benefici:.iry S case file will be kept. Once 
eligibility has been determined :rnd an approp riate VA identification 
issued. these' bc11cficiar ies have ..:omplcte fr..::edom of choice in ekcring 
their civiiian h..::atth c:nc providers. Cl L\;,,JPUS 1101h1vai1ability sta tement 
requirements do not :1pply to Cl1A\lPVA bencfici:nics. 
The JD cards. when a'.·:1ilable. are the authority f,ir providers to deliver 
authorized services to the:e beneficiaries and bi!I for thc i~ services 
through the Cl!A\IPL!S sym:m usi ,1g CHA\!PUS contr:ictor and 
CHA\1PUS deductible and cost sharing formul:is . CHA\!PVA bene-
ficiaries may pay for their cJrc and seek reimbursement from fiscal ad-
ministr:.itors and hopsital contractors. 

2. CHA\!PVA beneficiaries eligib le for Part A Med icare Jt age 65 lose their 
entitlement to CHA\IPVA the same as CHAMPUS people. The 
CHA\IPUS relationship with \le<licare, l\!edicaid, and FEHBP benefits 
apply to CHA\IPVA. 

AUTHORIZED PROVIDERS OF CARE (CHAMPUS-CHAMPVA) 

1. Doctors ofmcdicine·and osteopathy. 
2. Doctors of dental surgery and dent:il medicine . 
3. Optn111etri sts , psycholllgists. podiatrists and ph:mnacists. 
4 . Spcc·ialists in S(il.' llc'CS allied tu the pra..:1icl.' uf medicine w/Jc11 ordered by 

u 1;i1.l'.lici,111. Su.:h spccdists inl'iudl.' physical ther:.ipists. audiologists, 
speech therapists. so..:ial workers. (1--!SW) , pastor:.il counselors, consult:ints 
and si111il:1r pcrs< 11i11<.'I. • 

5. Private duty nurses when ordered by a physici:in. (Check with fiscal 
ageni.) 

6. Christian Science practitioners and nurses. 
7. Civil i:;n !l t,,pit:il,. 
8. Extended i.::ne facilities . 
9. Ambubtory Surgical Centers. 

I 0. Equ ipml.'n t rcn ul :igcncies. 
11 . \lcd ic:ll :rnd Surgic:.il Supply l lc1uscs. 
12. Civi li:in phanmcies. 
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AUTHORIZED BENEFITS UNDER THE BASIC PROGRAM 

Auth ori1c d hc11cfit~ under CIL\\!l'US or (11,\\ll'VA gcncr:illy i11dudc mcdi-
' cal care and sur~i..::il t1c.1tn:,·n t in..:ludinc: n: :1te 111ity, nervous. mc11tal :•nd 

cmotion:il disurd~rs: chrnni..: co11diti,rns: ~nd contagious <lise:1scs. As a rule, 
c:irc whi,h is furnished on either :.111· inpatient or outp:it icnt b::isis which is 
gencr:illy ::iccept<.'d :.is good med_ica l pr:i..:tice will be authorized as a 
CH.-\\!PL:s ur Cl 1.-\\!l'V,:\ hcn_er1t - except for certain benefits sp..:ciftc::dly 
excluded bv law. Benefits m:1v not ordinarily he proYid..:d, how..:\'er, in facili-
ties whic\1 • disci im;nate on tl~e b:isis of r:.ic~. color or nation:d origin. ·The 
following arc au 1hori1ed: 

I. Profc ~~ional services of :.1]1 eligible pr:i..:titioners pro\'idin~ authorized 
trcatlll('ll t nc..:css:iry to treat the patient's co11Jition. 

2. Semi-private hosp ital :iccommod:.stion and :ill necessary services :ind 
supplies furnished by the hospita l. The ch:irge for :1 priv:.itc room is 
allow:.iblc only when medically indicated, or when it is the only kind of 
room av:iibblc. 

3. Dru~s obtainable only by presc ription :.ind insulin. 
4. Ambulance servi..:c when medically indicated . 
5. Rental of durable equipment such as wheel ch:iirs, respirators and 

hospit:il bed,s. (These arc not to be pu.rchased under the basic program.) 
6. Diagnostic ex:iminations. 
7. Dental care required as a direct result of injury or secondary to the 

treat merit of arhlthcr medical or surgical condition or its aftermath. 
8. Anesthetics and oxygen. 
9. Blood transfusions, including the cost of blood and blood plasma, except 

when donated .o r replaced. 
JO. Radi:.ition therapy :rnd physical therapy. 
11. Orthopedic br:iccs (except orthopedic shoes) and crutches. 
12. Artificial limbs and eyes. 
13. lm111uniz:itions when required as part of medic:.il treatment. (Not routine 

flu, DPT shots, etc.) 
14. Family planning services including marital counseling (medically neces-

sary- referred by· M.D.), vasec tomies, tubalig:itions, and abortions if 
legal in the state where you reside. 

JS. Home calls when medic:.illy indic:itcd. 

BENEFITS NOT AUTHORIZED (CHAMPUS-CHAMPVA) 

·I. Routine physicai examination and immunizations (except when required 
because of overseas orders). 

2. Outpatient routine well-b:iby care. 
3. Routine eye examinations or gbsscs. 
4. Prosthetic devices other than artificial limbs and eyes . . 
5. Routine dent::il care. 
6. Do111icilbry or custodial care. 
7. Chiropractic treatment. 
8. Acupunturc. 
9. llum:in Chorionic Gonadotropin (] !CG) injecti ons. 

HOW DOES ONE OBT.AIN CARE UNDER CHAMPUS OR CHAMPVA? 

CJJAMPUS or CIIA~1PYA IS A rul1111tary progra m. The patient and the pro-
vi--ler of care enter into a private contract. The contract st:.ites that the pro-
vider of care will perform a service and the patient will provide payment for 
th:it service. 

Under CIIA\IPUS or CH:\\-IPY A the patient is responsible for finding a pro-
vider of care who participates in the program. A particip:iting provider of care 
agrees th:.it in addition to the cost share* (20%/25% plus ded11c1ible, ** if 

* Cost share later defi ned. 
** Deductible later defined. 
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applicabk) the provider will accept tile umal, c11sfli111ary, a11d prcmili11g fee as 
full p:iymcnt for hi s s.:rviccs. Thus. wht>n the pmviJcr ,igns the ccrtific:llion 
(131ock 20 of Form 1803-.2) :inJ rc~c:ivc-~ :in :imounl aliowa!Jlc which is less 

' th an th e ch:irgcs he submitted. the patient h:is no mur:d ublit:'.ation to pay the 
difference. llowcver, should t!ie provider bill the pat ie nt for the difference, 
the p:itient slwuld Ji1mish a copy of tile additiunal hi!li11g to the fiscal agen t 
so th at the agen t c:in rer,1ind the provider of care of his :igrccment. If the 
provider of care docs not particip:itc, the p:itient m:iy still go to the non-
partic ipating provider of care. but the patient or sponsor is responsible fo r 
any difference bctwt'e11 the fJrOl'ic!er ·s charges and rlze amuunr allowed by 
CHAJ!PUS or Cl!Ai\Jl'VA as a rci111b11rsc111e11t to the beneficiary. 

WHAT IS INPATIENT CARE AND OUTPATIENT CARE? 
A. Inpatient care is tre:itment in a medical facility with formal admission tb 

the institution or to a bed in .the institution . Th:! 30-1 20 day iqpaticnt 
ruling no lunger applies fo r any se rvices ;1fter A11g11st 1, 19 74. The c:1rc is 
either inpat ien t (care provided on date of admission until date of dis-
chuge) or the ser\'ices are outpatient. At this time the two exceptions are 
maternity and cert:iin eiriergency room services. 

B. O11tpatien t care is medical services performed by :.i provider of care which 
do not involve admittance to a bed in a hospital and is not related to 
hospi talization. Outpatient care is subjec t to the applicable clccluctible 
and 20% or 25% cost share. Drngs obtained in civ ilian pharmacies are 
always considered outpatien t. 

C. Emergency ro.om treatment m:iy be considered outpatien t or inpatien t 
care depending on the following: The claim can be paid as inpatien t care 
if a surgical procccl11re is performed and/or if anesthesia is used. If there 
is 110 surgical procedure or no anesthetic, it is considered an outpatient 
benefit. This is impor tant to remember since emergency room cbrges are 
paid in wh:itever way is most advantageous to th e· beneficiary . For 
example, if we pay a claim as inpa tien t care and the sponsor is active 
duty, the bencfici:iry would be responsible for up to S25.00 of the 
emergency room charge. The physician and other providers of care would 
be paid at I 00'7o of allowable charges for services provided in the emer-
gency room or ·related care on that date only. Foll ow-up c:ne is out-
patient. In thi s case the beneficiary could not use rhe money p:iid to the 
hospital as part of th e outp:itient deductible. Consequently, you as the 
beneficiary must help us decide whether you want the charges to be pa id 
on an inpat ient or outp:.;tient b:.isis. Retired personne l would p:.iy 25% of 
all related c!:Jims for services provided in the emergency room or related 
care on that elate only. Foil ow-up c:ire is ou tpaticn t. • 

NOTE: Exception: Maternity care an d treatment for co'nditions rel:!tcd tour 
caused by the pregnancy are considered inpatient throughout the 
entire pregn ancy. 

Emergency ioom charges could be p:iid either inpatient or outp:itient if no 
form al admissio n occurs. The following exam11ies show how a claim 
submitkd for the ·c1cpe11clcn t of an active duty serviceman could • be 
processed: 

ACTIVE DUTY 
• In patient: 

To tal charges submitted 
Inpatient ,\dmiss ion 

Responsibility 
Tot:i l Payab le 

S65.00 - Emergency Room & Supplies 

- 25.00 - Patient Pays 
S40.00 - CIIM,ll' US Pays 

Outpatient: (No deductible satisfied) 
Total charges submitted S65.00 - Emergency Room & Supplies 
Deductible --50.00-' DeJuctibk 
Co-Insurance 
Total Pay:iblc 

- 3.00 - Co-insur:mce •- 20% 
S 12.00 -· CHA~1PUS Pays 
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Outp:itient: (Deductible met) 

Tot:.il charges sub mitted 
Cn-lnsur:.irn:c 
Total P:.iyablc 
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S65.00 - Emcrgrncy Room & Supplies 
-13.00 - Co-insur:rnce -· 20% 
$52.00 - Cl!Al\lPUS Pays 

. TI1e following examples show how it couid be processed for retired perso1111el 
and dcpe11cle11 ts , eligible 11nre111arried widuws and clependents, and 
CHAMPVA dependents. 

Inpatient or Ou tpatient if deductible has been satisfied·: 
Total <.:harges submitted S65.00 - Emergency Room c~ Supplies 
Co-Insurance -16.25 - Co-insu rance -- 25 % 
Total Papble 

Outpatient -· No Deductible satisfied 
Tot:il charges submitted 
Deductible 
Co-lnsur:rncc 
Total Payable 

S48.75 - Cl IA\IPUS Pays 

S65 .00 - Emergency Roo m & Supplies 
- 50.00 - Deductible 
- 3.75 - Co-insur:ince - 25% 
SI I .25 - CHM I PUS P;:iys 

HOW DOES THE BENEFICIARY ESTABLISH THE DEDUCTIBLE? 

In the past , :is tt1e CHA1'1PUS AJmini st r;:i; or for Washington , we have pro-
cesse d claims toward the OUTPAT!El\T DEDUCTl13LE even though the 
claims submi tted did not total SS 0.00 011 one person or S 100.00 per fam ily . 
This policy has changed as of April I. 1974. Any u11 tpatic11 t claims submitte d 
which are to establish the deductible mu st tot al S50.00- or more on one 
person, or collectively. S 100.00 per family. Tlll' maxim11111 dcJuct iblc taken 
for one person is S50.00 per fisc:.il yea r. 

Claims are being returned because the ontp :.i ticnt deductible: has not been 
established for the fiscal year. Providers of care who do not come into direct_ 
contact with the patient and arc therefore ,. unaw:.ire of the deductible status 
may still submit thei r claims. However. if the deductible has not been met, • 
the claim will be returned and it will be the beneficiary's re sponsibili ty to p;iy 
the charges. 

The decluctible applies only to the outpatient progr:im. The beneficiary is 
responsible for s;itisfying the deductiblc e;ich fool year (July 1 to June 30), 

' ,':l,', ,,_;·~',j ~1::: "-- :.,.d l!',1..:,:l ,._',i'. i !,.: ;1~1\" 1!1,: !'!li\ 11.J l l )i" 

..::11c l°,, 1 ; !,,· :,t1,li, ,111,·d ,cr1·-i,·c"'. i1,· 1:c'c'l\c'\ Jild uliu111, :111 itclil:::c,/ ,i.1kl!lc°llf. 

An ikrni;,•u ~l.itc·n1ent in-:ludc, tlic p:1ticnt"s 1~:1:11c. c:1cll d:1tc uf c:1rc. the 
amount ..:ln1::i:d. :111d thi: t) !'C 11f c:1ri:. !i.e .. off1cc c:!11 ur i:1h ,_;;urk J, ,!lld 
diagnosis (:.i cu111plaint. symptom or rc :1Sl'll f1;r ..::1JL') . lkmi1.:1tion,.fr,1m ou t 
of state providcrs nny also h..: us..:d towa rd est:1bli ,h i1 1g the deducti ble. 
As soon as the bcneficiarv :iccumu iates it emized statements :rnd 1or druns* 
which totJl SS0.00 on on~ person ur Sl00.00 per family, he corn~leks itc~ns 
1-13 on the cla im form ( 1863-2) fo r eacl, member of his family who has 
received care an d submi ts thi s for rn and itemized statement, to the Fiscal 
Admin istrator. The Fisc:d Administrator then proccs,es th e cLiirns and estJb-
lishc s the deductible for the indi\':du:il or f::imily. The bcncfici:.ny will receive 
from the Fis..:a! Admini sirator J dl'duct:ble ccrtii'ic:itc shuwi11g that either the 
S5 0.00 or the SI 00.00 deductible ha~ bccn satisfied. The bc11efi-:iarv slwulJ 
carr_v thi s certificate and slww it tu :d i provid..:r s of care Thi~ tcils ·tl1e pro-
vider of c:i re tll:.i t the individ td i.ir famiiy has csuhli,heJ the deductible and 
thJt CHA\IPL:s wil l p::iy 801~- of the allnwab!.e ch;:rges for actii·e d11ry c/epe11-
dems or 7Yf for rct irccs, their c/cpc11clc11ts, eligible dcpc11clc11rs of deceased 
personnel and Cl!A,l!PVA depc11dc11ts for the remainder of that fiscal y~ar.** 
If the charges submit tcd for es tab! ish ing th dcl;u.;t iblc exceed t!:e require d 
amount. the fiscal :1dministrator wili reimburse the !)cnc11c1:1ry t!1e :,ppro-
priatc amount over the ded uc ti ble anJ co-insurance (2v,~ or 25%). Rc;nern-
ber, if any information is mis, ing from the claim , th e itemized statement, or 

J 
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the drug reimbursement form. payment will be delayed until the information 
is furnished by the sponsor, p:1ticnt, or provider of care. Children under 10 
years use either parent's l.D. cm.l. prefe rably th e mother's. l3e su re to use 

'--- effccti\·e date locat cJ in bind; I Sb ,ln the b:1ck of the ca1<l. Retirees be s,1 re 
to give the name, a<l<lrcss. group # :ind effective date of your insur:ince 
throu gh employment. Cll,\\IPUS co-ordinates wit h group in su r:rnce coverage. 
*List prescription drugs on a drug reimbursement form ·(198). This allows 
you to keep the receipts for your records. 
**If the deductible has been est:1hli shcd in another state. be sure to send a 
copy of the out-of-state deductible certificate with the first claim you submi t 
in Washington. 

PSYCHOTHERAPEllTIC/PSYCHIATRIC CARE 

Effective 6 September 197-1, the 120 inpatient d:1y and 60 outpatient visits/ 
days constrain ts on psycho! her:q1cu tic /psychiatric care under Cl IA~! PUS were 
removed and a·review sys tem initi:1k<l b:.ised on medic:.d necessity. Continued 
coverage and extent of care ;ifter the ! 20th day/60th visit will be determined 
by this review process. Questions should be referre<l to our office at .the 
address below as this benefit and its regulations are subject to change. 

/\. f111 1,:;iu11 ( i1rc 

Washington Physicians Service 
220 \V. 11:mison 
Seattle, WA 98 l I 9 

• Area Code (206) 281-3422 

.-.:CST ~;t -li\ llE - 1\CTIV[ DLJTY 

The h,neficiary pa\S thL' i11it i: tl S2.5.fJO ur S3.70 per dw. \'.!li,:!1,'wr is 
greater. to the: h(l spi tal. Cl L\\\l'LS will pay I 00',,~ 01· tile b:1Lt11c.: of :Ii<' 
:.il!uw:ible chart'.cs to authori1cd prnridcrs of c1rc or as a reimb urse ment 
to the beneficiary. There is 110 dcd11c1ihle requirement for inp:.itic:nt .c:.nc. 

B. Out/Jatic11t Care • 
There is the dc<luctible uf S50.00 for one person or SI 00.00 per family 
each fiscal year', whici1 runs from July I to June 30. Once the Jeductibic 
has been established, Cl IAi\lFUS will pay 80';! of the allowable ch~rgcs 
and the beneficiary pays his deductible a:id 20~o directly to the providers 
of care - not to the fiscal administrator. 

COST SHARE - RETIRED 
Retired members, their dependents an<l Jepen<lcnts of deceased ·mernbt'rs 
who were on active duty or retired at the time of their death :md CHAMPY A 
dependen ts: 
A. /npatic11t Care 

The bencfici:iry is responsible fi.1r 25 ':f. to all autlrnrized providers of c:ne 
and CHA:\lPUS will p:iy 75 ';c of the allowabfe charges to all authorized 
provide rs of c.1re or as reimbursement to the beneficiary. 

B. Outf!iJticnt Care 
The annu:.il dc<luctibk of S50.00 011 one person or S 100.00 per family 
e:.ich fiscal year (July l to June 30) plus a cost sh:irc of 25 ',-o is to be paid 
to the prnvi<lers of care. Cll/\1..ll'US will p~y 75'/o of the allowable 
charges to authorized providers of l'Jrc once the deductible has been 
establishc<l or as reimbursement to the beneficia ry. 

CERTIFICATION 
Certification (block 13) is to determine whether or · not you have other 
insur::rnce cpver:1gc. If you arc fC'tired, rlic dcpc11dc11t of a retiree, the 
u11re11ll11Ticd wid,J\v .of a dccrnscd 111c111/Jcr w/10 died n-/1ilc 011 actfre duty, or 
during rctirc111cnt, or C!IA :1/PVA -dcpc11cfr11ts, t/Jc fullrrn·ing applies to you: 
A. !11cli1 ·id11al (Personal Ilea Ith Care Plan) 

If you have in<liviJ ual co\·erag~. (insurance not offered by employmen t) 
you should check the f1rst square in block 13 of the certification section 
on the 1863:1 and/or 1863-2 form. CIIA:\1PUS pays as the primary 
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carrier w_hen you have_ indiviJual insurance coverage. We· do not 

. coordinate unless the private insurance company will pay only the 
provider of care. In this instance Cll/\1\ll'US will nut duplicate payments 
to the providers ol t.:arc. 

B. Ins11m11cc tliruuglI c11;p/oymc11t 
If you have insur;.111t.:c through employment (group rnvcrJgc), it should 
be cst:iblishcd whether that plan or CIIM,!PUS is your prim:iry carrier.* 
It is considered group coverage if the employer contributes IO'lo or more 
of the annual premium for coverage provided to the employee and/or his 
family. If the employer contril.rntes more than 10% of the premium and 
if the insurance rnntract docs not cont:iin an exclusionary clause, your 
group coverage is the primary carrier. 

B:isically, the cxclusion:iry clause means that if vou were entitled to 
CIIAI\IPUS benefits and Jud •i11sura1ice throuµJ1 your employment prior to 
October I, 1966, Cl IA:-.IP US is t.:onsi<lcrcd the prinmy carrier (ti1st-pay) and 
your group coverage is the secondary carrier (bst-pay). HO\wvcr , if you 
obtain your insu.ra111.:c through employment or Llp.::ration of law after Octobci 
1, 1966, th1; ex..:lu sinnary cbusc no longer applies and your group coverage is 
the primary t.:arricr and Cl !,\~!PUS is the sc..:onJary carrier. This October I, 
1966. rule docs not apply in the case of rct ire cs. their dcpenden ts and 
dependents of J c..:e:.is.::d personnel enrolled in 3 health plan under the Fcclcral 
E111ployccs Hcaltl1 Bc11cfits Program (1-LJ!flP); in all such inst:.inces, such a 
plan is "first-p:.iy" and CI-IA:-.lPUS is "'last-p:.iy" _ The other insur:111ce provi-
sions of CHAM PUS also apply to Cl IA\IPV ;\ beneficiaries except the exclu-
sionary clause effective date is l September l 973 inste:.id of I October 1966. 
If you are in doubt :is to which coverage is prim:uy, you should furnish 
CHA~IPUS with the information requested below in Step 1, and we will assist 
you in the determination. Once you have determined that your group plan is 
the primary carrier. you should follow these four steps: 
I. Furnish the CHA\IPUS fisc:1! agent and/'llr Cl L\MPUS hospital contrac-

tor with the name of the insurance company, the address of the 
insurance company, the group or policy number, the subscriber's Social 
Security number. and if possible, tire effective date of the polit.:y or the 
date of your employment. 

2. • Send all claims 10· the primary c:mier first, and not to CIIA't--lPUS. 
3. When you receive either work~heets, payments, 01: di sallow:rnces from 

your primary carrier , attach them to a con1pleted DA I 863-2 form with 
an itemized statement showing d3 tcs of service, amount charged and 
diagnosis and submit them to our office. If the provider is to be paid 
directly, please be sure he has completed Items 14 through 20, indic:iting 
the a1i1ou11t (to be) paid by other insu rance. and that he has signed the 
claim form. We will then process and pay the balarice as the second:iry 
carrier, if the deductible for outpatient care has beeii satisfied, and if the 
primary plan has pJid an amount equ:il to or gre:iter than the amount 
that would nor1113lly Ji3ve to be paid by the bcneticiary . 

4. The payment proce dure is the sJrne for inpatient related charges except 
there is no deductible taken. and the hospita l room and board charges arc 
submitted to the hospital contr:ictor (Blue Cross) on the completed 
1863-1. form. 

Please follow the above steps. It will expedite the processing of your claims. 
If _these steps arc not followed , we will be unable to process your claims 
bec:iusc we lack necessa ry informati on. 

MEDICARE - DISABILITY (UNDER AGE 65) 

You can use either Medicare, CIIAMPUS, or CHAMPVA. CHA~'IPUS and 
CI·l/\~1PVA suggest that you s11bmit your claims to Medic:ire first; then, as 
with other in surance . submi t an I 8(>3-2 form, itcmiz:ition and the Medicare 
expLmation of benefits to CHA'.\1PUS; Medicare would become a first payor 
and CHM,IPUS or CI-IA:-.1PV A would pay secoJ]dary and pay the balance 

• The primary carrier is the company whid1 receives and processes all . 
• claims first. 

J 
'---" 
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whenever possib le. This offers mt1rc cover:ige th:m if you sumbit to either 
CIIAMPUS or Cl!A:-.1PVA or i\lc<lit.:are. 

Insurance .Available to Supp!err.ent CH,.'\!'V1PUS 
As the cost of meJit.:al <.:arc t.:011tinucs tn rise. the 25 per cent sh:.ire that m:llly 
bcncfici:iries have to pay takes a bigger ;rnJ bigger chunk out of the family 
budget. As :.i result, numerous organiz:itions :.He now offering priv3t e health 
insurance to cover the costs not covered by Cl!A~IPUS. 

Although the plans differ in detail. iii general they offer similar coverage. As a 
rule, the plans pay the 25 per cent that CHA\IPUS docs not cover for 
inpatient and outpatient care. Some of the pl:rns :.dso cover the dcdut.:tible. 

There arc, however, certain limit:.itions in comparison \Vith CHA\IPUS. The 
plans, fo1 example, do not cover any injury or sickness resu lting from :m.ac·t 
of war, or trc:itment for prevention or cure of alcoho lism or drug addiction. 
They also usu:illy exclude coverage for pre-existing conditions during the 
initia]months the policy is in effect. 

IP. addition to the CHAMPl:JS supplement, there are pbns to supplement 
Medicare coverage for members over 65 and their spouse. plus hospital 
income plans which provide a cash incorr.e whenever the insured is hospit31i-
zed. 

Herc is a listing of some organizations offering this type of insurance: 

ASSOCIATION 

Air Force Sergeants 
Associ:ition 
Association of the 
United States Army 
Defense Supply 
Association 
Fleet Reserve 
Associ3 tion 
N3tional Association 
for Uniformed Services 
Navy League.of the 
United States 
Reserve Officers 
Association of the U.S. 
The Retired Officers 
Association 

ADDRESS 

P.O. Box 9081 
Washington, D. C. 20003 
1529 18th Street, NW 
Washington, D. C. 20036 
1026 17th Street, NW 
Washington, D. C. 20036 
1303 New Hampshire Ave., NW 
Washington, D. C. 20036 
956 North :-,1onrue Street 
Arlington, Virginia 22201 
2100 M Street, NW 
Washington, D. C. 20037 
I Constituti,rn Avenue. NE 
Washington, D. C. 20002 
1625 Eye Street, NW 
\Vasltington, D. C. 20006 

North Carolina Blue Cross P.O. 8,)X 2291 
and Blue Shield, Inc. Durham, North C:nolina 27702 
Mutual of Om:iha Insurance Joseph E. Jones 
Company 166() C'onnet.:ticut ,\venue 

Washington, D. C. 20009 
DEtJTAL 

I. GENERAL 
A. Dental care under the Cl-IA:-.1PV A or CHA;vlPUS Basic program is 

available on a limitcu b.1sis to eligible bencfici::nies. 
II. DENTAL CARE AUTHORIZED UNDER TH:: CHAMPUS BAS!C 

PROGRAM 
A. Eligibility - All categories of beneficiaries. 
B. Dental c:ire authnrizcd. 

I. Dent:il care required as the direct 1ewlt vf an :iccidcnt. 
2. Adjunctive dental care· . 

For dental care to be determined adjunctive, the patient must 
have been. under the car·.: of a physician for a mcdit.:al or surgical 
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condition. Oll!FR TIIAN DENTAL. where proper treatment 
required that the dent:il care given was neccs~a ry for the proper 
trc:1tment of th:1 t mcdi.:al or surgicJl condition or it s artcrnnth . 
The pri111Jry Ji :1g;10sis lllUSt be spccilk so that the relationship 
between ihe prilllary condi tion ~nJ the requirement for dental 
·care in the trcat mcnt o f the prinnry condition is cle:.irly shown. 
Treatment intend ed 111ercly to improve the gener:il health of the 
patient is insufficien t basis to suppor t pay111ent for dent:il cnre 
under the Cl IA\1Pl!S . Cbi111s fo r :iJ_junctive den tal care must be 
accompanied by a st:.itemcn t fro111 the patien t's physici:rn giving 
the 111edicil di:1gnosis and attesting to th(' necessity for dentJI 
care in the treat111ent or the primary medical condi tion . 

3. Certain su rgica l procedures that CO!lle within the scope of the · 
dentist' s licen se . sud1 :is reduction of fractures , removal of cysts 
and tum ors. the repair of clefts. etc. The surgical removal of 
teeth is NOT an authorized progr::im benefit unless said removal 
falls under p:iragraph II B, I or 2. 

4. Limited ortl1<1d on tic care. 
a. Ortlwdoncics required in connection with the treatment of 

a cleft pabte. 
b. Orthodontics required in connection with the treatment of 

"Scoliosis (wherein the wearing of a Milwaukee lk:ice is 
requ ired). 

c. Orth odontics rcqutrcd fn!lo,::ing extensive surgery, such as 
:i bilater:il sliding osteotomy of the mandible . 

C. The beneficiary is also permitted to obtain a pre-authori1.ation for 
dental c::irc, Obt:1ining a pre-authorization is recommendc'd if it 
appear , the de nt:il care is a questiun:ible benefit. This will enable 
both the benetkiary ::ind the dentist to know whether or not it is an 
authori1.ed benefit before the work begins. Dentists should submit 
requests for pre-authoriza tion for the Basic Progr:m1 to Colorado 
Dental Service wit:1 a description of the work to be performed 
accomp:mying-x-r:iys :.ind Jn estimate or the charges. 

D. Submission or C!Jims 
1. CLiims lor authorized dental care i)rovidcd under the Basic 

Prograin mu st be submitted on a copy ·of DA form 1863-2. 
Section I of this claim must be comoleted by the p:rtient (or 
sponsor): Section II by the dentist if" he wis11cs direct p:iyment. 
If you wish reim burseme nt fur autlwri1cd services. the benefici-
ary should complet e Section I and attach an itemi1ed statement 
which shows the patient's name. dates of care, the exact nature 
of the services ·provided al1d the cost. You must also submit 
documentation verifying the adjunctive nature of the claims or 
give the d::te and typ..: of accident. 
Dental claims under the Basic F'mgra111 should be submitted 
directly to: 

Colorado Dental Service 
1600 Downing Street 
Denver, Colorado 80 218 

, ATTN: Cl-lA:VlPUS Dep t. 

Inquiries on claims previously submitted should also be directed 
to Colorado Den ta! Service - Cl L\!\lPUS l)q;art men t. 

2. Clai ms for re!Jtcd hospita l care should be completed in the same 
manner as in DI.. 011 a Di\ form 18(,J . I. and sub mi I ted directly 
to the appropr iate hospita l contractor in the st:it.; where the 
services were provided. 

3. Cbims for care othe r th:m the dcnt:.il care should be submitted 
on a copy of DA form i 863-2 d irect ly to the apprnpri:ite fiscal 
admi nist1 ato r for th :: state in whi~h the services \\e re provided. 

E. Be sure to suh111 it a copy of your deductible cc1 til!cate with you r 
dent :i l clai111 ~i f you have a certificate) to Col0rado Dental Service. If 
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your deductible is est abl ished by your dental claim. send a copy of 
the deductible certilicatc to the fiscal administrator in the state 
where you reside. 

F. Exceptions, Outp:iticnt Care 
When outpatirnl care is DIRECTLY RELATED TO Tl!E :-.JED!CAL 
CONDITIO:"l FOR \Vll:CII A PATIENT IS IIOSPITALIZED, it is 
e·onsidercd INPATIENT care in computing the patient's share of 
charges in the following insLinces: 
I. Pregn:lllcy. That J cntal dre required during a woman's pregn:111-

cy, prcscribc<l by her physician as being nrcessa ry to protect the 
hc :i lth of the mother and/or unborn chil<l. 

Ill. DENTAL CARE AUTHORIZED UNDER THE CHAMPUS PROGRAM 
FOR THE HANDICAPPED. 

A. Eligibiiity - LIMITED TO DEPENDENTS OF ACTIVE DUTY 
MEt\lBLRS ONLY. 

B. Termination of Eligibility - A patient's eligibility for treatment 
under the Program for the llanui•c appe<l ceases as of midnight of the 
date of separation. retirement or death of the sponsor. 

C. Effective Date of Program - I January l 967. • 
D. Dental Care Authorizc<l - Cl IAMPUS is authorized to share in the 

cost of treatment of certain ORT! IODOYflC rnn<litions under the 
CI-IAMPUS Program for the l lan<lic:ippcc.l whkh was established by 
Public Law 89-164. Under this program, CHAMPUS may share in 
the cost of orthodontic treatment which is needed to correct, 
ovcrc·omc or aid in ac.ljustment to a handicap;1in~ condi tion. 
lh,wever, the conJition must be classified as a SERIOUS physical 
k,ndicap. 

E. For the purpose or dctcrr,1ining the severity of the malocclusion -
Cl IAMPUS Form 161 (I L111dic:1pping_ Labio-Lingual Deviations) h:is 
been developed for the t:sc of the orthodontist. CH.\\lPUS f o rm 
i6 I, whic·h may be obtained from the fiscal admii,istrator or tlie 
address indic:itcd below, must be completed· by the orthodontist and 
forwarded to: • 

Excc11tive Director 
OCHM.lPUS 
ATTN: ~lEDDC-D 
Dcnvt;r, Colorado 80240 

All authorization for dental careyndcr the Program for the Ha11di0 

capped must go through Colorado Dental Service. 

Upon receipt of CIIM,IPUS Form 161 by OCHAMPUS, the 
orthodontist will be informed .whc1hn tH not the c:.ise qu:ilifics as a 
serio.us physic:il h:md;capping condition for finani.:ial :i ssis t,.nce 

. under the Cl IA\lPUS Program for the I iandic;ippcd. If the case docs 
qualify, the doctor will also be pruvidcd with the app licable claim· 
form (DA form I 863-3) and instruc~ions for its use. 

Only spouses and children ,)f ACTIVE DUTY :-.lE\18ERS arc cligihle 
for ortho<loillic care under the Prngr;im for the I lanJic:ippcd. The 
service member pays an initial share of the month ly cost of 
ortlwdontic care according to hi s pay gr;ide, as set forth below. 
Cl l,\~lPUS p:1ys the balance of tile Juthor i1.ed ch:irges up to a 
maximuni of S350 per month. A different p:tyment procedure is 
used where the orthodontist bills on a quarterly basis. (See Note on 
Quarterly 13illings.) 
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MINIMUM MONTHLY COST 
. Pay Grade 

E-1 through E-5 
E-6 
E-7 and 0-1 
E-8 and 0-2 
E-9, 0-3, W-1 :md W-2 
\\'-3, \V-4, and 0-4 
0-5 
0-6 
0-7 
0-8 
0-9 
0-10 

Amount Per Month 

S25 
30 
35 
40 
45 
50 
65 
75 

100 
150 
200 
250 
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The sp<lnsor of a patient receiving orthodontic c:ire under the Program for the 
Handic:ippcd has a monthly liability b;i:,cd on grade as ref1cctcd above. 

ThcrcL'fc. if the ortlrnduntist bill s a CH ,\~ll'US lic;:cfic iary on a 111 01,thly 
basis, Cl!Af\il'L]S will grncraliy only rmke a <Jt1<:-tirnc p:1ymcnt for ortho· 
donti ,· cJre. during the month 111 wliid1 the initial or b:lllding services Jre 
provided, as the subsequent monthly charges usually fall within the c:ost-
sharing li:.1hility of th.:: sp·onsor. P:1yment for care cannot be m:idc prior to the 
time care w;;s provided. · 

When claims for orthodontic care provided under the Program for the-Handi-
capped arc submitted on DA Form 1863-3, the patient. sponsor or other 
respon sible family member compktcs Section I, Items 1 through I I. The 
source of care completes Section II. Items 12 through 16', and submits the 
cvmpleted claim forms to: 

Colorado Dei1tal Service 
1600 Downing St rec t 
Denver, Colorado 80218 

IV. FOR FURTHER INFORMATION CONCERNING DENTAL CARE 
UNDER THE CHAMPUS 
lnquir.ies pertaining to dental c~re under the Civilian Health and Medical 

Program of the Uniformed Services should be directed to : 

Colorad o Oental Service 
CHA:\lPUS Divisiun 
1600 DowninL\ Street 
Denver, Colorado 802 I 8 

Phone: (Area Code 303) 832- 1111 

NURSING CARE 

Bdorc pl~cing an eli gible Cl IA\1PUS benefi-:iary in a nursing home or obtain· 
_ing a private duty nurse. conuct the fi scii :.igcnt in your state. This benefit is 
provided only under certain co11ditions :rnJ only in nursing homes ;:ccreditcu 
by CIIA\!l'US or !vlcdicare. Be sure to notify the CIIM,lPUS fiscal :igcnt 
before beginning care. 

C!r: i111s Ji;r sc,,-iccs ancl s111>/J!ics f)ml'idccl ajicr la1111an · I, / 9 74 
11111st be ftlcd by t/1e lust Ja,• of 1/1e cafcllllar .l'<'ar ji;//owi11g 
the calendar ye11r in \\'l1ich th e .~en'ict'S and Slljlf!lies \\'ere pro-
ridccl. EX/Li!Pf.F· Scn•iccs ;1m1·itlccl i11 h1111.1ry, J <J 7.f, must 
be s11bmi11cd 110 later tlwn Decel/lbcr .>'I, 19 75. Cloillls JiH 
services and supplies prol'icled before Ja1111a,:1 J, I 9 7.J :viii be 
processed according lo current policies and regulatiu11s. 
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The' ( ·1 I\ , 1:•t \ :' 11>;: 1:u11 l1>1 ,Ii,· ii,lllJint(lf.Jt'd prc> \·1dc:, b,:1,..:fits for th..: wife 
•:md t!ic d11'J1,·11 11 ( . l c1/1·e /Ju11· .\ J,·111/lcrs "f 1h.; u,: :i"urmcd ,c1v1cc.:s :rnd ior 
the depc:1dc11b of milit:.i ry pers,rnncl uf tlic NA ro :-i :.itions. 

To be eligib le for ore, the wife or c!1ild must. .. 
*Have a serious p/1_i-sica! /wll(ficap . . . or, 
*Mu~t be m1Jc.ieratcly or sercrc(i• 111e11tally rerardcd. 

The authorized benefits include. b_ut are not limited to.:. 
*Diagnosis 
*lnp:itient TreatnH'trt 
*Outpatient Treatment 
*Home Trc:1tmc11t 
*Training and Special Education 
*Institutional Care 
*Dent:.il Lne. including Orthodontics 
*Prosthetic Devices 
*Orthopedic Appl ianccs 
*Special O15tic:.d Devices 
*Purch:.J sc of Durab le Equipment 
*Rent:it of Dur:.tbi e Equipm en t 
*Drugs and /\kdicine Obt:iinabic only by Prescription 
*Supplies Ordered by the Attcndmg Prnctitioner 
*Transport:ition 
*Professional Services 

Benefit s :ire obtained by submissio ,1 of an Application ·for Benefits _a nd A 
Plan for Managem ent of the Jfawlicappi11g Condition to: 

The Executive Director 
OCIIA/\!PUS (Alln: MEDDC-PS) 
Denver. CO 802-W 

who will review the plan and approve the plan. He may also suggest an 
alternative method of obtaining the required care under the Basic Program 

• which would be more beneficial, from a fin:incial standpoint, to the bene-
ficiary or his sponsor. 

Retro:.tctive approv:.tl may be granted; however, a retro:ictive :ipproval m:.ty 
not be grantc::I for scrv i.:es performed prior to I hnuary 196 7, the effective 
date of the entitlement_. • 

If you :ire active duty and arc in need of this type of :issist:ince, please. 
contact Washington Phy si~i:.rn Service. 
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Hm·i TO C11 .. ·'L,- I [ D,\ 1::,,3 2 CLi\lfJ FOt;r.:•; FOF{ Dlr~t:CT 
PAYP.'.:NT TO SOlJf'.CE or- CAH[ CHAf.1l'US l3cndiciarics only 

.i) PAT! l:!\!T'S PCr:TtCi'J 

Subm it 1)/\ IS(i3-2 (ycl iow) d:1i111 fu11n rompktnl one thr t111;li 13 
fur p,11i"L·nt. unc for l' ;:-.: 11 1:icrnhc·r of the :·.1111ily. l11 di-:;1tc nc-:c,,:,ry 
idc11t ific;1t10 11 c1rd numhc,s, effective ;111d cxr,1~:ilit,n d;11es fur 
elii;ihility. Cl11idrcn 1111Jc1 ten m:.iy u ,c thcir muthcr·s or fothcr·s 
idcntific::'i,rn carJ. ChilJ1c:~ ten yc:irs wd over arc required tn ha~-e 
:rn ;dent1fic:.itiu11 card of ilw1r uwn. /\ dcpenL!e11t child i~ no! e:it;iJle 
aftcr agc 2 I unle ss a fulltimc- student: tlicn they :.ire eligible until 
their 23rd birthday. Also indicate the ~ponsor·s Soci.tl Security 
number, Grade, St;Jtus. 13rand1 of Service, ln,urancc St;Hus if 
retired, etc., on all claims. Each form must be signed by the patient, 
sponsor, spouse, or guardian. 
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SOURCE OF CARE PORTION (MD, Ambul ance, etc.) 

The soun:e of care fo r Cll:\\1Pl;S or CHA\IPYJ\ must cumplete 14 
throu).'.h 20 of the DA I U,.1- -2 claim form :ndicating tb: lk,~;no,is, 
the dates of service, services provid..:d, and the c!1:1rges . Pk~sc: indi-
C:\te in D!ock 1 X (d:1tes) if the car~ is related to hospit:.dization. 
l31ock 20 shouli.l bl.! signl'd by the provider of service if c!ir<.!ct p:iy-
ment is to be made. 

--- -- -
a ~oo : ~ l c , ;:: o. ~l •0< & "10" .,b •• O • •C t• ~ • ,.. . .... • 

f C·1, • •• ~._ ,,, .. , .... , ,.t• • .. 
: , : , o•~,,. l~P,-r•f'IJ 
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1
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HOW TO COMPLETE DA 1863-2 CLAI M FORMS FOR REIMBURSE· 
MENT 

a) PATI ENT'S PORTION 

A DA 18(i3-2 claim form shou ld be cnrn,1lctcd for each member of 
the family. Please rd"er to Section l 'DlRLCT PAYMLNT-
PAT! ENTS PORT IO:':' for further instructions. 

b) Submit itemized st:1kmen ts showing the name of !he p:iticnt. dates 
of scrvic <?, s..:rvices proviJe d. ;:;moun t. and the diagn os is and att:ich to 
the DA 1863-2 cl:iim forms. If any of this information is missing, 
payme_n t of your cbirn will be delayed . 

THE ABC CLINIC 

L 

i 
8 1;._L TO 

L 

J ohn Doe 

Doe , John 
1234 6th St. 
Ar:iywhe re, Washington 

S iA1t.~.H. tl T 
()f 1'.CCUU NT 

"' I••• •o • "•,; 'l ' • • "' ·• • 
" "';. I', A ( •••~~ , .. I• ~• 

(.O .. -.. , ._ ~ • O • r1, •, .,.,, ,. • l ,t f '· 

.. ,.c., .., , .. , . , .,, •. ·, '• ..... . 
,.. o, • • • •u , r, ••••• , ... , 
c,-,.,c , v'•'-1' • .-,, 1•• '"'"{._ . 

p;, y,.1r,._r--, ~;cr,v,. D ;.FTEr? STATEMF.Nl OAi£ l· 
DO l'/ Jl .:..1>;., ,: ;..R (.;' , 1H:S '.::>1ATU,1Ff~1 

.,.--------·---------------------- ------·- -,,-,'1.J\ ·~1 \ [ , U, r .... , ... 1c , • ...,,orPT r,; •.t , ,: ,,,, , •, , 1 A ,_0•1'." " - .-•·- ---·------------ - - · ---- ----· 
•. Ul, .. 7~ l L. .j 

5 ... l, 11 _·,L l Li -.1.~ !0: ,\r<:, J . 
5 ,. fl , - 7% J L,'.;! 
;,. 1.:1, - 72 l l 1-;; 
!,i ... C1~ - 7?. l l :.;:.. 
5 . . u t, . U l Lt.:, 
s .. u .... -;z 
t>, .: 1 t~ ... ·t 2 
~- tl1- .. 7 2 
S-U :1-7 2 

... :.~··-':' 2 L:.~ 
~--i0- ,2 l. i. ci 
!,,. l') - 72 l.~J 
~,.l C- 72 l.H; 

U~l ,J .!.Y~!S - r( •.JL, T 1 ,[. 
D!AC. ~:s11c Hl ~T0~Y - ~rlYS!C.AL 
co~PL~rL ~LOO) c.ou~T 
r,UU /,(.)') - Uidl •:cc 
CHt- i , rv :1·.::J; B•,n r.R Y 
LLJ~ .~ ~li(.;Ar-: 
lC~:~ 2:jC , 
Rr.::i :,r' r,1,·. ,ilTcc• os - oa 1 r~ .. 1z 

7 0 !)~: 
l, (;(l 

l 7, '.>; 
4-. ~(I 

11, ~!,,:::[T)C 1·. t~i..S 34,0u 
t; ,d~Y f'i-i Y$ \'IS! TS FOR {,,1, 0 0 
S~C'{\\ ~~-GI,,( 4" ~-i;_) 
Y.trv t,CIP - i,,;el ; :; .; :.;c. , 
SJGA,. ~y Pli' 5ilC.K BL o::,p SU\,,-,·_ R------------"~i~,-.•,~_-(.0 -': ._ _________________ _ 

~;~-~- 178 . 00 . ) 
0 

PL,.<c or s[ .. \"C f' 

IN 1-40!',~tTAL 
11'¥.T c ... -.r , ·,1. ttLITY 
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CHAMPVA BENEFICIARIES 

HOW TO COMPLETE 1-13 OF THE 18G3-2 FOR!\,~ FOR DIRECT 
PAYMENT AND REIMBURSEMENT. 

Ii direct pJymcnt. beneficiary ,'(_)mpletes 1-13 ot·an 1863-2 form ;111J th;; 
suurcc of c:.ne ..:lllnplctcs 1-1- .~0 of the f1ir1;1 a;,J sign, tile bottc>m (cxam-
pk, p. 18). If for rcimburscn1,:nt. b,'ncfici:iry ..:ompletes I-I:~ :Jf 1863-2 
form ;.rnd attaches ;,in itemi1.cd st;1tement (ex;,imple, p. 19). Please read 
carefully. Any omission del:1y~ payment. 

snv1cEs AN 0 1 01 su??·un Fi;:ovicro aY ci;viu ;\N sou11:cu I 11 
l (XCH, HO SPiTAlS ! IN\ttuc

1
11ot.S 

CtV ' tl.lN ~t.t- ll~ .t.N O ... (D ' (Al ,r oO tA,. o, 1>< 1 u..., 1, 0 1i,,rn H I VICH ("i,UO'JS o,-· U\IIH 
------''-'-'"-"'"., ot ·i-1, :.,, .... , a-. ,\!-~ ,.! ; 1. , " • r •,·:-s ·~ .• ,,, ~,,. ,,...,1 , _, r.,, .,,,:, ,i ;r,."J' l'.' ·-~ •-n,_« _••----------, 

U C" IO.,.I 'Tl• • , .. ..,,._, ,-/ t, i, ,--.,, ,-.,..,. .,.,,. ,.,,. r ., · • ,,. _ _ ,_ .., ,_ .,, ,.~.,. ,. .. .., ,.. ,,., , 1 - ------·-
P1r,T 1[-.T 0 1r,T1r, \ s 1.:.. er .,. u ,,. fi,-,'l c,,r" 

f-7-cc_=:-.,,,-~c--, c=._cc.c-c, 7,.-,,.,-,,_·,7, ----,,,.,•o"'«""•°"o•""•""•""••--'s

1 

,-c,cc••°"••oc.-, """"o•"°•"'o,'7,.cc.,-:-,.=-:-.,,, - ::;.,_ ;,..; .~11 

t-,~. ~~=o~,.c--.,-,,~~~-• ,'"'.·c--, ----~------'°!•~• sl..:-z.-;;--;;....-. --1•=,~,~oc·~,.~,·~,.~,.=,~,, ,--~1~•-•~,.,.-51""-
_ .o.ccov -.,-. u .,.,rJI _>< 

V .. .o.,- .) OU T-, S TAT 1C,N /J f .., , /',; t1 !~ • SA-,o / 1,,.,14, •• ,.,, ,.,_.,.., 

t-,~CJ~,.~~•=;~~:,~,~~~K=,n'"'.~•;_:-.-,,,-,-O•-U-OH-,-.. -c-,-.. -.o-,-~->-"-"""'-. -/-C,,~c< 
, ., 

CA.110""0. 1 ,.. 0 .,,,. .. o .-..- v , ~ ~ 111v,.o. C111v,,., 01:,1u,,.., 0 1•1 v •"' 

• · 10 1-. , 1, .0., , c,,-. c.,.•.:i r:.•o~,.c=_-c,=1~,,-. ,"',o·r,cc-"",""••""r"'"'''••'·~ .• c,-~,~~ - J1 , 1 ,,.o ... so • 11o o ,. ,.,- , ., ( 1-. ""'"'"'CM.::,, 1o c: 11 1, ,c.11 

rc-~~~-_J_;~~~~~ .. 
0

~:~ , I ! · c , s ,v11oc G 01&1vv ... 0C7IDU 

•~=121~~~~~?\~~::~:,.,,."F~e- ' '" ommo 

I .,,,,,-,;1, ! c, 1~- • bu\ 11( my 'il nc W' ! lldr• • n~ b • "'. d' lh • .o bOH lnlorrr,uion lr, 5-"('Uo n I UI rorr.-::t. To i.."i • u ltnl th•t I b•v• a.ilhol"U:)' 
"' "" 0-,, l h,,ri;iJ , u &,o r ln lh • rt.;,,., .., r n1t<.!:c • l no-,;ord , In lhlll (Lu lo b ~lh :iH e,.,.1:1 tr,o<:1 o r a nd lht G o vtrnmtnl. 

n • RLT IJi l-" .J )."}'. J.!B [R o r <J r;>t'n<'.•n, 11! • r~ '. r.-d n r d"<""••f'd rn ,,..b tr. I t~rU/)' l4 • t lu Ll:.t bnt or my '111><)• \Nl ft • n.:i bot~ld. t.b.al 
(C"Ji.,.,. o;,p#, ;, ,..,u 1,,u;,;J rD~,,t., pc.n ,011 •"'P"''"~,n.,. .,.,, app,~01' ~} 

D (1 a.u aOlJ 1th• p • tl•~-111 11 01) tn,cJed (otllhu 11 1pouor) 111 LL)' olllu U:i-ura,:,ce. mild~ Mn-krl. or bullh plao provided by 
i - orUl:ou r hto ;>lnyr.an\. 

0 (11,:,i ~ l~t ;. • :.r.-.t 1i1 1 ~nr~ U~ ( 10 a;,oa..or) Ill 11n,11 .. " u lt.1ur11 .. .:.. m r.Hc • I •• rv~,.;,rbnlth p:a:1 1m::,vlded by _i.• or 
...,o ., . b t m;>loY'(:'lmt , b o•nH e.11 p1<ffll:\i i l-r btnc1lt# claim..:! ori. Lb.~ lorn, au flol P•Y•bl , 1&.."\dU t.b.1 O<!ltr p l a u,. 

CHA\!PVA claims will be submitted to CHAl'l'!PUS contractors on forms 
1863-1 (hospital) and 1863-2 ( except hospital). The following informa-
tion is required: 

Block I: 
Block 2: 
Block 3: 
Block 4: 

Block 5: 

Block 6: 
Bl ock 7: 
Block SA: 
Block 8B: 

IJ!o.:k 9: 
Bl,1.:k JO: 

Blo-:k 11: 
Block 12 : 
Blo..:k 13: 

Patient name. 
Patie1it date of birth. 
Patient address. 
Check I, 2, or 3. (4 does not apply, since sponsor is not 
eligible). 
ID data will consist of the ID card number :md the effcc• 
tive :ind expiration d:1tcs shown on the ID card. The ID 
card number will be 1he veteran S VA file number with an 
alph;,i suffix. The suffix will be different for each benefici-
ary of a sponsor. 
Not applicable. 
Veteran's n:.imc. 
l c3ve bbnk. 
Veteran's VA file number ( omit prefix or suffix). Do not 
use a_ny other furrner service numbers. 
i\,1t :1p plioblc. 
Show the 1!m.:c-digit number of 1l1c VJ\ staiion th:it issued 
the !l) c:ird. 
Print V 1\ i11 t 11,' lllu..:k. 
Not ;1ppli,·:il1lc. 
Other im.ur:1ncc hlo,ks mu st be clie-:kcd (sec p. S-9) and 
the claim fot111 si gned. Th.:: same catego rie s 01· p,'oplc rn;iy 
sign C! lA\ll'V ,\ L·la:ms as ~ign fur Cl l:\\Il'L;S_ The re -
mainder of c;i..:h form applies as for C!I,\\lPUS except 
the cmcrgc'llt.:Y item ( 131 0-:k J3,\ uf I 8(13-1) is ilOt neces-
sary forClL\~lPVA. 
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HOW TO COMPLETE A DA 1SG3-4 FORM FOR DIRECT PAYMENT 
OF DRUGS TO THE PHARMACIST. 

Be sure to show your deductible certific?.tc v,hcn requesting service . If 
your pharmacy Jc~s nut have the prescriptio11 Bil! i1ig F<J,!il , D:\ rorm 
1863-4, they are avaibble from th.: Cl IA\ll'US Fi s..::il A<lministr:1tor . 

Pharmacies particip:.1tin g in the Cl IA.\!PUS or C_I IA\1PVA Drug Program 
will collect 20~-c or 25~~ directly from you . They in turn will submit a 
claim- to the CHAi\lPUS f-iscal Administrator for the remainder. You arc 
asked to fill out the top p:.irt o'r the DA Form 1863-4 and the pharmacist 
completes the bottom port.ion an<l sends to the Fiscal Administrator. • 

Remembe r-Only those drugs requiring a prescription by law and Insulin 
arc covered . 

F-,;: ~~•-~::,:::~~'.='"''.'_'_'.'"'::!~:~~~: ":":" "!."'" ••o:~,o~:~::.•~::: • o•_ ':' ••~O••:o •::~."' ; • • -~•.::: ~:,~~ ,:.•~~ 

I . , ~- ........ . -·::cc:_=:: 
, • ~=~;,~:~:: :~::·:.:.?:'.:':-~::~-~X~~;,~~:~~~~~;;;~::;:. ::;~> l-~~~:~;-~ :;,~::~:~~:-~~:~~js;: -~::· .. :.~=~ 
i o o _ _ , ,,. ~--. _,, •••• ,w ·- - ~ "·-••> - ••.--·-·-·· - ·· ·· -····-·"•'·· -~·-· ··--·~-·-· I =i t::;.,~•~.:::""-~~=';':~,.: .. •:."~•;.:~;;"'..!,;:,•,:i::.:.~~:•••• --1 •-••U .. ;,.. . u• , 1 ... ,.,.._4 •• ••• ., ,..,.,...,, • - o•-'" · ._,., , .., "' '•' •., 

I -··- -

~-~:~-....... :. ____ ........ ~--- .. ~"'·j::.::::;'•'.~t:~;~:;:.~::--;· :::_.-:·_:·.-::, .. :~: .-.::::l ·,:.:~_.'.:~ 
~--+----+--------!~ I ; I I I ' 

!---+---+--------,'r---+•i_+--~'-~--1 -- : I I i i ' 
.......... --.. ........... .. _._ - ·--- I ~~--- ----,- .. -·.-.-.. :.:·; ;;•~::.:·:~-.-~ .:.-::::·.:-.; ~:·.:::·:--.,. ::.-:·:·::-;::·:.::: 

l,n,o •-. • • •-·- .. .. ·••••,..,. • .. • ••·••••-•-w-• .. ·••• .~• ., .,. ,,..,, • • 
,....._ . o-.f -..,,ro l I', . ., .•• ~•J •--' '- ~• •• ••1 ••• ..- ,.. ,.. •• , .., •• ,.,,., 

10410

~ ..,.,~..., • , .,...., •• ,-, ,._.., ,o l,.1 1.,. ,,.. , .., ._, ,.,. u•,-. o, ,.,. • ,,.. .,.i ... o 
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HOW TO SU BMIT CH AMP US OR CHAi\~PVA CON SOLIDATE D 
PRESCR_IPTION REIMBURSEMENT (FORM 198) -

Complete bl,1..:1-.s l t!noug.h 8 . Plca$C ti~t your drug charges :icco:ding to 
date ()f p 111..:h:1~e in..:luding. st:.itc lax on the Form I </o. Yuu must :.ilso 
include t!.e :, trc;1gtli and qu:1ntity of tile drug. Be sure to re~id item 
numb.:-r s.:-vcr, on the Form. Sign back of fo rm. 

Keep the dru; rL·ccip!s fllr your re.:::ords :1r1d ~en d only the completed 198 
form . C'Ollljllcte onc form for e;1ch member of the family :ind b~ sure to 
sig,n the b::ck of the ..: !aim form. If any information is missing the form 
will be returned . 

• CHAf·lPUS CONSOLIDATED PRE SCRIPTION RE:,\i8URSO.~ENT 

C•<A.,.P VS 8f.f,I ; ,c, .1.~.., 

R,: ,r.1 t'>:.n~::1 r:-1 ,,f ~--1u ; I r,s.:11plu•n c!.Hms w1'.I he n;•eJJTrJ if ~t)U '"";!\ 1tcmr1c it-, c rrc...:r1r11on mfurm;;t1on from }Ot.:r 
phJrmJ,\ rr-,·e:ris "1 \IJ:.:-111,•nc, 11, 01d,:-r l'f dJlc fdki.! f,miplc:r a 1w.: f,1:,-n fvr nd1 cli~1hle l~:1111)' mt'rnber ~ubrn 1t11ng 
J: .,,c, bi: Sl iff Tl!!~ Ql.A \. TITY. ~ A~1E ASD STk! \;Gl ll l,I tlu: J:u)!s ;,rt 111,,,!ud.:d. t•ther w1~c 1!i c (~nm\\ di b,: rctur!1i:J. 
S .. j';X'r!:n,; rtn:111:..: \ :c~c1;,1S •Jr ,:.,:rnh·na mu\: be r.:t.1,11n! t'i) <'>11 J minimum of ;wt" i ve n1tinli"a fot :.uhrm~~1on 11 

~l1cs:t"d hy the l llA'-1Pl S F ~:;.:al AdrnH11 ~ITJlor Be \IHI' ;u sq:, 11 ti.1d, 0_, _,."_m_.,_. --------~---------

!, ,. ... ... l'll•U•CV,..AU[ANO.-.OOF1f5~ 9 o•TE 1,c " ~(SCA ll'i ;~~ NAYE:'-f',,OSlR[NGT ... Of IJRUG 

• iLLE O ,. l, ... iHR ! ou11,r,11 r v l • 
•H !SCA1P T 1QN 

CNAHf.iE 

l ______ -4 ____ _, 
7 

l 

I 
i 

-, ·1----- ! 

~------------lr --~-- --- ·----~ - : 
,---7-- -- --t- ---1- ----r- ---

CHAl,IPUS •o•" 198 
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P.O. Box 39 

June 4. 1974 -

01 rector 
Portland Area Indian Health Services 
921 S.W. ~ashington 
Portland, Gre~on 

Dear Colleague: 

This Council 1s 1n the process of completing an inventory of hospital and 
other health-reldted facil1tfos prior to th~ dev2lop~r2nt ani:l publica t ion of 
a regional hospital pla,1 by JG::a:r,!:>i:?r. Colicurrently, .... ear~ also (!2veloping 
plans for n~rsing i10:-:i2s and hcr..e health services, and assei11uling a h2a1th 
fod1cators report. 

One section of the health indicators reµort vlill ,foal witi1 :r,cdicul care 
utilization and expenditures. Co:,lbined with enrollm'..?nt figures, the 
utilization and e.<p~ndit'.Jre ddta, . 1\'lien analy.!~d, vdll :)eri.-:it ide:1tific,.1tion of 
patterns and trends accoss various insured groups. ;\nalyses and co;;,parisons 
enabled by enrollP~nt, utilizatfon, c1.11j ex)e~ditur,1 ,fo.t:i 1.11il1 also b,; ·..:sed, 
of course, to improve our planniny for hospitals r.ursing ho!l1<~s. and hon:~ care 
services. 

The planning for these health services is compl 1cat2d oy tile · preSQnce of three 
Indian tribes (Lum7i ~loo~3ack, Stdnrndsh) 1:t our r~;ion ,:ligi01e for I.ldian 
Health Service ben::fits. If you could ans,:er any of the questio•is that 
fol lm,;, our piannin; t:fforts will be improv,:t'.!. T:ie questions r~f1!r strictly 
to I.H.S. funds. 

1. • Mr. Marvin Wilbur, adrr.inistrator of the Lumrn1 Health Center, has 
est1mat•~d th;}t there are aporoxi1,ately 2,0IJO India. ~eople 

1, eligible for Indian Health Servic~ benefits in this region dt 
the present tir.:e. t\nother 500 Indians are not .':li•Jible. Could 
you provide similar eligibility esti ~1J tes for eacll of t 11z t.:alentjar 
years 1968 to 1973 for .the follOl·dng areas: :h1tco:1, Sts,J'Ji::, 
Island, San Juan Counties; the four-county re9ion; tile state? 
E11gib111ty could i.Je expressed as av~rage nur,1ber of persons 
eligible per rionth or per year. 

2. For the same .areas and calendar years in question l, what were . 
th:? hospital and nursir.9 home admission or discharge rates 
(admissions or discharges per 1,00•') persons eligible) for 
Indians eligible for 1.1:.s. benefits? What "t1ere the hor1e care 
utilization rates (ho~~ care starts per 1,000 enrollees)? 
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J; For the sa~e areas and years in question 1, how much hospital 
and nurs 1ng n0!11e care was provided ( days of care per 1,000 
beneficiaries)? How much home care (either visits per 1,000 
beneficiaries or days of hoi,~ care per 1,000 benefic1aries)7 

4. For the same areas and years in question 1, how much noney die 
the I.H.S. spend for hospit;Jl care? iiursing hone care '/ Hone 
care? Hot'I r,iuch money for physician services? Uental services? 
How much for all types of r-~d1cal care? 

5. Are figures on costs and utilization based on place of residence 
of the lJeneficfory regardless of the geographic site of care or 
on 9~ographic site of care regardless of place of residence of 
the beneficiary? 

The enrollr.i~nt, utilization, and expenditure data I have requested are 
readily available for the state 1 s federally-supported t-ledicaid prograrn. The 
data are al5o available, to .a lcssP.r extent, for the !•½dicare progra.:r1. I point 
out this f~d~ral insurance data avai1ahility t)~c~use i wish to !Jr-event t.he 
1TTlpressio:i tMt 'the LH.S. is 1,qinf1 sirin,l~d out for unr~a.:;onc\ble requests. If 
it's any consolation, tile C.H.A.ii.~.U.S. program is bein~ asked the same 
questions. 

Please contact ne if these data requests arP. at all unclear. 

tU.\E:afj 

Sincerely yours, 

Robert 1-t East:r111, H. P.H. 
Assistant Director 



' · 

... 

' Ref: 'OPP&S 

Robert H. Eastr.-an, M.P. H. 
Assistant 01rcctor 

ATTACHMENT 20 

163 

14 '1une 1974 

Co!Tl)rehensivc Health Planning Council 
P ~o. Box 39 
Mount Vernon, Washington . 98273 

Dear Mr. Eastmdn: 
•. 

This 1s 1n reply to YJur 1etwr of the 4th of June. We have 
_assembled the informtion you requested insofar as we have 
been _ab1 e to do so. / 

The NorttMest \Jashi11gton Service Unit (Lurrrni) 11as be€n in 
~xistence as a separate entity only since FY1971 and in many 
cases it is quite irn;::ossiblc to separate tlie inforr.ation for 
that area fror.i other parts of Western \•;aslii ngton. Our oMi 
reporting system has undergone extensive c!1angc since its 
1r.:eption. To retrieve information from 1%8 \-:ould require, 
at this tir..e, more tir:ne and rrnnpov-1er ti1an 1 s prescntl y 
available and, in addit1on, we still could r~t obtain all the 
information in the fonn you desire. 

) 
. You will appreciate that th1s retrieval required the d1versfon 

of considera!Jie effort. i-ie hope tilat the inforr.-ation provided 
to you is sufficiently useful as to i•1ave ~,arranted the effort. 
In addition, ~ould like to request a copy of your health 
indicators report as well as your regional r~spita1 plans wr~n 
they are ready. 

.... - .... 

Very sincerely yours, 

C.S.St1tt, Jr.~ D.O.S. 
Director, Portland Area 
Indian Health Service 

.. -- • - .~ . 
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flo. of visits to Lurrmi Health Center 

CONTRACT HEAL TH SERVICES 

ATTACHMENT 20 
F. V. 71 F. Y. 72 F. Y. 7 3 F . -

8,257 7,292 8,687 

F .. Y .. 71 F. Y. 72 F. Y. 73 F. Y. 74 .. 

• Outpatient Visits {ND Only) 
.. .. Total Cost** 

1,417 1,559 2,508 1,347 
$ 24,826 . $19,051 $ 33,599 $ 20,ULZ . 

.-

Average Cost Per Visit 

GMt. S Hospital i z at ion 
bischarges · 
Days 
Total Cost** 
Average Cost Per: Discharge 

• • Day 

Nursing P.or..e Ca re 
Discharges 
Days 

.. Total Cost** 
Average Cost Per: Discharge 

, Day 

$ 18 S 12 $ 13 $ 15 

134 
4,647 

$ 34,522 $ 
$ 258 $ 
$ 7 $ 

95 
977 

24,568 
259 
25 

14 
269 

- $ 3,918 

.. 
• -

... $ 280 
$ 15 

299 
1,503 

$ 87,985 
S 294 
S 59 

10 
233 

108 
478 

$ 33,077 
$ 306 
S 69 

$ 3,523 $ 

8 
l 36 

2,336 
292 
17 

$ 352 . S 
$ 15 $ 

--------------------------------------------------------------------------------

. . 

AMBULATORY ·PATIENT CARE 

No. of visits to all IHS Clinics in 
Washington State 

:a, CONTRACT HEALTH SERVICES (Wash~ State) 

Outpatient Visits (M.D. & Optorr.etrist) 
No. of Visits 1 
Total Cost** ! 
Average Cost per Visit 

. GM&S Hospitalization 
Discharges 
Days 
Total Cost** 
Average Cost per: Discharge 

Day 

~ursinq Ho~e Care 
Oisch3rges 
Days· 
·Total Cost** 
Average Co~t r~r: Discharge 

Day . 

* First six (6) rronths of FY 74. 
\,____.. "'* Includes p~rtia1 pay on sor.e docun:ents 

SOURCE: APC & CHS Tabulations 

.. 

F. Y. 71 F. Y~ 72 F. Y. 73 F. Y. 

sa36s 61,651 70,785 23,417 

F. Y. 71 F. Y. 72 F. Y. 7 3 F. Y. 7 4 * 

17,962 20,033 23,953 i2,033 
$233,050 $258,260 $307,749 Si70,852 
$ 13 $ 13 $ 13 S 14 

2,212 
12,094 

$575,943 
$ 260 
$ 48 

·2,168 3,683 
13,806 21,534 

$820,577 $1221 ,219 
$ 378 S 332 
$ 59 S 57 

15 88 116 
247 1,948 2,650 

994 
5,C81 

$369,777 
S 372 
$ 73 

S 3,453 $ 27,960 S 39,290 S 

27 
564 

8, 151 
302 

14 
S 230 $ 318 S 339 S 
$ 14 $ 14 $ 15 $ 
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STATEMENT 

The National Association of Home Health Agencies , comprising a 
membership of approximatley 500 providers of home care in the 
United States is deeply concerned with proposed regulations 
related to provision of services under the Medicaid program 
now under consideration by the Department of Health , Education 
and Welfare. 

In concert with other organizations that have an interest in 
home care such as the National League for Nursing , National 
Council for Homemakers-Home Health Aide Services , Inc ., and 
the American Hospital Association , N. A.H.H.A . is prepared to 
commit its resources to constructive action which would 
assure the highest quality in service to patients who re-
ceive home care and , expand the availability of service to 
all those for whom it would be appropriate . 

To achieve such action , N. A. H.H.A. herein submits a recapitu-
lation of analyses of the regulations and specific recommen-
dations related to the provision of home health care under 
Medicare and Medicaid . 

I . Facts 

In the Federal Register of August 21 , 1975 , the Administrator of the Socia] 
and Rehabilitation Service , with the approval of the Secretary of Health , Edu-
cation and Welfare , set forth tentative regulations with respect to Home Health 
Services provided in State Medicaid programs (Title XIX , Social Secu rity Act). 
The purpose , £ccording to S . R.S., " is to remove certain restrictions and 
ambiguities in current regulations which have prevented full realization of the 
benefits of home health services .. . " 

The revisions , said S . R. S., were proposed " in light of the statutory 
requirement under Title XIX to provide home health services , to all individual s 
entitled to skilled nursing facility service under a State's Med i caid Plan , 
the Department ' s efforts to develop alternatives to institutional care , and 
Congressional interest in expanding the use of home health care ... " 

The revisions would permit certain types of qualified health service 
agencies (those offering nursing or home health 
aide services) , in addition to those which meet 
Medicare standards , to provide services under 
State Medicaid programs . 

II II 

II 

II prescribe standards .. . which parallel those for 
Medicare but are appropriately adjusted for dif-
fering needs under Medicaid . 

permit proprietary agencies to participate if 
they meet standard s whether or not the State 
has a licens ing law. 



The revisions would clarify that States must make available ... three 
main types of services ... nursing, home health 

II II II 

aide, and supplies and equipment, and also, permit 
them to provide various therapies ... 

clarify Medicaid recipients to whom ... services must 
be available, specify requirements for a physicians 
determination of medical needs in a plan of care ... 
and clarify that Medicare requirements relating to 
need for ' skilled ' care on to post-hospitalization 
do not apply under Medicaid. 

In the 30 day period (extended to 47) allowed for comment , S.R.S . received 
over 1,000 responses. On October 28 , 1975, hearings on the proposed regulation s 
were held by the Subcommittee on Long-Term Care , Special Committee on Aging of 
the U.S. Senate and the Subcommittee on Health and Long-Term Care, Select Com-
mittee on Aging of the House of Representatives . 

In a letter on December 12, 1975, the chairmen of these committees, the 
Honorable Frank E. Moss and the Honorable Claude Pepper wrote to Secretary 
David Mathews, stating in part: 

" ... the regulations as proposed ... are not in concert with Congressional 
intent and would clearly have a deleterious effect on the quality of home 
health care in the United States. 

" ... we ask that you intervene personally and examine the proposed 
regulations and their likely effects . We ask that you eliminate 
language facilitating the entry of for -profit agencies in the home 
health field. We believe this to be critical. The result of this 
decision , we believe, will determine whether home health care will 
continue at a high level or whether a few years from now, we will 
be confronted with the problems all too familiar from our nursing 
home experience. " 

Final action on the proposed regulations has not been taken by the 
Secretary of H.E.W . as of this date. 

II. Analysis of Proposed Regulations 

The following is a summary of comments from a variety of responsible 
leaders engaged in or thoroughly familiar with the home care field . 

Herbert Semmel, Center for Law and Social Policy (in behalf of 
National Council of Senior Citizens and the Department of Public 
Advocate , New Jersey) 

"l. The regulations will deprive the states of the power 
to control the provision of home health care services by 
mandating the certification by the states of unlicensed 
commercial enterprises as Medicaid home health care pro-
viders. Such an imposition on the states is contrary to 
congressional action in four major legislative acts. 
2. The regulations would undermine the development of 
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comprehensive home health service centers by requiring the 
states to certify single service agencies as Medicaid home 
health care providers. 
3. The regulations will foster the same kind of uncontrolled 
financial abuses in the delivery of home health services as has 
occurred in the nursing home industry and will result in higher 
costs without substantial improvement in the quality of care 
being provided those in need." 

Abraham Ribicoff , Chairman, Committee on Government Operations , U. S . 
Senate 

" . . . I must question whether policy to expand such services necessi-
tates the weakening of performance standards for the providers ... 

" ... agencies which qualify under the proposed Medicaid only option 
would not have to prepare an overall plan and budget , providing 
for an annual operating budget and a capital expenditure plan , nor 
comply with existing requirements for certificate of need through 
designated planning agencies . Neither would they have to comply 
with existing requirements for coordination with related federal 
programs." 

Ellen Winston , National Council of Homemaker-Home Health Aide Services 

" ... regulations need to be held in abeyance until careful study 
of their impact not only in quantity but in quality of home-
maker-home health service has been made ." 

Senator Charles Percy 

" I am not certain that the real problem is 
health agencies. The problem may be more 
of home health benefits for the elderly . 

the shortage of home 
one of the availability 
Perhaps we should be 

focusing our attention on ways to commit more dollars to home 
health programs." 

Honorable John B. Martin , American Association of Retired Persons 

"Preliminary evidence evaluating proprietary home health agencies 
indicates that prof i t may interfere with the provision of quality 
care ." 

Eva Reese, Visiting Nurse Service of New York 

" By definition , profit-making health care agencies do not make 
quality patient care their primary concern . This point has been 
made over and over again in the nursing home situation in New 
York. Millions of tax dollars have been siphoned off for 
marginal or non-existent services. Under these circumstances , 
enabling profit-making enterprises to provide home health ser -
vices under tax-supported programs invites similar abuse ." 

Representative Claude Pepper 

'' ... I am concerned that these regulations will deprive the States 
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of the power to control the provision of home health care ser-
vices by mandating the certification by the States of unlicensed 
commercial enterprises ... " 

Representative Edward I. Koch 

" ... regulations establish a dangerous precedent whereby , regard-
less of whether a state has stricter legal requirements than federal 
standards , the state cannot stop what are in its judgment poten-
tially abusive agencies from operating in the state ." 

Congressional Research Service 

"The proposed regulations do not require Medicaid agencies to have 
written policies. It is unclear as to how an agency ' s unwritten 
policy would be evaluated . In addition, no mechanisms are required 
to be established to collect data pertinent to evaluation (also a 
Medicare requirement) " 

Homemakers-UpJohn 

"The way to ensure quality of service is to establish a set of 
workable controls for standards , accountability , organization , 
and incentives for efficiency . These should then be applied 
across the board to all providers with exclusions not based on 
whether the providers are profit or not - profit organizations, 
but whether they can live up to the standards . Participation 
should be based on quality of service , availability , and rea-
sonable cost. 

"We believe that all providers of home health care must be sub-
ject to thoughtful and productive government regulations , and 
we welcome any effort to establish such uniform standards ." 

Nancy Tigar , National League for Nursing 

"Currently, the standards by which home health agencies are cer-
tified to participate in the Medicare program are acknowledged 
to be minimum, basic standards . The regulations , as set forth in 
Section 249 .150 of the Medical Assistance Program , will lower 
even those minimum standards and set up a ' separate but not 
equal' system of home health care for the Medicaid population. 
Home health service needs of patients reimbursed under the 
Medicaid program are not different from the needs of patients 
reimbursed under Medicare. Agency standards cannot be lessened 
for this group unless a two-class system of care , qualitatively 
speaking, is acceptable as national policy . 

"We have long believed that home health services must be made 
available to all segments of the population and at the same 
time assure maximum manpower utilization , provide quality assurance 
and promote cost containment . While we appreciate the attempt by 
the Social and Rehabilitation Service to increase the availability 
of home heal th services through these regulations , we seriously duu l,l 
that they will assure maximum manpower utilization , provide quality 
assurance or promote cost containment . While the regulations may 
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increase the number of home health agencies, whether they will 
increase the services available in rural and underserved areas 
is questionable . 

" In this time of fiscal crisis when we are urging smaller agenci es to 
merge their resources by establishing linkages , centralizing 
administrative practice and policy , etc ., to provide cost/benefit 
effective management, we believe these regulations could con-
ceivably slow down or abort this process. " 

Senator Al Ullman 

" I ask the Department to reconsider the home health regulations 
in l ight of my comments , and those of the National Association 
of Home Health Agencies. " 

A copy of N. A. H. H. A. ' s response to the proposed regulations is contained 
in the Appendix 

III . Comment and Recommendations 

Home health care , in existence for many years , has been "discovered" by 
a great many people in the past few years - legislators , health professional s , 
health insurance companies , and profit- seeking organizations . Rightly or 
wrongly , a substantial amount of the current interest stems from the costs of 
home care when compared to those of acute - care or long-term care institution s . 
The fact that qualified studies have confirmed that large numbers of persons , 
particular l y the elderly , have been needlessly placed in institutions at govern-
ment expense , has simply accelerated efforts to find alternatives . 

It is also fact that restrictive regulations have not allowed the home 
health care industry to grow as it should in order to accommodate people for 
whom home care would be appropriate . Since substantial provision of Medicare 
funding is contingent on hospitalization , there is an over - dependence on thi s 
source of financing by most providers . Medicaid funds are spent on hospitalizu-
tion and nursing home care. Less than one percent of Medicare expenditures and 
four - tenths of one percent of Medicaid expenditures have been for home health 
care . 

In its urgency to expand the use of home health care , the Social and 
Rehabilitation Services has promulgated regulations that would open the door to 
uncontro l led use of home care . No studies have been conducted to determine 
the comparative quality of home health services rendered by either non-profit 
or for- profit agencies . S . R. S . would propose to monitor possible abuse through 
its regu l ar fraud and abuse program but its present operations h av e been des-
cribed as undermanned and ineffective in respect to other H. E .W. programs . 

The critical issue is one of standards that will apply equally to all pro-
viders-non-profit or proprietary . At least a dozen s tates have licensure laws 
at present and a majority of the rest are considering their establishment . 
For the stat es and the federal government , it is important to have both sound 
naLional standards and others which are uniquely suitable to the operations 01~ 

each state and locality . 

- 5 -



.1 N-it- G-,_~ r 
;udl7 > (!n<J ~:) OY~o /J.-., (,-,,, 0 1 dv) ~,J-, 0 ,. ,~ 

-~ #fr/I!; ~3'~ J()Jf-,fHlt 

(f r-4 

( 2 -z~ - / s,.,,J/) 

z. V\.~ -s~L b{-c-- v~ 

<. '(IJ ,.._.;_. .l, ,!:_ ¢ 6-J.w -



---- ., 

To move in haste will indeed confirm the fears of many that home health caro 
could be burdened with all of the concomitant scandals and problems that occurred 
within an unregulated nursing home industry. 

RECOMMENDATIONS 

1. That the Department of Heal th , Education and Welfare withdraw its proposod 
regulations related to home health care services under Medicaid . 

2. That a national commission be established under the President ' s Domestic 
Council for the purpose of establishing standards for home health care to 
be applicable to both Medicare and Medicaid programs. This would include 
examination of the appropriate role of home health services in the health 
delivery system. 

3. That the Secretary of H.E.W . authorize appropriate studies of the quality ol 
home care provided by all types of agencies . 

DM:JPB:lds 
2/6/76 
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36702 PROPOSED RULES 
. :, ~>i , 

DEPARTMENT OF HEALTH, 
EDUCATION, AND WELFARE 
Social and Rehabilitation Service 

[ 45 CFR Part 249] 
MEDICAL ASSISTANCE PROGRAM 

services- which States must pro-;ide . un- Jections thereto addressed to the Ad-
der their State plans. It has been inter- ministrator, Social and Re)labilitation 
preted that the States are required to Service, Department of Health, Educa-
provide only one of the specified services tion, and Welfare, P.O. Box 2366, Wash-
(nursing, home )lealth aide, supplies and ington, D.C. 20013, and received on or 
equipment), when it fact it was intended before September, 22, 1975. Qo~ent& are 
that all of these were required to be . ...PID"ticular)y soliciteg 2nJh!Li;>otential for 

Home Health.Services available. The proposal now clarifies that '2§Un.m~~l;l~Om 
Notice is hereby given that the re~ulai- States must make available, as deter- ~doption of ·the prORQ§ed ;wm!~!;!ons. 

tions set forth in tentative form below mined necessary by the recipient's phy- Such comments will be available for 
are proposed by the · Administrator, sician and included in the plan of care, public inspection in Room 5223 of the 
Social and Rehabilitation Service, ·with nursing services, home health aide serv- Department.'s offices at 330 C Street, SW., 
the approval of the Secretary of Health, ices, and medical supplies, equipment and Washington, D.C., beginning approxi-
Education, and Welfare, The purpose of_ appliances s_uitable for use in the home. ~~tely ~wo weeks after publication of 
the proposed re&uJations 1s to remove At State option, physical, oc~upational or this Notice in the FEDERAL REGISTER, on 

{

'certain restrictions and ambiguities in speech therapy may be proVIded to home Monday through Friday of each week 
current regulations which have pre-! health patients whether or n?t. they are fr6m 8:30 a.m. to 5 p.m. <area code 202-
vented full realizatlon of the.benefits' 01' · seneMllY •PFO¥ided to all recipients un- 245-0950). 

lhome health services in State Medicaidi der the s:tate plan. <·§. 249.l0(b) <7) > ' AUTHoan-r: Section 1io2, 49 stat. 647 (42 
programs. (title XIX, Social Security/ 3. Limitations on use of the services . u.s.c. 130:1). (Catalog ot Federal Domestic 
Act). • have also resulted from the practice of Assistance Program No. 13.714, Medical .Ais-

in light of the statutory requirement some. ~ta~~~c;,f • adopting Medicare re- slstance Program) • 
under title XIX to provide home health quirements s~citying that tbe patient It is hereby certified that the economic 
services to all individuals entitled to must be in need of skilled nursing or and inflationary impacts of this pro-, 
skilled nursing facility services under a other professional services. Thus, a per-· posed regulation have been carefully . 
·State's Medicaid plan, the Depa~ent's son who does not require "skilled'' serv- evaluated in accordance with. 0MB Cir- , 
efforts to develop alternatives to insti- ices but for example, only Imme health cular A-l07. . , 
tutional ,care, and congr,:ssional .in- ., jl,lg.e seryices, would not be eligible for 
1&re§L!U:. !i.JPM\QWK U)~-1,1a~,wa1 .... ho~~:ti~lth services. Some States. have 
)l~altQ siofe-., t.b, io11mv1qg ,rexisiW§ ~re Jl,Lsq limlted eligibility by applying map~ 

_proposed in order to increase the avaiT- propril:tte requirements .of post-hospitali-
ab.!1JliY:-of: siiZh KUices and 1:tQCOlJ..\J!ie .. zat1on. Th~ ~r?posed reyision clarifies re-
.tbJ:1r..,.ug u,ppr,pp[il),te Cl!:§.~.; ,., -~lpient l:llgibility by mcorporating an 

1. Currently, particlpati,on , under ~lanation of entitlement previously is-
Medicaid as a home health service pro- sued'..a:s policy interpretation. (§ 249.10 
vider is restric~ tq .. ~ose a~encies ~a) (4) > . 
which meet the s~tutory • ,Medicare1, •• ·4. '?rl: add1tion to specifying the stand-
requirement.,, i.e., t.ney must. provide: -~r<:is ·which agencies must meet in order 
skilled nursing services and one other to qualify under the expanded regulation, 
service. This has ..meant that agencies 'the procedures for certification by the 

I such as small visiting nurse association&- et.ate, ag'1}cy and provisions relating to 
are unable to participate . because they provider iwreements with' the State title 
cannot offer the seeond ' service (there · XIX a,genc~re also set forth.(§ 249.151> 
are approximately 500-700 VNAs which In summary, then, the proposed re-
have been prevented from participating visions: • 

i because of this requirement>. It has also p~rmit certain types of qualified health 
• served to deter creation of new agencies. sernce ageJ;lcies, in addition to those 

Sir.ce there 1s no sµnilar a;~tu~, re~ ~h ~• Medicare standards, to pro-
quirement in Medicaid, the problem can vfde home health services under State 
be alleviated b!' expanding the types oi Medicaid programs; , 
agencies quaillled to provide services. prescribe the standards which those 
Under the proposal, the limitation would agencies must meet, which parallel those 
be removed and agencies offering nurs- for Medicare but are appropriately ad-
ing or home health . aide services may justed for differing needs under Medic-
qualify if ~~f-11:Wiiet..-lJlle.....ll:celiiCi:JLtl&~ aid; . 

The standards are basically permit proprietary agencies to par-
those under Medicare, appropri- ticipate if they meet the standards, 
ately adapted to reflect inclusion of ad- whether or not the State has a licensing 

Uonal provider types. law; 
A:.. clarify that States must make avail-

.JIJ2CCl tQ ru,:gyiq~r,P,artl.e!E!,.ti~n is removal able under the State plan the three main 
o( the current ll~~lix.estncts types of services needed in home care: 
P"OiltJeta,:x ~J~~UU2!1Jl !:'S, nw~; ·Jwme health aide, and supplies 
h~.h~!~_ero_vid~~ unie~e ~tate , an~ fq'P,~t. and also permit them to 
licenses such agencies. 1'h1S is a statutory provide various therapies as home health 
provision for Medicare. In the pr~ed ~ervices; . 
regulation, such. agencies may partli:i~t.e \ clarify the Medicaid recipients to 

. in Medicaid if they are certified to meet whom home health services must be 
the prescribed standards and execute a available, specify the requirements for R. 
provider agreemen d- physician's determination of medical 
...... ..,_.--=en~11- e Department believe needs recorded in a plan of care and 
that this Wli8 will further the goal of J:M:riodically reviewed, and clarify that 

• expansion of services and that proper en-' ' Medicare requirements relating to need 
forcemerit of standards and monitoring for "sk1lled" care or to post-hospitaliza-
of performance will provide adequate tion do not apply under Medicaid. 

ards alnst abuse. (§ 249.150) • Prior to the adoption of the proposed 
2. The existing regulation is ambiguous regulations, ·consideration will be given 

as to the minimum set of home health to written comments, suggestions, or ob-

Dated : A~§$ 4 -:SR 
JOHN A. SVAH~ 

Acting Administrator, Social 
. a: d ne,e...bilitation Servi:] . 

. Approved: "!&l&L S, Hl'rS. -
CASPAR W. WEINBERGER, 

SecretaTJI. • • 
Chapter II, Title 45, Code of Federal 

Regulations, is amended as follows: 
1. Section 249.10 is amended by revis-

ing pa~agraphs (a) (4) and (b) (7) to 
read as set forth below: 
§ 249.10 Amount, duration, and scope 

of medl.eal assistance. 
(a) • • • 

• • • • • 
(4) Provide for the inclusion of home 

health services which, as a minimum, 
shall include nursing services, home 
health aide services, and medical sup-
plies, equipment and appliances as speci-
fied in paragraph (b) (7) of this section. 
Under this requirement, home health 
services must be provided to all categori-
cally needy individuals 21 years of age 
or o.ver; to all categorically needy indt~ 
viduals under 21 years of age if the State 
plan provides for skilled nursing facility . 
services for such individuals; and to all 
corresponding groups of medically needY 
individuals to whom skilled nursing fa-
cility services are available under the 
plan. Eligibility of any individual to re-
ceive home health services available un-
der the plan shall not depend upan his 
need for, or discharge from, institutional 
care. • 

• • • • • 
(b) • • • 

• • • • • 
(7) Home health services. (i) Tht.s 

term means the following services and 
items provided to a recipient in his :>lace 
of residence. Such residence does not in-
clude a hospital, skilled nursing facility 
or intermediate care facility, except that 
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these services and items may be fur- (3) Therapy services m&'Y~·provided (iv) Adopt and .periodically review 
nished a.s home health .services to a re- as home health services• •bf· -an agency , written byl.aws or an acceptable equiva-
cipient in an intermediate care facility specified in para.graph (a),;(l); or (2) of , lent; . 
if they are not furnished by the facility this section, or by a fa.c111ty •licensed by • <v> Oversee the ·management and fts-
as intermedlate care services. Any such the State to provide medical tehabillta-. . cal affairs ·· relating to home health 
service -0r ltem provided to a recipient of tion services, and which '.meets the other • serv:i.ces; . . 
home health services must be ordered PY conditions set forth in .tbis ' paragraph.' , <vD Supply full and complete infor-
his nhyslcia.n as oatt . .2Ll:l.~.Pl!!,n Such a rehabilitation faclllty must be op-, mation to the survey agency as to the 
gf ca.re Wgis;b is reviewed by his 2h:Y§.iCian erated under competent' medical super-·· identity: ' , , . ' at ~~J~ys. Those services vision and is one which pr<Wfdes. 1herapyr (A) Of each person who has any di-
Itsted tn paragraphs (A), (B) and (C) services for the primary purpose of ;as- rector indirect ownership interest or ·10 

, are required to be made available by the sisting in the rehabllitatlon of disabled · percentum or more in the agency« who 
~e • as llome health services; those persons through an integrated,:program is the owner (in whole or in part) of any 
listed in paragraph (D) may be provided of (i) medical evaluation · and .services;·: mortgage, deed of trust, note .or other 
as home health services at State option, and (ii) psychological, sooial',>'or voca- -' obligation secured (in whole or in part) 

• <A) Nursing service, as defined in tional e:valuation and services1 The major by the agency or by any o! the property 
the State Nurse Practice Act, provided portion . of the required evaluation and or assets.of the,agency; : .. • ' . 
by a qualified agency or, in the case services must be furnished"withinnthe ·· 1 (B) Of each officer and director -0! the 
where no such agency is available to . faeility and the facility mus1rbe operated • corporation if the ·agency is organtr.ed 
provide nursing services, by a -registered either in connectiop witlr·a hOSliita.1-or as . as a ·,corporation; • • 
nurse or licensed practical nurse who is a facility tn which all meclieal 1 and,.re-. : . CC> Of-each partner 1f the agency ds 
currently licensed to practice in the lated health services are prescribed by, or;·, organized as a partnership; and prompt-
State a.nd who is underi the direction of are under the general direction··of', •per- ly report any changes to the State sur-
t.he patient's physician. sonsjicensed to practice tnediolne.or 31lr-, vey agency · which ·would affect the 

<B) Home health aid services provided gery in the state. • , • i:,1r- r., ,.,.. , • ,. • current accuracy of the information sUP-
bY a qua.lifled agency. .<b) compliance with. Fedeml,'· state plied under• this paragraph. • 

<C> Medical .supplies, equipment and and local laws. An ageriey '! providing ; ·,(4) Administrator or director of home 
appliances suitable for use in the home. home health services under ' paragraph· health services. The administrator or dl-

<D> Physical tp.erapy, occupational Ca) (2) of this section must' be· irt'-com;.. rector shall be a licensed physician, a 
therapy or speech therapy provided by a pliance with all applicable•Federal, state/ registered nurse, or a person with train-
qualified agency ot by a facility licensed and local laws and regulatioris: -lf State', ing and experience in hea1th service ad~ 
by the State to prc,vide medical rehablli- or local law requires ucensure of agencies ministration ~nd at least one year of 
tat.ion semces. • but exempts certain types: ·re.g;, .public · supervtilory or administrative -e,cperience 

<U> In order to participate under a agencies> frorii the licensure ··require- in ·home health care or related health 
State title X:X P~n as an agency quali- ment, the exempted agencies m~t m~t • programs. The administrator or direc-
fled to provide home health services, such the licensure standards even ' though· a • tor shall be appointed by the g-0veming 
agency must meet the conditions and license is not actually ·issQ.~- This 'de-'· _body or the desigpated person so func-
standards set !orf.h in § 249.150 of this termination must be made by the· state: tionlng and shall: , .. • , 
chapter, as detetmined in accordance survey agency and recordeii ' fo writing: · ' (1) Organize and direct the. agency's 
with the applica~le provisions for the <c) Organization, services: admintstra•· ongoing operation with respect to home 
certification and execution-of valid pro- tion,-<1) Delegation of •;responsibility.' health services; • 
vlder agreements wider § 249.151 of this Organization, &ervicl!s provided, admin- . (ii) Maintain ongoing' liaison among 
chapter. ' istrative co!ltrol, and linefof' au'tho,rity the governing body, the professional ad-

2. A new § ~49.150 is added to Part 249, for the de)egation of responsibility down· visory committee (see paragl,'aph (d) of 
as set forth below: to the patient care level,'.sh~li be,-ci'early this section), and the staff; 

set forth in writing and re'adily identi- '<iii) Employ only personnel who meet ' § 249,150 Standards for agencies qual- th lifl • ti ribed 
d flable. Administrative and sup'ervisory ' e qua ca ons presc ·1n 20 CFR i.6.ed lo provi _e home health services. • 405 1202 (k) (1 functions shall not be , ~le~f!-~d to an- ' . . • ) , (q), and (r> and 

(a) T11Pe of agencies qualified to pro- other agency or organ).zatlort. • Services . 405,1101 (m), (n), (q}, (r), (s), and (t), • 
, vfcle home health, services, The require- performed by subunits 9f t!le • ii~ency ·, in: the occupational categories defined 1n 

ment to provide home health services un- shall be monitored and, 'cpntrolled ' by such sections-; • • . 
der Sta~ plans for medical assistance is the agency and appropriate administra- • <iv) Provide for and evaluate ongoing • 
spectfted in I 249.l0(a) CU of this chap- tive records shall be maintained for each inservice training for all staff; 
ter; the services included are defined in subunit. ·; • '· • <v> Ensure the accuracy of public in-
§ 249.l0<b> (7). This section describes the (2) Subcontracting, l'attei;it c;are·scrv:. • formation materials -and activities; and 
agencies which qualify to provide the ices may be subcontracted except tbat ·, • -<vi> lmplement _an effective budgeting · 
nursing, home health aide and therapy the agency shall provide at lea.c;t orie and accounting system. • ' , 
aervlces specified in § 249.l0(b) (7). patient care service dlrectty;·A-U servJces· ·, (5) Supervising physician or -reg-
. (1) Home health services may be pro- not provided directly ~tiii.11 b.~ rii's);nit,!)red istered. nurse, The home health services 

v1ded unlier the title XIX State plan by and controlled by the primary : ageqc_y_ provided shall be under the supe1vision 
any agency which 1s certified under title <the agency. responsible. for , ~e service anc;l direction of a physician or a reg1s-
XVIII of the Act to provide such serv- rendered to patients an4 !o.t i,:nplemen- tered _nurse. This person, or a supervisory 
ices and which executes a valid provider tation of the plan o! care5.. • <See 'also staff member of another discipline, shall 
agreement with the title XIX State paragraph (c) (7) of tbis sectlop for pro:.. be available at ail times during operating 
a,gency. visions relating to 'per~nnel under. hours and shall participate 1n all actM.-

, (2) llome health services may also be contract.) •. • . • ·:i , · ' tiesvirdelevanint to the professional services 
provtQed under the titJ.e XIX state plan <3> Governing bodv. : ~e . governing pro ed, eluding the developing of 
by a public or prlvate agency or.subdivl- . body or designated person .so functioning qualifications and assignments of per-
aion thereof <e.g.1 the home care unit .of a , shall, at each local aµmln~~i:atlye level, s9~~)elPersonnel . ..:nzicle•. Pe·-onnel 
hospital> which' is primarily engaged in m Have full legal authority and. re- .-~ Q H• 

provtdJng :nedic~ or health care services, sponsibility for the oper~on ot the home practices and patient care shall be sup-
of which one mJ,1.~t be nursing, or home healtn program; . . ..,-.; .; '" , , l>C;lrted by appropriate, -~itten personnel 
health aide services, and which meets- the (ii) Appoint a qualified administra.tor; policies. Personnel records shall include 
siand&rds set forth in this section; and <iii) Arrl.\nge for the ,establishment ' job descriptions, Quallilcations, licensure', 
wbich executes a valid provided agree- and continuing operation ot an .advisory performance evaluations, and health ex-
menhrWl t.hetltle XIXagency. committee; : •. ,;,,· • aminations. ·and shall.J:ie kept currep.t. 

··• i• f'. • l i 
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(7) .Personnel under hourly or per 
visit contracts. If · personnel under 
hourly or per visit contracts are utilized 
by . the agency to provide home health 
services, there shall be a written contract 
between such personnel and the agency, 
clearly designating: 

<l> That patients are accepted for care 
only by the agency, • 

(ii) The services to be provided, 
<111> The. necessity to conform to all 

applicable agency policies including per-
SQnnel qualifications, • 

(iv) The responsibility for participat-
ing in developing individual plans · of 
care, . 

<v> The manner in which services will 
be controlled, coordinated, and evaluated 
by the agency, · 

<v1) The procedures for submitting 
clinical and progress notes, scheduling of 
visits, periodic patient evaluation, and 

<vii> The {>rocedures for determining 
charges and reimbursement. 

(8) Coordination of patient services. 
All personnel providing home health 
services shall maintain liaison with each 
other to assure that their efforts effec-
tively. complement one another and sup-
port the objectives outlined in the plan 
of ca.re. The clinical record or minutes 
of case conferences shall estab~ that 
effective interchange, reporting, and co-
or(Unated patient evaluation does occur, 
A written summary report for each pa-
tient shall be sent . to his physician at 
least every 90 days. 

Cd) Advisory committee. q) All ad-
visory committee shall be .established 
which shall include at least -one physi-
cian, one registered nurse (preferably a 
public health nurse), one representative 
of a therapy discipline (if the agency 
offers any tperapy • as a home health 
service>, and one representative of recip-
ients. The majority of members shall be 
neither owners noi:: staff m~mbers of the 
agenc:11. . 

(2) The committee shall annually 
evaluate the agency's policies • including 
services offered to home health patients, 
admission and discharge, medical super-
vision, plans of care, · emergency care, 
cl1nlcal records personnei(ftia"llficaffuns, 
and standards of profesaional service. 
Results of the evaluation·in the form i;;f 
recommendations shall be reported for 
appropriate action to the governing bo_dy 
and to the State survey agency. . 

, (3) The committee shall meet at least 
quarterly to advise the agency on pro-
fessional issues, participate in evalua-
tion of the agency's program, and as-
sist the ageQcy in . maintaining liaison 
with other health care providers in the 
community and in its community infor-
mation program, Its meetings shall be. 
documented by dated minutes. • , 

Ce) Acceptance of patients, plan of 
care, medical supervision-.-Cl> General. 
Patients $ball be accepted for treatment 
on the basis of a reasonable expectation 
that the patient'a health needs can be 
met adequately. by the agency in the pa-
tient's place of residence. In all cases, an . 
initial home evaluation visit shall be 

- made .by a registered nurse. Care shall 
follow a w1·H~on plah established and 

( 
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reviewed at least every JO_ by the 
patient's ~d shall continue 
under the physician's supervision. • 

, (2) Development and content of plan. 
The plan of care developed in consulta-. 
tion with appropriate agency staff shall 
'cover all pertinent diagnoses, including 
mental status, types of services . and 
equipment required, frequency of visits, 
prognosis, rehabilitation potential, func-
tional limitations, activities permitted, 
nutritional requirements, medications 
and treatments, any safety measures to 
protect against injury, instructions for 
timely discharge or referral, and any 
other . appropriate items. If a physician 
refers · a patient undtir a plan of care 
which cannot be completed until 11,fter 
the evaluation visit, the physician shaJl 
be consulted' to approve additions or 
modifications • to the original plan. Or-
ders .for therapy services shall include. 
the specific procedures and modalities to 
be Wied a.nd the amount, frequency, and 
duration of such tl}erapy .services. 

(3) Periodic review of plan. The total 
plan of care shall be reviewed by the pa-
tient's physician and agency personnel 
as often as the patient's condition re-
quires, byt..at le!W!t onc!)~~a...a~ 
Agency professional staff shall promptly 
alert the physician to any changes that 
suggest a need to alter the plan of care. 

(4) Conformance with ph11sician's 
.orders. Drugs and treatments shall be 
administered by agency .sta~ onlY as 
ordered by the physician. The nurse or 
therapist shall . immediately record and 
sign such recording of oral orders and 
obtain the' physician's countersignature 
in a manner consistent with good medical 
practice. Agency staff shall check all 
medicines a patient may be taking to 
identify possibly ineffective drug therapy 
or adverse reactions, significant side ef-
fects, drug allergies, ·and contraindicated 
medication, and promptly report any 
problems to the physician. 

,< f) Registered nurse services. As ap-
propriate, registered nurses providing 
home health services shall: Cl) Make the 
initial evaluation visit, (2) regularly re-
evaluate ~e patient's health needs, <3> 
initiate the plan of care and necessary 
revisions, <4> provide those services re-
quiring substantial speclallzed nursing 
sklll, (5) initiate appropriate preventive 
and rehab1litatlve nursing procedures, 
<6> prepare clinical and progress notes, 
(7) coordinate services, <8> inform the 
physician '. ancl other personnel of 
changes in the patient's condition an<l 
needs, (9) counsel the p,tient and family 
in meeting the patient's nursing and re-
lated needs, (10) participate in lnservlce 
programs, and < 11) supervise and teach 
other nursing personnel. 

(g) Llcense4 practical nurse services. 
Licensed practical nurses provldi~ home· 
health services shall be under the super-
vision of a registered nurse. A.s appro-
priate, they shall: (1) Provide routine 
nursing services, (2) prepare clinical and 
progress notes, (3> assist the physician 
and/or registered nurse in performing 
specialized procedures, < 4) prepare equip-
ment and materials for treatments ob-
serving aseptic technique as required, 

(5) assist the patient in learrµng ap-· 
propriate self-care techniques, and (6) 
participate in in-service programs. 

(h) Therapy services. (1) A.s appro-
priate, physical, occupational or speech 
therapists performing home health 
services shall: (1) Assist the physician • 
in evaluating level of function, cm help 
to develop the plan of care <revising as 
necessary), (iii) prepare -clinical and 
progress notes, (iv) advise an~ consult 
with the family and other agency per-
sonnel, · and <v> participate in lnservice 
programs. • • 

(2) Services · may be provided by a 
qualified physical therapist assistant or 
qualified occupational therapy assistant • 
under the supervision • of a qualified 
physical or occupational therapist. A 

, physical therapist assistant or occupa-
tional therapy • assistant shall perform 
services planned, delegated, and super-
vised by the therapist, assist in pi;eparing 
clinical notes and progress reports, and 
participate in educating the patient and ' 
family, and -in inservlce programs.' 
• <3> Speech therapy services may be 

provided only by or under supervision of 
a qualified speech pathologist or audi-
ologist. 

(1) Home health aide services-Cl) 
Assignment and duties. '::'he home health 
aide shall be assigned to a particular 
patient by a registered nurse. Written 
instructions for patient care shall be • 
prepared by a registered • nurse or ther-' 
apist as appropriate. Duties shall include 
the performance of simple procedures as 
an extension of therapy services, per-
sonal care, ambulation and exercise, 
household services essential to health 
care at home, assistance ·with medica• 
tions that are ordinarily self-adminis .. 
tered, reporting changes in the patient's 
conditions and needs, and completing 
appropriate records. • 

(2) Supervision. Ci) Standard: Super• 
vision. The registered uurae.- or appro-
priate professionals ff member, if ther-
apy serv ces are provid , s all make a 
supervisory visit to the · patient's rest- · 
dence at least mnntJJJy, alternating the 
visits when the aide ls present and not 
present to assess relationships and deter-
mine whether goals are being met. 

(3) Training. All home health aides 
shall receive basic orientation and train-
ing consisting of not less than 40 hours. 
The training . will include as a minimum 
content in each of the following areas: 

m Basic techniques of personal care 
such as the activities of dally living; • 

(ii) Health and hygiene; 
(iii) Food preparation and nuirttton; 
<iv) Interpersonal relationships meet-

ing the social, emotional, and physical 
needs of patients; • • 

-<v> Basic household management; ' 
• <vi> Child care. • • • 

<4> In-service education. There shall 
be continuing in-service programs on a 
regularly scheduled basis with on-the-
job training during supervisory visits and 
more often as needed. 

(j) Records-<B Clinical records, A 
clinical record containing pertinent past 
and current findings in . ,icordance with 
accepted professional st, ucit.rds shall be 
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maintained for every patient receiving 
home hel;llth servic.es. In addition to the 
plan of care, the record contains ap-
propriate identifying information; name 
of physician; drug, dietary, treatment, 
and activity orders; signed and dated 
clinical and progress notes (clinic~l notes 
shall be. written the day service is ren;-
dered and incorporated within a week of 
such service) ; copies of summary- reports 
sent t.o the physician; and a discharge . 
summary. • 

(2) Retention of records. Clinical rec-
ords shall be retained for a period of 
3 years (as described and qualified by 
part 74, subpart D, of this title, "Reten-
tion and Custodial Requirements for 
Records"), after completion of services. 
When a patietft i~ transferred from 
care of the agency, a copy of the record 
or abstract shall be sent to the accepting 
ag_ency or facility. . 

' (3) Pr:o.tection of records. Clinical rec-
ord info;rmation shall be safeguarded in 
accordance with ·the · requirements of 
§ 205.50 of thui chapter. 

(4) Clintcal record review. :At least 

ij~ quarterly, approprJate agency health pro-
. fessionals shall review a 10 percent ran-

domly selected sample of both active and 
closed clinical records to assure that es-
tablished policies i;ire followed in provid-
ing services (direct services as well as 
services under con,tract or arrangement) . 

(k) Utilization •. control. The agency 
shall participate in a program of utiliza-
tion control of services as prescribed 
by the title XIX State agency pursuant 
to § 250.18 of this chapter which, as a 
minimum, shall include provisions for: 

(1) Review of 'patient records by a 
team of professioJ1al persons (at least a 
physician, public ,health nurse and one · 
additional health professional> not in-
volved in the direct care of the individ-
ual patient, for each 90-day period of 
service with respect to ,any patient re-

. ceiving continued services during such 
period, in o.raer t;o make recommenda-
tions to the agenqy providing service as 
to the necessity 'for continued service, 
the adequacy of the plan of care and the 
appropriateness ?f continued service; 
and , . 
. (2) A continuipg program .of home 
health evaluation_! studies by a team of 
professional persons <which may be the 
same team as specified in paragraph 
(k) (1) of this section), which shall iden-
tify and analyze ' trends, problems and 
pat~ns of care and make recommenda-
tions 'to the State title; XIX agency for 
improvement of •the quality of home 
health care. • 

(1) Determination of qualifications. 
The determination that an agency pro-
viding home health services meets the 
conditions and standards for participa-
tion shall be made in accordance with 

, the applicable provisions for certifica-
tion and the execution of valid provider 
agreement.a set forth in § 249.151 of this 
chapter. ' 

. 3. A new § 249.1'51 is added to Part 249 
a, set'forth below:' ' 

e 
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§ 249.151 Home heal~h agencies: Re-
quirements for agencies • qualifying 

. as home health 'service providers. 
(a) Certification ·of agencies not par-

ticipating under titlt: XVIII. Prior to the 
execution of a prorider agreement and 
participation in the title XIX program as 
a provider of home health services, the 
State survey agency designated under 
§ 250.100 of this chapter shall survey the 
home health agency and ,certify as to 
whether it is found to be in compliance 
with the conditions and standards set 
forth in § 249.150 (a) (2) and (b)-{1). • 

(1) The findings of the State survey 
agency with respect to each of the stand-
ards sh.all be adequately documented. 
Where the State ' survey . agency certifies 
that a provider agency is not in compli-
ance with the standards, such documen-
tation shall include, in addition to the 
description of the specific deficiencies 
which resulted in the agency's finding, 
a report of all consultation which has 
been undertaken in an effort to assist the 
provider to comply with the standards, 
a report of the provider's responses with 
respect to the consultation, and the State 
agency's assessment of the pi:ospects for 
such improvements as to enable the pro-
vider to achieve · compliance with the 
standards within a reasonable period of 
time. 

(2) If a provider is certified by the 
State survey agency to be in compliance 
with the standards or to be in compliance 
except for deficiencies not adversely af-
fecting the health and safety of patients 
the following information will be incor-
porated into the finding: 

(i) :A statement of the deficiencies 
which were found, and 

(ii) :A description of further action 
which is required to remove the defi-
ciencies, and 

(iii) :A time-phased plan of correction 
developed by the provider and concurred 
in by the State survey agency, and 

(iv) A scheduled time for a resurvey 
of the agency to be conducted by the 
State survey agency within 90 days fol-
lowing the completion of the survey. 

(3) If, on the basis of the State cer-
tification that an agency' meets' stand-
ards, and such other information as it 
possesses; the State title XIX agency ex-
ecutes a provider agreement with the 
provider agency, the information de-
scribed in paragraph (a) <2> of this sec-
tion will be incorporated into a notice 
to the provider. 

(4) Initial certifications and recerti-
fications by the State survey agency to 
the effect that a provider is in compliance 
with all the standards will be for a pe-
riod of 12 months. State survey agencies 
may visit or resurvey providers more fre-
quently where necessary to evaluate cor-
rection of deficiencies, ascertain con-
tinued compliance, or accommodate to 
periodic or cyclical survey programs. The 
State survey agency shall evaluate such 
reports as may pertain to the health and 
safety requirements and, as necessary, 
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take appropriate action to achieve com-
pliance or certify to the State title XIX 
agency that compliance has not been 
achieved. A State finding and certifica-
tion that a provider is no longer in com-
pliance will supersede the State's pre-
vious certification. 

<5> The State survey agency will cer-
tify that a provider is not or is no longer 
in compliance with the standards where 
the deficiencies are of such character as 
to substantially limit the provlder's ca-
pacity to render adequate care or which 
adversely affect the health and safety of 
patients. • • 

(6) If a provider is found to be defi- . 1 
cient with respect to one or more of the 
standards, it may participate in the State 
title XIX program only if the provider 
has submitted an acceptable plan of cor-
rection for achieving compliance, within 
a reasonable period of time acceptable to 
the State survey agency. The existiµg 
deficiencies noted eJther individually or 
in combination must neither Jeopardize 
the health and safety of patients nor be 
of such character as to seriously limit 
-the provider's capacity t.o render ade-
quate care. 

• (7) If it is determined auring a survey 
that a provider is not in compliance with 
one or more of the standards in accord-
ance with paragraph (a) (6), it will be 
granted a reasonable time to achieve 
cpmpliance. The amount of time will de-
p'end upon the nature of the deficiency 
and the State survey agency's judgment 
as to the provider's capabilities to pro-
viqe adequate and safe care. Ordinarily 
a provider will be expected to take the 
steps needed to achieve compliance with-
in 60 days of being noti.fied of the defi-
ciencies but the State survey agency may 
grant a<iditiop.al ,time in individual situa-
tions, if in its Judgment it is not reason-
able to expect compliance within 60 days, 
e.g., a provider must obtain the approval 
of its -governing body, or engage in com-
petitive bidding. 

(b) Execution of provtd.er agreements 
with all agencies provtd.ing home health 
services. Cl) The State agency shall not 
execute' a provider agreement, under this 
section, with an agency proviaing home 
health services unless the agency is cer-
tified to proyiae such services under title 
XVIII of the Act, or is certified• as meet-
ing the stan<tards specified , 1n § 249.150 
of this chapter in accordance with the 
applicable provisiOWI of this section. 

<~> (1) The term of an agreement may 
not exceed a period of one year and the 
effective date of such agreement' may not 
be earlier than the date of certification. 
(ii) Execution of a provider agreement 
shall be for the term and in accordance 
with the provisions of certification de-
termined• by the survey agency, except 
that the. single State agency for good 
cause based on adequate and documented 
evidence may elect to execute a provider 
agreement for a term less than the full 
period of certification, or may elect not 
t.o execute a provider agreement, ·or may 
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cancel a provider ~greement for partici-
pation by an agency certified under the 
State plan. <iii> ' Notwithstanding the 
p_rovisions of this: paragraph the single 
State agency may extend such term for 
a period not exceeding two months 
where the i;urvey agency has notified the 
single State agency in writing prior to 
the expiration of a provider agreement 
that the health and safety of the pa-
tients will not be jeopardized thereby, 
and that such extension is necessary to 
prevent irreparable harm to such agency 
or har(i.,,"'l) ip to th!;' individuals being fur-
nished Hems or services or that it is im-
practicable within ·such provider agree-
ment period to determine whether such 
agency is complying with the provisions 
and requirements under the program. 
An extension of the provider agreement 
for more than two months may be 
gr.i.uted U it is necessary to implement 
the State survey agency's determination 
under paragraph (a) (7) of this section 
to allow the provider additional time to 
correct deficiencies. 

Ov) AnY agency whose agreement has 
been cancelled or otherwise terminated 
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may not be issued another ·agreement 
until the rell.50ns which caused the can-
cellation or termination have been re-
moved and reMOnable assurance pro-
vided the survey agency that they will 
not recur. 

(3) With respect to home health agen-
cies certified to participate under title 
XVIII of the Act, the term of a provider 
agreement between such agency and the 
State title XIX agency shall be subject 
to the same .terms and conditions and be 
coterminous with the period of partici-
pation specified by the Secretary under 
title XVIII. Upon notification that an 
agreement with an agency under title 
XVIII has been terminated or cancelled, 
the S1jate title XIX agency will take the 
same action under title XIX as of the 
effective date of the title XVIII action. 

(c) Disallowance of Federal ttnancial 
participation when agency is found not 
to meet all requirements for certittcation. 
A provider agreement between the title 
XIX State agency and an agency speci-
fied 1n § 249.lS0<a> (2) of this chapter 
shall not be considered valid evidence 
that such agency meets all requirements 

for certification pursuant to § 249.150, ii 
the Secretary establishes on the basis of 
on-site validation surveys, other Federal 
reviews, State certification records, or 
such other reports as he may prescribe, 
that: 

<l) The survey agency failed to apply 
the Federal standards for the certifica-
tion of such agency as reguired under 
§ 249.150-o.f this chapter; 

<2) The survey agency failed to follow 
the rules and procedures for certification 
set forth under§ 249.151 of this chapter; 

(3) Tbe survey agency failed to use the 
Federal standards and such forms, meth-
ods and procedures as are established 
under § 250.l00(c) U) of this chapter; or 

(4) The terms and conditions of e. 
provider agreement do not meet the 
requirements of this section. 
States upon request shall receive a re-
consideration of any disallowances of 
Federal financial participation resulting 
from the -Secretary's determination un-
der these provisions, in accordance with 
sectipn 1116(d) of the Act, and t 201.14 
of this chapter. 

!FR Doc.75-21698 Filed 8-20-76;8:46 am] 
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NATIONAL ASSOCIATION OF HOME HEALTH AGENCIES _--AlN 
LEGISLATIVE COMMITTEE H H 

1715 E. Burnside Street 
Portland, Oregon 97214 
(503) 233-5441 

John A. Svahn 
Acting Administrator 
SRS / HEW 
P.O. Box 2366 
Washington, D.C. 20013 

Re: "Medical Assistance Programs, Home Health Services," 
August 21, 1975, Federal Register 

Dear Mr. Svahn: 

The National Association of Home Health Agencies is 
writing to respond to the Proposed Medicaid Regulations as 
published in the August 21, 1975 Federal Register. 

We strongly support the clarification of covered home 
health services provided by the Title XIX program, however 
we strongly oppose the development of two levels of care and 
any dilution or weakening of the Medicare standards for Horne 
Health Agencies. 

We would like to commend the department for clarifying 
that Medicaid is not bound to the Medicare definitions of 
"Skilled Nursing" and "Prior Hospitalization". 

We support the proposed changes in S249.10 with five 
exceptions. These are summarized as follows. 

CHAI APE RSON 

249.10 (b)(7) (B) Home health aide services provided by 
a qualified agency be clearly defined in this section. The 
definition should include the performance of simple procedures 
such as an extension of therapy services, personal care, ambu-
lation and exercise, household services essential to health 
care at home, assistance with medications that are ordinarily 
self-administered, helping with meal preparation including 
special diets and assisting in usual household duties such as 
budgeting, marketing, housekeeping, laundry, etc. 

249.10 (b)(7) Include item (D) as part of the required 
services and add a new section (E) as the services which may be 
provided at the State option. Section (E) should read as 
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follows: 
"(E) Nutritional counseling, therapeutic diets and medical 
social service for patients with emotional problems." 

249.10 (b) fil (A) Add to this section a requirement that the 
State Agency conduct a public hearing in the local area to 
determine that there is no home health agency service available 
before permitting the State Agency to reimburse for services 
be provided by a licensed nurse. 

249.10 (b) (7)(D) Add the following phraseology to this 
section"when it is determined that these services are not 
available through a qualified agency." 

249.10 (b) (7) (ii) Change this section to read "In 
qrder to participate under a state Title XIX plan as an agency 
qualified to provide home health services, such agency must be 
certified under Title XVIII of the act to provide such servicei". 

We believe each program should pay for the combinations 
of services needed by their respective target populations. 
The Medicaid covered services should include as a minimum 
all Medicare covered services plus those additional services 
needed to develop realistic alternatives to institutional 
care ' and to encourage the use of home health services in 
appropriate cases. 

Therefore, we urge immediate adoption and publication 
of the above recommendations and deletion of sections 
249:Ts0 and 249.151. in the final regulations. 

The National Association of Home Health Agencies member--
ship includes public, voluntary, and profit making Home 
Health Agencies. The question raised by sections 249.150 and 
249.151 in the Proposed Regulations does not relate to 
profit vs. non-profit the question7:"s "Do the regulations 
establish verifiable quality services, reduce fragmentation 
and focus up9n the needs of the Medicaid population"? 

After reviewing the Proposed Regulations, we are convinced 
these regulations set up another level of care for the 
indigent and dilute the quality of patient care. 

REDUCE QUALITY 

These regulations will lower the standards of care 
which providers of home health care are currently required 
to maintain. These Proposed Regulations change or eliminate 
the following Medicare requirements. 

Under Medicare a proprietary organization must be 
licensed as a home health agency pursuant to state law, and, 
if no state law exists for the licensure of such type agency, 
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it cannot be certified for participation. The proposed 
rules removes the prohibition. 

Changes the Medicare periodic review of patient 
services from 60 days to 90 days. 

Deletes the existing Medicare requirement that a 
proprietary agency provides all services directly, through 
agency employees (405.122l(a). 

- Deletes the Medicare requirement that there is an 
annual operating budget which includes all anticipated 
income1 and expenses related to items which would, under 
generally accepted accounting principles, be considered 
income and expense. 

- Deletes the medicare requirement that a capital 
expenditure proposal must be submitted to the designated 
planning agency for approval. 

-Deletes the Medicare requirement that an overall plan 
and budget is prepared under the direction of the governing 
body, 'the administrative staff and the medical staff. 

-Deletes the medicare requirement that the overall plan 
and budget is reviewed and updated at least annually by the 
governing board. 

- Deletes the medicare requirement that services provided 
under contract may not exceed an amount which would have 
been reasonably paid if the services had been paid in an 
employment relationship. 

- . Deletes the Medicare requirement that under contracted 
services patients are only accepted for care by the primary 
home health agency. 

Changes the medicare supervisory visit requirement 
from once every two weeks to at least monthly. 

Therefore, we must take issue with those statements in 
the re~ulations which state that, "~he standards are basically 
those used under Medicare, ... and that proper enforcement of 
standards and monitoring of performance will provide adequate 
safeguFlrds against abuse." 

FRAGMENTATION 

For Horne Health Care services to become a viable alter-
native . to institutional care, these services must be provided 
by an organization that is held accountable and is responsible 
for delivering a comprehensive range of services but only 
the amount and type of services needed by the individual. 
No mor~. No less. 
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Under the Proposed Regulations, single service agencies 
will proliferate, causing duplication of services, lack of 
coordination and an increase in costs due to wasteful 
inefficiencies. 

Setting up standards which cater to those agencies 
which are unwilling to expand the scope of services and 
will ensure that those same agencies will continue to provide 
only minimal services, thus penalizin~ those patients who 
need and will benefit from comprehensive care at home. 

When different standards are required for qualified 
providers to participate for Title XIX than for Title XVIII, 
the following will result. Different standards will fragment 
services - providers - and payors; be difficult, and expensive 
to monitor; be confusing for agencies attempting to meet 
them; require different rules to be applied to each patient 
dependent on the source of payment; prevent adequate fiscal 
controls from developing; and encourage over-utilization of 
services. 

The issue of uniform standards for skilled nursing 
facilities under Medicare and Medicaid was addressed by 
Section 246 of PL 92-603 (The 1972 Social Security Amendments). 
The Senate Finance Committee Report address the issues 
raised in the foregoing paragraphs as follows: 

"The Committee believes ... that it would be desirable to 
apply a single set of requirements to skilled nursing facilities 
under both Medicare and Medicaid. 

The amendment would provide that facilities which satisfy 
the new definition of "skilled nursing facility" under one program 
shall be eligible to participate in the other provided it agreed 
to contract terms. The amendment would incorporate the present 
Medicare definition and requirements for an extended care facility ... 

A single consolidated survey would be performed. to determine 
a facility's qualifications for both Medicare and Medicaid. 

The committee's amendment is not intended to result in any dilution 
or weakening of standards for skilled nursing facilities. 

This amendment incorporates the general thrust of an amendment 
previously developed by the committee and included in H.R. 17550." 



John Svahn -5- 9/30/75 

LOCAL CONTROL 

Tne Proposed Regulations circumvent local controls. 
The Federal Legislation, notably the Comprehensive Health 
Planning Act and the 1972 amendments to the Social Security 
Act has mandated and supported certificate of need, rate 
review and consumer involvement. These regulations ignore 
this }egislation. 

The lack of local review is self-defeating, expensive 
and contrary to other public policies. State licensing, 
certification of need, budget review, contract review and 
other mechanisms are needed to provide for local review. 
Without such monitoring, the government will be providing an 
ex ensive Welfare Pro ram for roviders NOT services for 
the s~ck and isa le. 

We believe that local controls must be encouraged not 
circumvented by Federal Regulations. Effective Home Health 
Service programs require that local consumers, providers and 
government officials share the responsibility of improving 
local ·services to meet the unique needs of the individuals 
in their community. Such controls as State Licensure, 
certificate of need, rate review, contract review should be 
supported by all Federal Agencies. 

LACK OF ADEQUATE FUNDS FOR SURVEILLANCE 

Without funds for staff at the federal, state or local 
level ' to survey, certify, verify or monitor providers, a 
bureaucratic ''jungle" is created where patients become 
secondary. 

' 
~he survey agency of each individual state must monitor 

the operation and performance of each provider of home 
health services. Yet these regulations do not establish any 
performance guidelines to assure that there will be adequate 
surve,illance. 

1his cannot be accomplished without budgeting funds for 
the state survey agencies to gear up and provide adequate 
surv~illance. However this can be easily and economically 
accom.plished by using the Medicare certification. 

We agree with congress that the existence of separate 
requirements (which may differ only slightly) and separate 
certification processes for determining provider eligibility · 
to p~rticipate in Medicaid is administratively cumberson and 
unne cessarily expensive. 
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Therefore, we believe there should be a single uniform 
federal standard for all Home Health Agencies which should 
be based on the Medicare Certification. Such standard 
should ; inclride a provision for local controls, including 
state licensure and certificate of need, as a minimum. 
Changes to improve Medicare Certificati on should be made by 
legislation and not by each Federal Agency that reimburses 
for home health services. For example, hospitals use a 
single definition in all federal programs while nursing 
homes were defined separately by various federal programs. 
Many problems can be avoided by using a single uniform 
definition for a Home Health Agency. 

We will actively oppose any attempt to REDUCE QUALITY, 
to establish different levels of care for the Medicaid 
population, to circumvent localplanning agencies and state 
licensure laws because these activities have been developed 
to prevent exploitation of various federal programs. Exploi-
tation of the Home Health sector must be prevented. 

'We trust that the Department will seriously consider 
the points we have raised and include our recommendations in 
the final regulations. 

As we have stated on previous occasions we are willing 
to assist HEW staff in any effort to improve the quality and 
avaliability of a comprehensive renge of home health services 
needed to make home health a viable alternative to insti-
tutional care. 

Sincerely, 

Donald D. Trautman, 
Chairman 
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NAHHA Oral Statement, John Byrne 10/28/75 • 

Chairman Moss, Chairman Pepper , and members of the 

Senate and House Committees on Long-Term Care, I appreciate 

the opportunity to appear before you today to discuss the 

impact of the Proposed August . 21, 1975 Medicaid Regulations 

on the future quality of Home Health Services. 

My name is John Byrne. I am Executive Director of The 

Visiting Nurse Association of Greater St. Louis, President 

of the National Association of Home Health Agencies and am 

speaking on behalf of the National Associatipn of Home 

Health Agencies. 

With me is Don Trautman, Chairman of the Legislative 

Committee of our Association. Both Don and I will be happy 
• 

· to answer any questions the committe may wish to ask following 

our statement. 

I ask permission to have our written statement with 

attachments included for the record and proceed with our 

oral statement. 

The impa_ct of the August 21, 1975 Proposed Medicaid 

regulations is important. This set of regulations makes a 

major policy change that lowers standards for Home Health 

Service while Congress is developing changes designed to 

maintain quality while incre~sing the use of Home Health 
1 Services. 
\ 

The prime purpose of the National Association of Home 

Health Agencies is to support the delivery of high quality 

cost effective services to those who would benefit from such 

services. It is the policy of our association that no 
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distinction should be made between agencies on the basis of 

sponsorship, ie between official, non-profit and for-profit 

agencies. 

It appears that home health agencies are facing the 

same dilemma nursing homes faced in 1967. We want to avoid 

the problems that developed in the nursing home field during 

an accelerated growth period. These problems were the 

result of an increase in quantity at the expense of quality 

which took about eight years to identify. We cannot stand 

by silently and permit a similar development in home health 

services. 

The Proposed Regulations include a provision to certify 

single service agencies as home health agencies. This lowers 

standards by catering to those who are not willing or 

interested in being responsible and held accountable for the 

delivery of a comprehensive range of services. Why change 

one comprehensive service agency into seven different single 

service agencies? This is diametrically opposed to the 

concept of organized and coordinated home health services. 

We should be ~aising the minimum requirements not lowering 

them. 

Quality is important. It must assure the user 1) that 

he will receive services when he needs help, 2) that he will 

be trained to help himself when he is able, and 3) that he 

will be able to care for himself as long as possible. 

Quality eliminates the costly dependency trap. 

Qualit~ must guarantee that the user's needs will be 

routinely reviewed by a group of health workers. Subtle 

changes need to be noted and the treatment modified to avoid 
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the development of serious problems. 

Quality must be practical and include the user in . 
planning the home treatment program. The home treatment 

program must put the recipient's needs above that of the 

"budget" or the "profit and loss statement" of the organization. 

Quality includes using the most appropriately qualified 

person (not necessarily the cheapest) to treat the problem. 

This includes efficient utilization of staff by matching the 

task to the level. of the worker. It takes Quality to make 

the best use of staff, to match needs to level of worker, to 

know when to seek consultation of another, or when to turn 

the primary responsibility of treatment over to a more 

qualified person. 

We don't expect a . carpenter to be a nuclear physicist 

just because he helped build the physicist's office. By the 

same token we should not expect a homemaker to know when the 

patient's overall condition requires the skills of a registered 

nurse to plan and supervise the services, just because she 

is providing housekeeping services. 

Quality home health service is all of these melted 

together into a cohesive organization called a home health 

agency, an organization that uses the best available to do 

the job right. 
I, 

Quality is important to home health because 1.) it can 

help reduce the long-term cost of caring for a person, 2.) 

it requires nursing and rehabilitat1on staff to work together, 

side by side, in the home to help the patient, 3.} it stimulates 

development of innovative solutions and encourages redesign 
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of the service systems, and 4.) it tells you when to stop 

treating, start teaching self-care and finally when to let 

go. 

Our Association's specific recommendations on the 

Medicaid regulations can be summarized in two groupings. 

First, we urge immediate adoption and final publication 

of the Medicaid regulations as recommended in our September 

30 letter to the Commissioner of The Social Rehabilitation 

Service. This involves deleting sections 249.150 and 

249.151 and making the following changes to Section 249.10 

(a} • ( 4 } and ( b} 7 . 

Home Health aide services provided by a qualified 

agency must be clearly defined. 

Include all Medi'care home heal th services as required 

Medicaid services and add nutrition counseling, 

therapeutic diets, and medical social services as 

the services which may be provided at state option. 

Add a requirement that the State Agency conduct a 

public hearing in the local area to determine that 

there is no home health agency service available 

before permitting the State Agency to reimburse 

for services provided by other than a Medicare 

Certified Home Health Agency. 

Require that in order to participate under a State 

Title XIX plan as an agency qualified to provide 

Home Health Services, such~agency must be certified 

under Title XVIII of the act to provide such services. 
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Second, we want a committment from both Congfess and 

H.E.W. to develop a single uniform Federal standard for all 

home health agencies which uses the Medicare Certification 

as the basis. 

The real issue is what type of controls are needed to 

maintain quality. This is not a question of profit versus 

non-profit. Different committees in our Association have 

been meeting with various groups gathering information 

needed to formulate a policy that will have enough teeth to 

apply equally across the board to everyone. 

Since this is an industry problem as well as a public 

policy issue, we would like to cooperate with the various 

-administrative agencies and legislative committees to develop 

the solutions. We'would hope that we in t~e industry would 

be permitted sufficient time to complete our work and develop 

a solution that is fair. 

We think a key role of the Congress and Administrative 

Agencies should be to fully explore and carefully review the 

issues which bear on the quality of service provided to 

patients. We believe this will result in a public policy 

that will include the safeguards needed to retain quality 

while liberalizing payment and expanding the scope of services. 

We firmly believe that now is the time to develop a 

single uni form Federal standard for all Home Health Agencies 

which should be based on the Medicare Certification. Such 

standard should include a provision for local controls, 

including state licensure, certificate of need, and require-
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ments for full disclosure of information as a minimum. 

Changes to improve Medicare Certification should _be made by 

legislation and not by each Federal Agency that reimburses 

for home health services. Many problems can be avoided by 

using a single uniform definition for a Home Health Agency. 

The National Association of Home Health Agencies 

actively supports efforts that assure the delivery of high 

quality cost effective home health and vigorously opposes 

attempts to REDUCE QUALITY, establish different levels 

of care, or circumvent local planning agencies and state 

licensure laws. 

We . need help. We cannot afford to expand the quantity 

of Home Health Services at the expense of Quality. Please 

help us. • 
, 




