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Foreword

During the past 10 vears, the inereasing number of persons requiring
long-term eare, the high costs of institutional care and of hospital
construction, and a growing awareness of the adverse effects of pro-
longed institutionalization have stimulated a keen interest in the
provision of care to patients at home. As a result, the Public Health
Service and the Clommission on Chronie Illness have received many
requests for information concerning the establishment of home care
programs.

A review of the literature revealed some information on a number
of programs with a variety of administrative patterns. The lack of
detailed, comparable data, however, made it impossible for the two
organizations to be as helpful as they would wish. Therefore, a
joint study of selected home care programs in various sections of the
United States was undertaken.

We are pleased to present the results of this study for the con-
sideration of all those concerned with the care of long-term patients.
The Public Health Service and the Commission on Chronie Illness
are indebted to many individuals and organizations whose unfailing
cooperation made this study possible.  We wish especially to express
our thanks for the contributions of the study board, the consultants
to the board, the directors of the programs ineluded in the study, and
the study staff.

LEONARD A. SCHEELE,
Surgeon General
May 19855
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Definitions of Terms

Home care programs. Those organized pro-
grams having centralized responsibility for the
administration and coordination of services to
patients and for providing at least the minimum
of medical, nursing, and social services, essential
drugs, and supplies.

Administrative agency. The institution or or-
ganization which is responsible for financing, di-
recting, and integrating services to patients.
Administrative plan. The pattern by which
the administrative agency arranges to provide
services to patients. The plan will generally in-
clude the utilization of a combination of personnel
and facilities from the home care program. the
administrative agency, and community agencies.
Study year period. The most recent fiscal or
calendar year period for which statistical and cost
data were available at the time of study.
Number of patients. An unduplicated count
of the patients actually receiving home care serv-
ices during the study vear period in each program.
I:'lll,i!"“{.-'- were not vnu?alwi ‘h'hu wWere on [I:{'- a:‘t'i v
file of a program but did not receive any service.
Fach patient served was counted only once, no
matter how many times he may have been dis-
charged and readmitted to the program during
the year.

Number of services. Count of the services to
patients which were provided after the patients

wiii

had been admitted to the program. Visits to pa-
tients for evaluation purposes prior to their admis-
sion were not included.

Direct services to patients. Those services
which were provided directly to or in behalf of pa-
tients, as opposed to administration and overhead,
which were considered as indirect services.

Cost of services. Costs of direct and indirect
services actually shown on the home care budgets.
Not included were the costs of services provided
for which no charges were made to the home care
budgets.

Primary diagnosis. The major condition for
which a patient was receiving care, according to
program records. No attempt has been made to
compile data on the multiple diagnoses of patients.
Chronic illness vs. acute illnesses. The divi-
sion of diagnostic categories between “chronic™
and ""acute™ was arbitrary and was based upon
general usage.

Length of patient stay. Number of davs the pa-
tient stayved on the program: (1) during the study
vear or (2) the total time spent on the program
from date of first admission up to the time of last
discharge or up to the date the program was
studied. Interim periods spent in the hospital or
in other facilities have not been included. Patient-
days stay does not imply that the patient received
daily care during the period of stay.
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Introduction

Home Care Defined

For the purposes of the study, home care
programs were defined as those organized pro-
grams having centralized responsibility for the
administration and coordination of services to
patients and providing at least the minimum of
medical and nursing care, social services, and
essential drugs and supplies. It was expected
that some programs would also include addi-
tional services, for example, physical and
occupational therapy and housekeeping services.

Purposes of the Study

The purposes of the study were:

1. To obtain basie factual data describing
the objectives, organization, development, and
operation of selected home care programs.

2. To deseribe the use of home care pro-
grams for professional education.

3. To identify basic factors to be considered
in the establishment and operation of home
care programs.

4. To make this information available to
program operators, consultants, and persons
interested in planning new programs.

Method of the Study

The study was conducted as a joint project
of the Public Health Service and the Commis-
sion on Chronie Illness. The commission is a
national voluntary organization founded by the
American Hospital Association, American Med-
ical Association, American Public Health Asso-
ciation, and the American Publhe Welfare
Association.

Public Health Monograph No. 35, 1955

The study stafl ineluded the following Public
Health Service personnel: a physician, a public
health nurse, a medical =ocial worker, and a
statistician, A study board, appointed by the
Public Health Service and the Commission on
Chronic Illness, assisted the staff in selecting
the programs to be studied and in defining the
scope, content, and technigques for conducting
the study. The board also reviewed the report
prior to publication. In addition, a consultant
group representing physicians, nurses, medical
social workers, educators, and program opera-
tors was invited to review the study plan and
make recommendations on the content to be
included.

Schedules ' were designed to secure factual
information regarding (1) the objectives, organ-
ization, administration, and operation of the
programs, (2) the use of home care in profes-
sional education, and (3) statistical data on
costs and services provided to patients.

The programs selected for study were chosen
from a list of operating programs compiled by
the staff and the study board. The basic list
was compiled by the Commission on Chronic
Illness as the result of three surveys, conducted
in 1950, which asked information on home care
programs. Inquiries were sent to general
hospitals of 50 beds or more, to State health
departments, and to visiting nurse associations
throughout the country. The programs in-
cluded in the study were selected to represent
various auspices, different administrative pat-
terns, and broad geographic distribution. At-
tempts were made neither to study all programs
ewrrently in operation nor to evaluate the

1 B Appendix.



quality of eare provided to patients. The
Commission on Chronic Illness assumed the
responsibility for securing the participation of
the program directors in the study.

The study staff spent from 5 to 7 days visiting
in each program. Information was obtained
by individual and group conferences with the
program director and members of his staff,
and with agencies in the community partici-
pating in the home care program; attendance
at advisory committes meetings, staff and case
conferences; visiting patients’ homes with
members of the home care team; and from
available statistical data compiled by the
home care program. In the smaller pro-
orams for which statistical data were not
readily available, abstracts were made from
all or from a 50-percent sample of patient
records. For the larger programs, abstracts
were made from smaller samples to obtamn an
indication of certain program char-
acteristics.  Unless otherwise specified, all
data for the program reports were obtained
for a selected study year. Whenever possible,

basic

a final group conference was held with the
program director and his staff to review the
data collected.

Scope of the Study

The study was limited to 11 organized home
care programs, administered by the following
agencies or institutions:

Alameda County Department of Institutions,

Alameda County, Calif.

Benjamin Rese Institute, Cleveland, Ohio

Boston Dispensary, Boston, Mass.

Chicago Department of Wellare, Chicago, Il1.

King County Hospital, Seattle, Wash.

Massachusetts Memorial Hospitals, Boston,

Mass.

Montefiore Hospital, New York, N. Y.

Philadelphia Visiting Nurse Society, Phila-

delphia, Pa.

Queens General Hospital, Department of

Hospitals, New York, N. Y.
Department of Public Health, Richmond, Va.
College of Medicine, University of Vermont,
Burlington, Vt.

Development of Home Care Programs

The term *“home care,”” which has become
popular during the past decade, is confusing to
many people because it is difficult to distin-
cuish between a home care program per se and
already existing patterns of care in the home.

Care in the home is usually limited to physi-
cian’s services plus nursing care when available.
Rarely does it include the full range of services
and the special supplies and equipment so often
necessary to meet the total needs of patients.

A “home care” program, on the other hand,
is one in which selected homebound patients
are provided with a full range of services, which
are arranged for and coordinated through one
administrative agency or institution. Home
care 18 part of a total medical care plan intended
to meet the needs of a patient during a specific
phase, or phases, of his illness. Patients with
long-term illness especially benefit from a pro-
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gram of home care because it allows them to
live in a setting more normal than that of an
institution. However, home care should not
be thought of as a substitute for hospital care
for patients whose needs can best be met in a
hospital.

The philosophy of home care is not new.
It has roots in this country that go back at
least as far as 1796. In that year, the Boston
Dispensary was established to provide medical
care to the sick poor. Its program was founded
on the following three principles:

“1. The sick, without being pained by a sepa-
ration from their families, may be attended and
relieved in their own houses.

#2, The sick, can, in this way be assisted at
a less expense to the public than in any hospital.

“3. Those who have seen better days may be
comforted without being humiliated, and all

A Study of Selecied Home Coare Programs



the poor receive the benefits of a charity, the
more refined as it is the more secret” (7).

The Boston Dispensary is still operating on
the same principles although its services are
keved to a wvastly different world of health,
seience, and medicine than that which existed
in the latter part of the 18th century.

Early in its history, the program of the Boston
Dispensary was used to provide an Rii[lr(‘:ﬂtiﬂi:
type of experience for young physicians. With
the changes in medical education, this kind of
experience has been replaced by a closely
supervised practice experience for residents and
fourth-vear medical students of the Tufts
College Medieal School.

In 1875, the Boston University School of
Medicine and the Massachusetts Homeopathic
Hospital instituted a home care program that
has continued to be a part of the educational
experience for senior medical students. 1n 1930,
a similar program was established in the College
of Medicine of the University of Vermont.

Medical institutions have not been the only
agencies, however, which have been concerned
with providing medical care to patients at home.
In some areas, public and private health and
welfare agencies have assumed this responsi-
bility. In 1933, for example, the Chicago De-
partment of Welfare recognized the health
needs of its clients and instituted a total med-
ical care program that included provisions for
care at home as well as in the hospital and in
the outpatient department. In Cleveland,
the Benjamin Rose Institute, a philanthropic
agency concerned with the needs of older
people, recognized the need for planned medieal
services for its clients at home and in 1940
established care at home as part of a total
medical eare plan.

All of these programs originated because of
the concerned interest and vision of persons
and agencies. Since 1940 there has been a
marked increase in the number and variety of
agencies providing care at home. This more
widespread interest is due to several factors,
foremost among which are the aging of the pop-
ulation, the increase in chronic illness, and the
need for field work experience for medical
students.

One of the first studies to demonstrate the
value of continuous medical care and coordinated

Public Health Monograph No. 35, 1955

services for patients at home was conducted in
1940 at University Hospital in Syracuse, N, Y.
(2). Perhaps the greatest single stimulus
to the current interest in home eare programs
was the demonstration program established in
1947 at New York City's Montefiore Hospital.
That program was set up to show that under
given circumstances, required services, espe-
cially for patients with long-termillness, could be
provided at home at probably less cost than
in the hospital. The reports of this program
have received wide publicity in lay and pro-
fessional magazines and continue to be a subject
of discussion at many meetings of professional
groups who are concerned with the problems of
patients with long-term illnesses (3). Though
the programs established since 1947 do not
necessarily duplicate the Montefiore plan, there
is little question that much of the impetus to
begin such programs has stemmed from the
Montefiore demonstration.

Community interest in meeting the needs of
patients with chronic illness led the Health and
Welfare Council of Philadelphia in 1948 to ask
the Visiting Nurse Society of that city to ad-
minister & home care program designed to meet
the needs of the chronically ill and to be avail-
able to the private physicians in the com-
munity. With the exception of this program,
all of the programs included in the study were
providing care only to the indigent and the
medically indigent.

Coupled with an interest in meeting patient
needs, there is a demonstrated interest in using
home care programs as a iraining resource.
Deans of medical schools have heen quick to
see the potentialities of home care programs for
providing medical students and residents in
training with an opportunity to observe and
treat patients outside of a hospital setting.

Administration

The 11 programs studied indicate that home
care programs are administered by various
types of agencies and institutions and by per-
sonnel with different kinds of professional back-
grounds. Eight of these programs were based
in medical agencies and were administered by
physicians; 2 were in social agencies and were
administered by social workers; and 1 was in a

5



nursing agency and was administered by a
public health nurse.

A number of factors appeared to affect the
location of the administration of the program.
In Philadelphia, for example, the Visiting Nurse
Society was requested by the Health and Wel-
fare Council to assume administrative responsi-
bility because it was already providing nursing,
physical therapy, and occupational therapy
services to patients at home, and it was in a
position to develop and extend these services,
In Richmond, the health department admin-
istered the program because it had the legal
responsibility for providing medical care to the
city’s indigent and medically indigent (4).
[n any given community, the most important
of the many factors that determine which
agency will assume the responsibility for a home
care program are the sources of leadership and
the readiness to develop such a program.

The type of personnel responsible for pro-
eram operation seems to be determined by the
kind of agency that administers the program.

six of the programs had advisory committees
which assisted the directors in different phases
of administration. Three of these six programs
were not administered by physicians. How-
ever, they had active medical advisory commit-
tees to assist the directors on the medical tech-
nical aspects of their programs. The member-
ship of the other advisory committees ranged
from broad representation from the community
at large and from health and welfare agencies
to those including only representation from the
field of medicine,

The functions of the committees wvaried
from making specific technical recommenda-
tions to making recommendations for broad
community planning. In Richmond, for ex-
ample, prior to the establishment of the home
care program, an advisory committee represent-
ing physicians, nurses, social service workers,
and an interested citizenry was appointed at
the request of the director of public health to
review the health department's existing home
medical serviee and to make specific recommen-
dations for a more comprehensive home medical
care service. Since the establishment of the
program, this committee has continued to
function in an advisory capacity to the di-
rector of public health and the director of the
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home care program and to participate in
program evaluation.

The consensus of directors of home care pro-
crams was that advisory committees played a
very important part in assuring a well-balanced
and coordinated program and in securing com-
munity understanding and support. The non-
medieal administrators considered medical ad-
visory committees essential in planning for the
medical aspects of the program, for interpreting
the program to the community, especially
to community medical groups, and n safe-
cuarding the quality of medieal care.

Financing

Funds for financing the home ecare programs
came from a variety of sources. Four programs,
administered by public agencies or institutions,
were supported almost entirely by tax funds.
One program, administered by a public agency,
was supported primarily by tax funds, but the
budget was augmented by a grant from a
foundation. Another program was supported
almost equally by tax and by private funds.
Five programs were financed primarily by
private funds but received some payments
for services from patients or their families and
from other sources. In addition, programs
used space, services, supplies, and equipment,
furnished from community resources, which
were not charged to the home care budget.

Source of Direct Services to Patients

Table 1 shows each program's plan for pro-
viding direct services to patients. Little vari-
ation existed in the kinds of serviees, but there
was considerable variation in plans for pro-
viding the serviees and in the professional
qualifications of personnel. Medical, nursing,
and social services, drugs and medical sup-
plies, N-rays, hospital equipment and sick-
room supplies, laboratory tests, and transporta-
tion were available in all programs. In addi-
tion, 9 programs provided for physical therapy
and prosthetic appliances; 3 programs, occu-
pational therapy: and 8 programs had plans for
homemaker or domestic services. In one pro-
gram, speech therapy was available. All pro-
grams had arrangements for patients to be

A Study of Selected Home Care Programs



Table 1.

Sources of direct services Lo patients
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Physical therapy_____| 0 | C C C e S i © ] H e R | ()
Oecupational therapy., O | C O 0 0 H | A 0 0 (0] (8]
Speech therapy______| O 0O (8] 0 0 C L8] ] 0 0
Home teaching_.....] O | O | ©C C C 3 | G (& (& (8]
Housekeeping__.._...| O | | i e | . | G : C 0 (1]
Taboratory._........|A&C| C |AEC C A&C| A C A AkC i1 H&C
E S e S s AkC| C |A&EC C |A&EC| A C A TR a1 ) SR BT
Hospital equipment
and supplies_______ A T |H&C C C H&C|AEC H (¥ H& A O
Medications and oo 2| .
medical suppliecs_ . .| A & C iz AkC B A& C A : A H& C A H
Prosthetic appliances.| O C |H&C & o C G AkC C C 0
Transportation___.___ A& C ; -] R B C A i H H & C A C
Hospitalization._ . ____ Al € R Rt SR b Lol : G A C A | C
| | |

Code for source of services:
H—Facilities and =taff of the home care program.

A—TFacilities and stafl of administrative agency or instiiution,

C—Community resources.
O—=Bervices not provided in the program.

! Data for practicing physicians includes specialists’ consultations,
? Residents and medical students are usually considered part of the home eare staff during the period they are

assigned to the program,

Residents at Queens General Hospital are not assigned to the home care program.

All

residents make home visits az part of their regular duties.

hospitalized without delay when diagnostic or
therapeutic procedures were needed.,

Wide variation was found in the extent to
which the central administrative agency itself
provided services or assumed responsibility for
purchasing services through other community
agencies. In some programs, such as that at
Montefiore Hospital, the major portion of the
services was supplied by a home care staff. In
other programs, such as that of the Chicago
Welfare Department, services were provided
through community agencies, with the home
care staff functioning primarily as the coordinat-
ing and purchasing agent. When the adminis-
trative ageney depended upon other agencies
to provide services, prior arrangements were
made defining the administrative agency's
participation in the program. Arrangements
between agencies ranged from formally signed
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agreements to an informal understanding. In
some programs, the participating agency was
paid on a fee-for-service basis; in others, the
services were provided by the agency without
charge to the home care program.

The training and experience of personnel
providing services to patients ranged from fully
qualified personnel in the various professional
categories to students in the fields of medicine,
nursing, and social service, functioning under
the supervision of qualified personnel.

Operational Policies and Procedures

Only indigent or medically indigent patients
were eligible for services except in the Phil-
adelphia home care plan, which offered serv-
ice to patients of private physicians regardless
of financial status. Patients able to pay



for service were charged according to their
ability to pay.

Six programs?® served patients with both
acute and ehronie illnesses; four provided care
only to patients with long-term illnesses?® and
one (Alameda County, Calif.) served only
patients with tuberculosis,

In the four programs providing services fo
long-term patients only, criteria had been
established for determining the suitability of
home care before the patient was accepted.
In general, the criteria included consideration
of such factors as the medical condition of the
patient and the kinds and amounts of services
required; the nursing requirements and the
family's ability to care for the patient; the
patient’s attitude toward care at home; and

the family’s attitude toward having the patient
at home.

In the programs which provided care to
patients with both acute and chronie illnesses,
all requests for service were screened for
financial eligibility, and at least one call was
made by a physician or a medical student to
determine the patient’s condition and to make
plans for his care. In none of the programs serv-
ing patients with both acute and chronic illness
was there a formal evaluation process before
patients received ecare in the home. An
informal evaluation of the individual patient’s
needs took place during the course of treat-
ment, and plans were made either to continue
care in the home after a review of the total
situation or to make other more appropriate
plans for patient care.

Methods Used in Coordinating Information

Methods used to ecoordinate services to
patients included records, formal and informal
conferences, written reports, and telephone
calls,

Records

The types of patient records maintained by
the home care programs ranged from very
complete to those so meager that they con-
tained little more than identifying data and the
names of individuals or agencies providing
gervices.

The majority of the record systems, however,
fell between these two extremes and included
a summary or abstract of medical findings,
medical progress notes, and summary reports
on services provided by other personnel.

? Richmond Home Medical Care Program, Massachu-
setts  Memorial Hospitals Home Medieal Serviee,
Boston Dispensary Domiciliary  Medieal Servies,
Chicago Department of Welfare, Benjamin Rose
Institute, and University of Vermont.

! Montefiore Hospital Home Care Program, Queens
General Hospital Home Care Program, Seattle-King
County Hospital Extension Service, and the Phila-
delphia Intensive Home Care Program.

B

Summary reports received from agencies pro-
viding patient care were filed in the individual
patient’s record. In several instances, in
addition to summary notes on the patient's
cumulative record, separate detailed records
were kept by the personnel in each category
providing care.

Conferences

The formal conferences were centered around
plans for patient care and diseussions of policy
matters. Conferences on patient care were
attended by the personnel of the home care
program and, generally, by representatives from
other agencies providing care to the patients
under discussion. The content of the case
conferences varied from a clinical discussion
of the patient’s condition and medical thera-
peutic regime to a thorough discussion of his
condition and family situation, with each
member of the team contributing to the discus-
sion and to the formulation of a plan for meeting
the patient’s need.

The frequency of formal conferences varied
from one a day in some programs to impromptu
conferences when indicated, in others. In
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general, case conferences were more frequent
in the teaching programs than in pther pro-
grams. In addition to formal case conferences,
there were individual conferences and telephone
conversations between members of the home

care staff and between the home care stafl and
personnel of other agencies participating in
patient care. Such conferences ranged in
frequency from very rare in some programs to
almost daily in others.

Statistical and Cost Data

The statistical and cost data collected for
this study were limited by the availability of
data in each program. It was not possible
within the time limits of the study to obtain
the same kinds of data for all 11 programs.
Only by initiating special studies in most of
the programs would this have been possible.
Detailed data on patients, services, and costs
can best be reviewed in the individual program
reports, where they are shown in context.

The statistical data collected by each pro-
gram varied widely. The Richmond Depart-
ment of Public Health obtained, by machine
tabulations, detailed data on characteristies of
patients and types of services provided. The
programs of Mountefiore Hospital, Seattle-
King County Hospital, Queens General Hos-
pital, and the Philadelphia Visiting Nurse
Society used hand tally methods to compile
specific summary data on patients and services.
The programs of the Boston Dispensary,
Massachusetts Memorial Hospitals, and the
University of Vermont College of Medicine
made tallies only on the home medical visits.
No routine statistics were compiled in the
tuberculosis program operated by the Alameda
County Department of Institutions. In the
programs operated by the Benjamin KRose
Institute and the Chicago Department of
Welfare, home care was completely integrated
with total medical care, and statistics on home
care services were not kept separately.

The types and amounts of statistical data
compiled were determined by such factors as:

1. The basic needs for specific statistical
data as recognized by the program adminis-
trators or others.

2. The personnel and/or equipment available
to compile the data.
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3. The basic procedures set up for procure-
ment of data.
4. The size and type of program.

Programs and Patients

Programs ranged in size from an annual
patient load of less than 100 up to several
thousand. Patients of all ages with virtually
all types and severity of illness were served.
The numbers and types of patients served were
obviously influenced by the poliey regarding
the selection of patients, the philosophy of the
program, and the funds available, They were
also affected by the amount of personnel and
other services available from the administrative
agency and from the community, the medical
care needs of the particular community in which
the program was located, and the degree of legal
responsibility of the administrative agency for
provision of medical care in the community.

Services to Patients

In contrast to the similarity in the kinds of
services available under the administrative
plans, the amounts of services actually provided
showed wide differences among the five pro-
grams for which data were available. This
variance was due to such factors as the types
and severity of illness of the individual patients
served, the program policies and practices,
the home situations, the types of personnel
providing the services, and the amount of money
available. These factors not only caused
variations from program to program but also
from year to year in the same program.

In programs serving patients with severe
illnesses, it was obviously necessary to provide
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more services per patient than in programs
dealing chiefly with less severe illnesses. In
certain programs the amounts of services were
affected by policies requiring that all patients
receive at least one nursing and one medical
social visit. The home situations of some pa-
tients necessitated more nursing, medieal social,
and housekeeping services than others. In
programs used for edueation, many visits were
made for teaching purposes.

Cost of Services
It was impossible to obtain a true comparison
of costs from one program to another since the

Tabhle 2.

items included varied greatly. Table 2 shows
the services provided in 8 of the 11 study
programs, indicating which were paid for
entirely or partially out of the home care
budget and which were provided without cost
to the program. Budgets for home care were
not kept separately from other medical eare in
the remaining 3 programs.

According to general usage, the term “costs of
operation” of home care programs refers only
to those costs listed in their budgets. Actual
costs, however, fall into two major categories—
costs paid by the home care budget and costs
paid by the community. The first category
contains funds spent directly by the program

Services in §§ programs,! showing costs paid out of home care budget

Administrative agency

|
| Massa- e . ¥
Alameda) 5 chugetts | Monte- Fhils (ueens Toh S[I.'E'Fﬂc
Ty ¥ Rarione e . | Boston |5y f delphia | 7o) orap | mond ing
ype of services ]-"“!113.'- | Dispen- | * ":"t':" How® | Visiting | Joeoie | Health | County
TELITN= | =y H”“‘ - lt = Nurse m{] Depart- | Hospi-
tions ,?;121' - Society ment tal 2
Inreet 2ervices to patients
Practicing physicians_ _ _ _ S 1 1 N I P I F 1
e R E 50 i e e o i e O | | (0] L I I 0
Medical students . - oo oo e es ) N N ) i} 0 N N
DT el e S e i & . T N N N 1 I I I 1
Booial sarviee. oo i iiaia ool N I | I N I I_ I_
Fhesival- therapy - o - - o e o (8] [ N N | 1 I N N
Occupational therapy . ... ... .__. O 0 0 I I 0 0 0
HFE!‘-L‘IJ T g b L e et R 8] 0 0 0 1 0 0 0
Home tesching____________________ (8] N N N N N N N
Housskeeping: 225 Siosmaiiiesre ) N N I I I P O
Taborstory . . . N F N I N I 1 N
X-rays. Ef i e X e e S o I | P N | N { By N N
Hozpital equipment and supplies_ ___ N | P N P N I 13 1
Medieations and medical supplies___. N P P 1 P I | 1
Prosthetic appliances_ _____________ 0 | N N I P I N I
Transportation of patients, ._______. N i P N I N I N I
| Administration and overhead

Btalf__. O S e e e s, N 1 1 | P I | I 1
Space and utilities_________________ i S I | ! N I I I N
Oither eXponses ¥, ... e e e maaaa F 3 P | P I I 1 I

Cong:
[— Cost of zervices included in home eare budget.
N—=Cost of services not ineluded in budget.
P— Cost of services partially ineluded in budget.
O— Service not provided by the program.

! Data are not included for the programs at the Chicago
the University of Vermont College of Medicine since these
the first 10 mont
equipment, transportation of staff, telephone and telegraph, conference

! Data include services provided durinﬁ
# Items included are office supplies an

Welfare Department, the Benjamin Rose Institute, and
Emgmmx did not keep separate budgets for home care,
8 of operation of this program.

EXPenSEes, reciation of equipment, maintenance of automobiles, auditing, zocial security, insurance, printing and

postage, and 50 on.
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plus the estimated cost of services provided by
the administrative organization and charged
to the home care expense account. The second
category, costs to the community, includes

services and facilities furnished without charge
to the program budget by the administrative
agency and by community organizations, as
well as costs borne by the family.

Home Care and Professional Education

Six of the 11 home care programs were used
to provide educational field work experience
for residents and fourth-yvear medieal students.
Two programs were used for field work expe-
rience for students in nursing and two for
graduate students in social work.

Field work experience in home care programs
offers students an opportunity to care for pa-
tients in their home settings, to observe family
interrelationships and their effect on patient
care and treatment, and to become familiar with
community resources for meeting patients’
needs. Field work has been used for many years
in nursing and social work education. The op-
portunity for medical students, however, has
been limited, and student work experience has
been primarily in the wards and outpatient de-
partments of hospitals. In recent vears, in-
creasing emphasis has been placed on the “whole
patient” and on the effects of environmental,
social, and emotional factors in illness. Medical
educators have heen exploring ways to provide
students with an opportunity for observing and
treating patients outside of the institutional set-
ting, so the students may become familiar with
the diversity of factors which affect patient care
through firsthand knowledge.

Home care programs, affiliated with teaching
hospitals, provide one of the ways in which med-
ical students may have this kind of an experi-
ence. To make the experience meaningful to the
student and to safeguard patient care, there
must be conscientious supervision of the medical
care, frequent individual and group discussions
with the variouns disciplines participating in
patient care, and a planned method for helping
the students to integrate and to underst-a:nld the
significance of their observations.
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Resident Training

Five of the programs affiliated with hospitals
or ¢linies assigned residents in various stages of
their training to the home care program, The
period of time spent by residents in the program
ranged from 1 vear, part time, to 6 weeks, full
time.

Residents worked under the supervision of
the medical directors of the program. In the
programs of the Boston Dispensary, the Uni-
versity of Vermont, and Queens General Hos-
pital, residents provided most of the direct
services to patients. In the Boston Dispensary
and the University of Vermont programs, resi-
dents also supervised the limited services pro-
vided by medical students.

In two programs (Richmond and Massa-
chusetts Memorial Hospitals), the residents
supervised medical students, who provided most
of the direct service. The residents gave direct
services to a limited number of patients whose
needs were beyond the scope of the medical
students’ capabilities.

Medical Student Education

In the five programs in which medical stu-
dents were assigned for field work experience,
the length of assignments varied from 3 weeks
full time to 1 year on a part-time basis. Stu-
dents were assigned varying levels of responsi-
bility for patient care. In three programs
(Richmond, Massachusetts Memorial Hospi-
tals, and Seattle-King County), students had
major responsibility for the medical care of
patients, although resident preceptors or the
medical director of the program were available
for consultation. In the other two programs
(Boston Dispensary and the University of Ver-
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mont), students observed the care given by the
residents and earried graduated responsibility
for patient care in selected cases.

In addition to direct services provided to
patients, all students were responsible for main-
taining petient records and attending scheduled
individual and group conferences. In some of
'l.]u'l I'.I!'HEI'J'I.I']]H, f'l:‘-glllﬂ-l" CHse ﬂﬂIlr{'rl"jl'ﬁE were a
part of the teaching program and were attended
by physicians, nurses, medical social workers,
and representatives of participating community
agencies.  Students had major responsibility for
presenting the case material. The conferences
were designed to assist the students in under-
standing patients’ problems and in learning
what resources were available to meet patients’
needs. The program of the Massachusetts
Memorial Hospitals has the unique feature of
the team concept at the student level. Medi-
cal students, nursing students, and social work
students receive training simultaneously (5).

Nursing Education

Nursing students were assigned for field work
experience in the Massachusetts Memorial Hos-
pitals and Montefiore Hospital home care pro-
grams. Both of these educational programs
had been in operation for less than 2 yvears at
the time of the study; and both were set up on
an experimental basis.

The Massachusetts Memorial Hospitals School
of Nursing assigned all senior nursing students
to the Massachusetts Memorial Hospitals pro-
gram for a period of 3 weeks. Students were
responsible for providing nursing services to a
limited number of selected patients under the

supervision of a publie health nursing instructor.
In addition, students were responsible for main-
taining patient records and attending and par-
ticipating in staff and case conferences sched-
uled for all students of medicine, social service,
and nursing.

The Montefiore School of Practical Nursing
set up its field work program as a 2-year study
to determine the functions and services the
practical nurse is best prepared to carry out in
the home. All practical nursing students were
assigned to the Montefiore home care program
for a period of 3 weeks during the last gquarter
of their 1-year period of training. Under the
supervision of a public health nursing instrue-
tor, they provided limited nursing services to
selected patients and performed some house-
keeping duties. In addition, students were re-
sponsible for maintaining patient records, pre- .
pering a patient care study, and participating
with the physician, social workers, physical and
occupational therapists, and others in case dis-
cussions on home care patients.

Social Work Edueation

Two of the progrems, Richmond and Massa-
chusetts Memorial Hospitals, had social work
students in their second year of graduste study
assigned for field work experience. The stu-
dents, who spent part time in the program
throughout the academic year, provided direct
casework services to a limited number of
selected patients, maintained social records and
attended scheduled case conferences. Their
field work experience was supervised by the
medical social worker in the home care program.

Cconelusicns

The study demonstrates that organized home
care programs vary in size, from a few patients
to thousands of patients; that they include
patients of all ages, with virtually all types of
illnesses of all degrees of severity; that the kinds
and amounts of services provided vary widely;
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and that the cost per patient or per patient-day
of care also varies from program to program.
Hospitals, health departments, and private
and public welfare agencies administer pro-
grams, using diverse patterns of organization
and administration. Services are provided di-
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rectly, are purchased from other agencies, or
are provided without cost by other agencies.

Characteristics of Programs

The organized home care programs studied
have three essential characteristics:

1. Centralized responsibility for the adminis-
tration and coordination of services.

2. A plan for the provision of services and
the coordination of such services.

3. A team approach in the planning and
provision of services.

Comprehensive services to patients at home
include:

Physician's services

Medieal specialist consultation
Nursing

Social service

Physical therapy

Oceupational therapy
Nutrition consultation
Housekeeping

Laboratory

X-ray

Drugs and medical supplies
Prosthetic appliances

Hospital and sickroom equipment
Transportation

Provision 1s made for hospitalization when
necessary, for diagnosis, and for treatment.

The programs studied and those currently in
operation have demonstrated the efectiveness
of home care for selected patients in various
stages of illness. However, these programs pro-
vide care primarily for the indigent and medi-
cally indigent, and the services are not generally
available to patients of private practitioners.
Patients of all economic groups, especially those
with long-term illness, need coordinated services
at home during some phase of illness, yet
comparatively few communities have recog-
nized the potential of organized home care as
a component part of total medical care. Ap-
proximately 50 programs are in operation.
This study of 11 of them has revealed sufficient
values to indicate the desirability of further
exploration of methods and techniques. Such
study should be focused particularly on ways
in which integrated services can be made
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readily available, through private physicians,
to all patients at home who can benefit by
them.

Budgets of the programs in the study do not
reflect the total expenditures for home ecare.
More factual information is required to deter-
mine the true costs of home care programs. It
13 assumed that the costs of home eare are
ordinarily less than institutionalization because
of the use of the patient’s own home and of the
services of the familv. However, the kinds
and amounts of service required by some
patients may be so great that institutionaliza-
tion is preferred for economiec reasons.

Statistieal information that administrators
need for planning and evaluation was adequate
in only a few of the programs. Data similar to
that collected in the study would help admin-
istrators in day-to-day administration as well
as in long-range adaptations designed to meet
the needs of patients and of communities
more adequately.

The use of home care programs for profes-
sional education has increased during the past
few years. Teaching methods are highly
variable because edueators are still experi-
menting with the best ways of using this type
of experience.

Guidelines for Establishing
Home Care Programs

Observations and information obtained dur-
ing the course of the study indicate that certain
approaches have proved helpful in establishing
and operating home care programs. The points
given below—not listed in any order of priority
—seem to be important.

Regardless of the organizational pattern
that may develop in a given community, all
of the points listed merit serious consideration.
Each facet of planning is necessary to develop
a program that is related to eommunity needs
and that will receive the understanding and
support of individuals, groups, and agencies.
Moreover, each step is necessary for program
operators to have sufficient information to
enable them to evaluate the services their
programs provide.

1. Assess the community need for a home
Care Program.
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Determine the number of patients in hos-
pitals and other institutions, on waiting lists,
attending clinies, and at home, who could ben-
efit by such a program.

2. Explore the community’s resources and
evaluate them in relation to their potential in
meeting the needs of patients at home.

3. Plan the program.

(a) Establish general and technieal advisory
committees to consult with the program
director on program planning, formulation of
policies and procedures, and on evaluating the
effectiveness of theservices. Committees should
include representatives from such fields as
medicine, nursing, social service, hospital ad-
ministration, health and welfare agencies, and
other interested community groups.

(b) Define objectives for the program.

(¢) Define types of patients to be served.

(d) Determine services to be furnished.

(e) Establish a plan for providing services to
patients; designate the administrative institu-
tion or ageney to be responsible for procuring
and coordinating services to patients; and
secure formal agreements from cooperating
agencles,

(f) Establish methods and techniques for
facilitating interchange of information to assure
coordination of services.

(g) Establish policies and procedures for the
maximum and appropriate use of service.

(h) Establish a plan for financing.

4. Establish criteria for acceptance of pa-
tients on the program. The suitability for
home care must be measured in terms of a
number of closely related eriteria: the medieal
and nursing needs of the patient; the social
situation in the family; and the ability of the
family to meet patient needs.

5. Establish a record system that will facili-
tate the provision and coordination of services
and at the same time yield statistical and cost

14

data to meet the administrative, operational,
and evaluative needs in the program. From
the inception of the program, such data should
include:

(@) Unduplicated counts of the numbers and
kinds of patients served in a given period; the
number of new admissions and readmissions.

() The amounts and tyvpes of services pro-
vided.

(¢) The costs of operating a home care pro-
gram, including the actual cash spent out of the
home care budget; and, where possible, the
costs of services provided without charge to the
home care budget.

In programs used for professional education,
particular attention should be paid to the dual
responsibilities of patient care and student
activities. Adequate and safe patient care is
the primary consideration. Both the plan for
care and the educational plan should be firmly
established before one is superimposed on the
other,

In metropolitan areas where several home
care programs are either already operating or
are proposed, consideration should be given to
techniques for coordinating programs to avoid
duplication of effort and to assure that a full
range of services is available.
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